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EDITORIAL 


THERE  IS  NO  RIFT  BETWEEN  ORGAN- 
IZED MEDICINE  AND  BLUE  SHIELD 

Rumors  and  innuendoes  have  it  that  at  its 
recent  Interim  Session  in  St.  Louis,  the 
House  of  Delegates  of  the  American  Medical 
Association  has  repudiated  its  support  of 
voluntary  medical  care  Prepayment  Plans 
now  sponsored  by  the  numerous  local  and/or 
state  medical  societies.  Whether  this  type 
of  propaganda  was  inspired  by  the  adver- 
saries of  current  medical  practice,  or 
whether  it  is  the  result  of  garbled  press  re- 
ports of  the  St.  Louis  session,  is  difficult  to 
determine.  The  fact  is  that  more  than  a few 
physicians  have  gained  the  impression  that 
the  AMA  has  withdrawn  its  endorsement  of 
Blue  Shield.  Nothing  can  be  further  from 
the  truth.  As  a matter  of  record  The  House 
of  Delegates  at  its  December  meeting  reaf- 
firmed its  faith  in  the  voluntary  Prepayment 
Plans  as  a practical  means  to  combat  social- 
ization of  medical  practice. 

To  the  doubting  Thomases  who  maintain 
that  “where  there  is  smoke  there  is  fire”  it 
may  be  said  that  the  smoke  only  represents 
the  wishful  thinking  of  political  opportunists 
who  would  like  to  see  the  democratic  system 
of  free  enterprise  burn  down  through  a now 
well-known  procedure,  divide  and  conquer. 

The  distorted  press  reports  may  emanate 
from  a proposal  by  some  members  of  As- 
sociated Medical  Care  Plans  to  consolidate 
Blue  Shield  and  Blue  Cross  into  a national 
institution  for  the  purpose  of  attaining  uni- 
formity in  hospital  and  medical  coverage  of 
certificate  holders  in  these  plans.  Insofar  as 
in  the  belief  of  this  group  the  proposed  sys- 
tem could  facilitate  some  administrative 
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phases  and  enhance  the  volume  of  sales 
among  industries  of  national  scope,  the 
arguments  in  favor  of  amalgamation  were 
valid.  The  House  of  Delegates,  however, 
consisting  as  it  does  of  representatives  of  all 
sections  of  the  country,  after  examining  all 
aspects  of  the  proposal  did  not  consider  it 
feasible.  The  economic,  social,  and  profes- 
sional problems  of  the  different  geographical 
areas  of  the  United  States  are  too  varied*  to 
make  the  new  plan  advisable.  Medicine,  the 
House  of  Delegates  concluded,  does  not  lend 
itself  to  nationalization,  even  under  medical 
sponsorship. 

Blue  Shield  is  providing  good  medical  care 
to  millions  of  people  in  practically  every  sec- 
tion in  the  country  through  the  participa- 
tion and  cooperation  of  local  physicians.  In 
Nebraska  this  voluntary,  non-profit  plan  has 
grown  by  leaps  and  bounds.  It  is  becoming 
more  popular  and  more  effective  with  each 
successive  year  of  operation.  Judging  by 
all  standards,  Nebraska  Blue  Shield  is  today 
the  most  outstanding  contribution  of  or- 
ganized medicine  to  the  civic  welfare  of  Ne- 
braska. There  can  be  no  rift  between  or- 
ganized medicine  and  Blue  Shield. 


A MESSAGE  FROM  YOUR 
PLANNING  COMMITTEE 

Social  changes  throughout  the  world  have 
caused  many  of  our  members  to  feel  that 
these  changes  are  to  affect  the  practice  of 
medicine.  Also  many  of  our  members  be- 
lieve that  the  profession  should  put  into  ef- 
fect a more  constructive  attitude  toward 
these  problems  than  it  has  shown  in  the  past. 
The  1948  House  of  Delegates  of  the  Ne- 
braska State  Medical  Association  increased 
the  state  dues  to  thirty  dollars  ($30)  to 
provide  funds  for  this  purpose. 

Our  President,  Dr.  J.  E.  M.  Thomson,  as- 
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signed  to  the  Planning  Committee  the  job  of 
assaying  our  assets  and  resources  and  to 
lay  out  a program  designed  to  create  a closer 
and  better  relationship  between  the  public 
and  the  medical  profession.  Since  June  this 
committee  has  made  a conscientious  and 
pains-taking  effort  to  carry  out  this  assign- 
ment. They  have  prepared  a proposed  ex- 
panded program  for  the  Nebraska  State  Med- 
ical Association,  and  have  submitted  a 
method  of  activating  this  program. 

Before  a final  plan  is  evolved,  every  mem- 
ber of  our  association  will  be  given  full  in- 
formation with  the  request  that  he  con- 
tribute his  own  ideas  and  suggestions. 

To  accomplish  this,  twenty-three  (23) 
special  meetings  are  now  being  planned.  One 
will  be  held  in  your  community  within  the 
next  few  weeks.  Our  state  office  will  inform 
you  as  to  the  details  of  these  meetings.  If 
you  believe  in  democracy  in  our  association, 
be  there,  and  do  not  hesitate  to  express 
yourself. 

F.  L.  ROGERS,  Lincoln 
Chairman,  Planning  Committee 
Nebraska  State  Medical  Association 


A MESSAGE  FROM  THE  A.M.A. 

Progress  in  American  medicine  is  an 
achievement  which  we,  as  doctors,  are  proud 
to  relate  to  the  general  public. 

Yet,  for  some  time  now,  many  stories 
reaching  lay  readers  have  dealt  with  isolated 
cases  of  distress,  indicting  the  medical  pro- 
fession, along  with  articles  based  on  glib 
promises  of  social  planners. 

During  the  ensuing  year,  the  medical  pro- 
fession must  concentrate  its  efforts  on  one 
problem:  to  tell  the  American  people  about 

the  many  contributions  which  the  medical 
profession  has  made  to  alleviate  disease,  pre- 
serve life  and  postpone  death.  Our  story 
must  stress  the  importance  of  our  present 
system  of  voluntary  care  and  present  the 
true  facts  about  medical  care  and  health 
protection. 

The  House  of  Delegates  of  the  American 
Medical  Association,  at  the  Interim  Session 
in  St.  Louis,  fully  recognized  these  problems 
by  creating  a means  for  carrying  on  a na- 
tionwide health  education  program.  To  fi- 
nance this  program  an  assessment  of  $25 
was  made  on  each  member  of  the  American 
Medical  Association.  Members  of  the  Amer- 


ican Medical  Association  do  not  pay  dues.  If 
they  desire  to  become  Fellows  of  the  Scien- 
tific Assembly  they  make  application  and 
pay  $12  a year  dues,  which  include  a sub- 
scription to  The  Journal.  This  hardly  pays 
for  the  paper  and  printing;  notwithstanding 
the  fact  that  the  doctor  receives  the  best 
medical  periodical  published  anywhere  in  the 
world. 

In  1947,  the  expenses  of  the  Association 
exceeded  income.  For  that  reason  dues  of 
Fellows  were  raised  from  $8  to  $12.  How- 
ever, even  higher  costs  have  kept  apace  with 
this  raise  and  the  Association  may  show  a 
net  loss  for  1948. 

The  medical  profession  as  a whole  is  of  the 
firm  opinion  that  government  control  of 
medicine  would  lower  the  standards  of  med- 
ical care  in  the  United  States,  and  is  so  sin- 
cere in  this  belief  that  it  feels  everything 
possible  should  be  done  to  prevent  such  con- 
trol from  being  thrust  upon  us. 

A coordinating  committee  has  been  formed 
to  help  solve  many  of  the  problems  which 
we  face,  and  it  is  enlisting  the  support  of 
every  physician.  This  committee  is  composed 
of  Dr.  E.  L.  Henderson,  chairman;  Dr.  Ed- 
ward S.  Hamilton,  Dr.  Gunnar  Gundersen, 
Dr.  Walter  B.  Martin,  Dr.  Louis  H.  Bauer, 
Dr.  John  W.  Cline,  Dr.  William  Bates,  Dr. 
R.  B.  Robins,  Dr.  R.  L.  Sensenich,  and  Dr. 
George  F.  Lull. 
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James  E.  M.  Thomson 


T.  I.  W.  T.  S. 

V %*  * 
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First,  let  me  express  my  heartfelt  wishes 
for  a Happy  New  Year  to  come. 

On  November  23  in  Chicago,  I completed 
a rather  eventful  year  in  my  experience  in 
medical  organization  work.  It  was  then  that 
I stepped  down  as  President  of  the  American 
Association  of  Railroad  Surgeons,  at  their 
sixtieth  annual  meeting.  During  my  tenure 
of  office  through  the  persevering  efforts  of 
the  Secretary,  Dr.  R.  B.  Kepner,  something 
like  eighteen  hundred  new  members  were 
added  to  the  roster.  In  recognition  of  his  ef- 
forts and  faithful  service  as  Secretary,  Dr. 
Kepner  was  elected  the  new  President.  Now 
the  feature  of  his  selection  that  will  interest 
you  is  the  fact  that  he  was  born,  raised  and 
practiced  in  Lincoln.  Later  moved  to  Mc- 
Cook and  ultimately  became  Chief  of  the 
CB&Q.  Quite  a coincidence  to  see  a Lin- 
coln boy  “make  good”. 


It  was  a great  pleasure  to  have  so  many 
fellow  Nebraskans  among  those  who  attend- 
ed this  very  interesting  and  instructive  meet- 
ing. I shall  never  forget  their  kindly  help 
and  interest. 


Time  passes  on,  and  it  seems  as  though 
little  is  accomplished  in  our  program  af  ex- 
pansion for  the  Nebraska  State  Medical  As- 
sociation, but  finally  after  many  sessions 
your  persevering,  energetic  and  untiring 
Planning  Committee  has  evolved  a most 
gratifying  program.  I am  assured  you  will 
be  enthusiastic  about  it.  I have  never  seen 
such  devotion  of  purpose  and  patience  as  has 
been  exhibited  by  this  committee  in  its  delib- 
erations. After  all  this  program  is  a great 
step  forward  and  not  one  to  be  considered 
lightly.  It  is  so  comprehensive  that  each 
step  demanded  long  and  serious  consider 
ation.  And  now  more  time  will  be  necessar- 
ily consumed  before  it  can  be  put  into  com- 
plete operation.  For  its  successful  activation 
every  Doctor  in  the  state  must  first  com- 
pletely understand  it  and  take  a responsible 
part  in  its  development. 

Now  let  me  urge  you  most  sincerely  to  be 
present  at  the  special  meeting  they  are  call- 
ing to  explain  this  expanded  program.  Be 
there  not  only  in  deference  to  the  unselfish 
efforts  of  this  committee,  but  also  for  the 
far  more  important  reason  that  you  may 
fully  inform  yourself  of  the  program.  Some 
twenty  or  more  meetings  are  being  planned 
over  the  state,  one  of  which  will  be  near  your 
home  so  do  not  miss  it. 
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This  program  will  go  far  towards  stabi- 
lizing the  welfare  of  our  state,  increasing 
the  prestige  and  dignity  of  our  profession, 
and  stave  off  the  tubversive  influences  that 
threaten  the  foundations  of  our  economy. 

Just  recently  I was  asked  to  contribute  a 
brief  article  on  the  subject  of  “How  Labor 
and  Capital  can  better  understand  each 
other’s  essential  part  in  the  Free  Enterprise 
System.”  I do  not  know  why  as  a doctor 
of  medicine  I should  be  asked  for  an  opinion 
on  this  subject,  except  for  the  fact  that  I am 
so  throughly  imbued  with  the  conviction 
that  without  free  enterprise  this  country 
would  step  backwards.  Under  the  present 
system  our  civilization  has  surpassed  in  prog- 
ress any  other,  so  far  tried,  scheme  of  econ- 
omy. I grant  that  it  is  not  perfect  but  noth- 
ing else  has  offered  such  opportunity  for 
individual  advancement  and  achievement. 
From  the  lowliest  beginning  one  may  gain 
honor,  wealth  and  acclain  if  he  has  the  will 
to  strive,  save  and  improve  himself.  No 
other  country  grants  such  a privilege  to  all. 

In  my  discussion  of  this  subject  I endea- 
vored to  emphasize  the  fact  that  the  use  of 
risk  capital  was  the  secret  of  the  success  of 
the  Free  Enterprise  System.  The  fact  that 
it  was  essential  for  Capital  Management  on 
the  one  hand  and  Labor  on  the  other  to  as- 
sume their  respective  responsibility  and  re- 
lationship to  the  profits  of  risk  capital  is 
frequently  misunderstood  and  has  led  to  un- 
fortunate relations.  Each  often  is  too  sel- 
fish to  give  the  other  due  consideration. 

Labor  forgets  that  to  risk  capital  avail- 
able for  building  factories,  ect.,  someone 
originally  had  to  sacrifice,  be  frugal  and  sav- 
ing to  get  the  money  to  risk.  Capital  forgets 
that  without  labor,  production  cannot  go  on, 
and  that  they  are  entitled  to  a return  com- 
mensurate with  their  labor.  When  labor 
sees  a company  make  a big  profit  they  feel 
robbed,  not  realizing  that  this  profit  again 
represents  more  possible  risk  capital,  more 
factories,  more  jobs. 

Now  I feel  that  when  returns  from  pro- 
duction go  beyond  reasonable  profit,  and  are 
washed  away  often  in  taxes  it  would  be  far 
bettar  to  stimulate  the  interest  of  labor  in 
the  business  by  making  him  a shareholder 
or  risk  capitalist.  Also  the  great  surplusses 
accumulated  by  unions  could  be  invested  in 
the  stock  of  industries  which  employ  their 
membership.  Thereby  they  could  wield  con- 
siderable influence  in  the  mangement  for  the 


welfare  of  labor.  In  other  words,  labor 
would  enjoy  the  privilege  of  risk  along  with 
capital  and  this  should  stimulate  their  inter- 
est in  production. 

Risk  is  what  makes  life  worth  while.  Take 
it  away  and  you  lessen  initiative  and  enter- 
prise. So  it  is  in  our  profession  we  are  de- 
pendent upon  the  uncertainity  that  makes 
free  enterprise  to  push  us  forward  in  our 
endeavor.  However  we  must  never  lose 
sight  of  the  fact  that  when  it  comes  to  health 
and  sickness  we  are  in  true  purpose  to  our 
code  “our  brother’s  keeper.” 


ABOUT  THE  A.M.A.  ASSESSMENT 

Never  before  has  any  member  been  asked 
to  contribute  one  cent  to  the  American  Medi- 
cal Association  in  the  form  of  dues  or  assess- 
ments. At  its  Interim  Session  in  December, 
1948,  the  House  of  Delegates  of  the  A.M.A., 
concluded  that  to  avoid  political  regimen- 
tation the  American  people  must  be  made 
familiar  with  the  advantages  of  private 
medical  practice  over  that  advocated  by  the 
social  planners  in  Washington.  To  send  this 
message  to  the  public  it  assessed  each  mem- 
ber $25.  While  this  action  on  the  part  of 
the  House  is  being  accepted  by  most  physi- 
cians as  a step  in  the  right  direction,  there 
is  the  perennial,  “Why  doesn’t  the  A.M.A. 
do  something?”  group  of  well-meaning  doc- 
tors who  consider  themselves  outraged  at 
this  “A.M.A.  raise  in  dues.”  They  do  not 
realize,  of  course,  that  the  A.M.A.  neither 
demands  nor  receives  membership  dues.  The 
twelve  dollars  which  physicians  pay  annual- 
ly barely  cover  the  cost  of  the  Journal  of 
the  A.M.A.  and  subscription  to  this  excel- 
lent publication  has  nothing  to  do  with 
membership  dues.  (See  page  2). 

“What  will  ‘they’  do  with  three  and  one- 
half  million  dollars?”  these  gentlemen  ask. 
So  far  as  this  Journal  knows,  “they”  will 
try  to  show  the  American  people,  by  all 
avenues  of  communication,  that  our  private 
system  of  medical  practice,  by  virtue  of  its 
service  and  achievements,  has  a right  to 
survive.  “Will  ‘they’  be  successful,  or  will 
it  be  a waste  of  money?”  these  doubters 
pursue.  The  results,  we  venture  to  guess, 
will  depend  largely  upon  how  convincingly 
we  can  state  our  case.  Not  alone  by  what 
the  A.M.A.  will  spend,  but  by  how  well  and 
how  actively  the  A.M.A.  will  be  supported  in 
its  efforts  by  its  own  members. 


Management  of  Prolonged  Labor 

RALPH  E.  CAMPBELL,  B.S.,  M.D.,  F.A.C.S. 
From  the  Department  of  Obstetrics  and  Gynecology, 
University  of  Wisconsin 
Madison,  Wisconsin 


The  prolongation  of  labor  is  an  important 
and  major  complication;  however,  the  dur- 
ation of  labor  may  not  be  the  sole  factor 
indicating  the  seriousness  of  the  obstetric 
situation.  It  is  true  that  no  one  should 
accept  with  equanimity  a labor  which  lasts 
beyond  the  generally  accepted  time  limits. 

Williams  gives  the  average  normal  dur- 
ation of  labor  as  eighteen  hours  for  pri- 
mipara  and  twelve  hours  for  multipara. 
At  Cook  County  Hospital,  twenty-four  hours 
is  considered  to  be  the  limit  of  the  dur- 
ation of  normal  labor  in  primiparas  and  in 
multiparas,  it  is  eighteen  hours.  Mengert 
indicates  thirty  hours  as  the  beginning  of 
prolonged  labor  and  states  an  incidence  of 
prolonged  labor  in  about  nine  percent  of 
cases.  The  incidence  of  prolonged  labor  at 
Cook  County  Hospital  is  approximately  one 
percent  in  all  labors  with  a maternal  mor- 
tality of  1.67  percent  and  a fetal  mortality 
of  19.4  percent. 

Prolonged  labor  lends  itself  to  consider- 
able confusion  as  to  its  cause.  In  any  dis- 
cussion of  this  subject,  one  should  clearly 
consider  the  physiologic  aspects  of  both 
the  first  and  second  stages  of  labor,  with 
emphasis  on  the  former. 

The  first  stage  of  labor  has  to  do  with 
effacement  and  dilatation  of  the  cervix,  and 
is  dependent  upon  effective  uterine  con- 
tractions. This  stage  of  labor  is  involun- 
tary. The  second  stage  of  labor  has  to  do 
with  the  passage  of  the  fetus  through  the 
birth  canal  and  its  expulsion ; it  is  both 
voluntary  and  involuntary,  otherwise,  it  is 
dependent  upon  the  muscular  driving  force 
of  the  uterus,  aided  by  the  muscles  of  the 
abdominal  wall,  diaphragm  and  resistant 
muscles  of  the  pelvic  floor. 

It  should  be  emphasized  that  prolongation 
of  labor  is  usually  a dysfunction  of  the  mus- 
cular contractions  of  the  uterus  and  an  ex- 
tension in  time  of  the  first  stage  of  labor. 
It  should  be  further  emphasized  that  many 
of  the  causes  attributed  to  the  prolongation 
of  labor  by  many  observers  and  found  in  the 
literature  should  be  applied  to  the  second 
stage  of  labor  and  not  the  first. 

♦Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  5,  1948. 


Consequently  effacement  and  dilatation  of 
the  cervix  dependent  upon  effective  uterine 
contractions  takes  place,  in  most  instances, 
whether  the  pelvis  is  normal  or  contracted, 
the  patient  young  or  old,  and  even  in  most 
of  the  abnormal  presentations.  One  can 
generalize  his  statements,  but  should  not 
be  too  dogmatic.  The  occasional  abnormal 
presentation  may  interfere  mechanically 
with  the  uterine  contractions  and  efface- 
ment and  dilatation  of  the  cervix,  although 
such  a suspicion  can  not  be  definitely  proven. 
It  is  my  impression  that  such  may  be  the 
case  in  face  and  transverse  presentations, 
twin  pregnancies  and  hydramnious.  It  is 
doubtful,  from  my  experience,  that  breech 
presentation  and  occiput  posterior  presenta- 
tion materially  prolong  the  first  stage  of 
labor,  having  their  effect  mainly  upon  *the 
second  stage.  The  same  may  be  true  in 
contracted  pelvis. 

I feel  that,  in  any  patient,  nervousness, 
worrying,  pain  and  the  fear  of  pain  can  be 
contributing  factors  in  influencing  the 
course  of  labor. 

It  is  of  great  interest  that  severe  pain  is 
often  present  in  irregular  and  ineffective 
contractions  of  the  uterus  and  I am  con- 
vinced that  the  excrutiating  pain  may  act 
reflexly  and  further  interfere  with  the  ef- 
ficiencv  of  the  uterine  contractions.  I be- 
lieve that  the  proof  that  nervous  reflexes 
influence  the  course  of  labor,  in  such  in- 
stances, can  be  shown  in  the  administration 
of  morphine  and  scopolamine,  after  which 
labor  runs  a normal  course. 

Many  obstetricians  are  inclined  to  mention 
effacement  and  cervical  dilatation  or  inertia 
of  the  cervix  as  primary  in  the  prolongation 
of  labor,  really  getting  the  cart  before  the 
horse,  in  failing  to  recognize  that  these  fac- 
tors are  dependent  upon  uterine  contrac- 
tions. In  other  words,  it  is  rarely  an  intrin- 
sic cervical  factor  that  results  in  the  failure 
of  the  cervix  to  efface  and  dilate,  however, 
such  conditions  as  abnormal  rigidity  of  a 
seemingly  normal  cervix,  such  as  is  seen 
occasionally  in  an  elderly  primipara;  a dis- 
eased or  lacerated  cervix ; a repaired  or 
partially  amputated  cervix;  or  a displaced 
cervix  toward  the  hollow  of  the  sacrum;  can 
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be  considered  factors  in  delayed  effacement 
and  dilatation. 

It  is  quite  evident  in  the  development  of 
this  thesis  from  the  standpoint  of  the  pro- 
longation of  labor,  that  we  are  most  inter- 
ested in  the  detailed  study  and  observation 
of  the  first  stage  of  labor. 

The  etiology  of  uterine  inertia  or  insuf- 
ficiency, which  after  all  means  ineffective 
uterine  contractions,  is  usually  ascribed  to 
faulty  development  of  the  uterus;  abnor- 
malities in  its  innervation ; diseased  con- 
ditions of  the  uterine  musculature  and  me- 
chanical interference.  Faulty  development 
of  the  uterus  and  uterine  inertia  have  been 
pointed  out  as  being  found  in  individuals 
with  certain  physical  patterns,  such  as  large, 
thickset  or  corpulent  individuals,  or  the  type 
referred  to,  by  the  late  Doctor  DeLee,  as 
filing  in  the  group  of  the  dystocia  dystro- 
phv  syndrome,  or  other  endocrinopathic 
individuals.  Unouestionably  the  develop- 
ment of  intrapartum  infection  in  prolonged 
labor  tends  to  add  to  the  length  of  labor  by 
the  involvement  of  the  uterine  musculature. 

Numerous  variations  may  be  noted  in  the 
contractions  or  pains  of  the  first  stage  of 
lobar.  These  variations  are  to  be  discussed 
in  cases  which  are  to  follow.  In  most  cases, 
at  the  onset  of  labor,  the  initial  contractions 
or  pains  are  relatively  weak,  short  in  dur- 
ation and  with  long  time  intervals  and 
gradually  increase  in  frequency,  intensity 
and  duration  until  the  pregnancy  is  term- 
inated. 

There  are  cases  in  which  the  uterine  con- 
tractions or  pains  occur  at  long  intervals 
and  the  labor  may  drag  on  not  for  hours 
but  for  days.  However,  if  the  membranes 
are  unruptured  and  the  patient  is  in  a good 
state  of  health,  delay  with  conservative 
judgment  is  the  best  line  of  treatment.  The 
majority  of  these  cases  will  eventually  de- 
velop stronger,  more  frequent  and  effectual 
contractions  with  the  termination  of  preg- 
nancy. 

In  cases  of  primary  inertia,  the  cantrac- 
tions  are  weak  from  the  onset,  do  not  in- 
crease in  frequency  or  strength,  and  are 
not  effective  in  producing  the  expected  ef- 
facement and  dilatation  of  the  cervix.  The 
treatment  of  primary  inertia  usually  lends 
itself  to  good  results.  In  other  cases  labor 
may  progress  in  a typical  or  normal  manner 
with  effacement  and  dilatation,  then  there 
is  a falling  off  of  the  contractions,  labor 


more  or  less  comes  to  a standstill  and  sec- 
ondary inertia  develops. 

In  still  other  cases  contractions  appear 
at  frequent  intervals,  are  very  painful  and 
cramp  like,  exhausting  to  the  patient  and 
effacement  is  slow.  The  external  os  under- 
goes little  change.  By  appropriate  treat- 
ment these  cases  will  terminate  normally. 

Factors  which  prolong  the  first  stage  of 
labor  may  prolong  the  second  stage  of  labor. 
In  addition,  markedly  prolonged  first  stage 
may  be  followed  by  a short  second  stage, 
and  a short  first  stage  may  be  followed  by 
a longer  second  stage.  A definite  corre- 
lation can  not  be  made  between  the  two 
stages. 

MANAGEMENT  AND  TREATMENT 
OF  PROLONGED  LABOR 

The  fetus  may  succumb  in  utero  in  pro- 
longed labor  with  no  explanation  as  to  the 
cause  of  death.  However,  the  fetus  may 
perish  as  a result  of  septicemia  or  pneu- 
monia, developing  from  an  intrapartum  in- 
fection of  the  amiotic  fluid.  An  intrapartum 
infection  may  develop  with  the  membranes 
intact ; however,  the  danger  of  development 
of  infection  is  greatly  increased  when  the 
membranes  have  ruptured  early  in  prolonged 
labor.  The  danger  of  intrapartum  infection 
to  the  fetus  is  noted  in  a survival  rate  of 
around  fifty  percent,  while  the  hazard  for 
the  mother  is  a maternal  mortality  rate  of 
around  five  percent.  The  foregoing  makes 
the  prophylactic  use  or  active  treatment  of 
the  mother  by  such  drugs  as  sulfadiazine 
and  penicillin  imperative. 

Sulfadiazine  and  penicillin  are  given  routinely 
when  the  labor  is  prolonged,  and  may  be  given 
together  or  separately.  Oral  administration  in  the 
parturient  woman  is  less  satisfactory  because  of 
poor  gastric  absorption  and  the  tendency  to  nausea 
and  vomiting.  Initially,  four  to  five  grams  of 
sodium  sulfadiazine  in  a hundred  cubic  centimeters 
of  distilled  water  or  one  thousand  centimeters  of 
sixth-molar  lactate  solution  may  be  given  intra- 
venously. Oral  or  intravenous  therapy  of  sulfa- 
diazine is  given  in  gram  doses  every  four  hours 
and  may  be  carried  throughout  the  labor  and  into 
the  puerperium.  During  the  sulfadiazine  admin- 
istration it  is  advisable  to  obtain  blood  levels  and 
urine  examinations,  and  to  make  repeated  checks  on 
the  hemoglobin  and  red  and  white  blood  cells.  The 
forcing  of  fluids  is  imperative  in  sulfadiazine 
treatment. 

Penicillin  in  thirty  or  forty  thousand  Oxford 
units,  every  three  hours  may  be  the  treatment  of 
choice. 

The  maintenance  of  the  fluid  balance  and  the 
prevention  of  acidosis  is  important  in  prolonged 
labor.  A fluid  intake  of  at  least  three  thousand 
cubic  centimeters  per  day  is  indicated.  An  intra- 
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venous  injection  of  five-hundred  cubic  centimeters 
of  five  to  ten  percent  glucose  solution  is  of  in- 
estimable value;  it  offsets  the  glycogen  depletion  in 
the  liver  and  muscles,  supplies  energy  and  produces 
a desirable  diuretic  effect. 

Rest  and  repeated  periods  of  rest  must  be  con- 
sidered paramount  in  the  treatment  of  prolonged 
labor.  It  is  good  practice  to  let  the  patient  work 
during  the  day  and  give  them  real  rest  during  the 
night  if  the  labor  can  be  so  regulated.  For  ade- 
quate rest,  I employ  one-quarter  to  one-half  grain 
of  morphine  sulphate  combined  with  one-one  hun- 
dredth grain  of  scopolamine  hydrobromide.  Fluids 
are  given  in  conjunction  with  the  morphine.  The 
patient  will  awaken  sometime  later  physically  and 
mentally  rested,  to  continue  her  labor  which  many 
times  rapidly  terminates,  or  after  an  adequate  rest 
period  such  as  the  above  mentioned  the  labor 
usually  continues  in  a more  orderly  and  effective 
course. 

I quite  frequently  use  hypodermic  doses  of  fifty 
to  one  hundred  milligrams  of  demerol  combined  with 
scopolamine.  It  is  thought  by  some  that  demerol 
is  less  of  a respiratory  depressant  for  both  mother 
and  baby  and  produces  less  tonicity  in  the  uterine 
muscle.  Barbiturates  and  scopolamine  are  used 
by  some.  I rarely  use  them. 

In  rationalizing  the  use  of  morphine  it  is  im- 
portant to  realize  that  morphine  does  not  have  a 
direct  effect  upon  the  uterine  muscle  but  its  effect 
is  indirect  upon  the  innervation,  cord,  higher  cen- 
ters and  muscular  skeletal  system.  Otherwise, 
accordingly  the  effect  of  morphine  is  indirect  and 
its  effect  may  be  either  stimulating  or  inhabitory 
which  may  be  beneficial,  as  the  case  may  be,  in 
either  instance. 

In  secondary  uterine  inertia,  periods  of  rest  com- 
bined with  fluids  will  usually  bring  the  labor  to  a 
successful  termination. 

In  primary  uterine  inertia,  periods  of  rest,  fluids 
and  the  guarded  and  judicious  use  of  pituitary 
stimulation  should  terminate  the  pregnancy. 

There  is  a group  of  cases  all  ready  men- 
tioned in  which  the  contractions  are  erratic, 
very  painful  and  exhaustive;  it  is  in  this 
type  of  case  that  repeated  rest  and  fluids 
work  well.  I hesitate  to  use  pituitary  gland 
extract  in  these  cases.  Castor  oil,  hot  soap- 
suds enemas  and  calcium  gluconate  may  be 
of  value  in  stimulating  the  uterine  myo- 
metrium. Calcium  gluconate  is  administered 
intravenously  in  three  successive  doses  of 
ten  cubic  centimeters  of  a twenty  percent 
solution,  at  hourly  intervals. 

Posterior  pituitary  extract  is  a myometrial 
stimulant  increasing  the  frequency,  force 
and  duration  of  contractions  in  uterine  insuf- 
ficiency. Great  hope  was  entertained  by 
the  obstetricians  in  the  discovery  of  the 
oxytocic  properties  of  pituitary  extract  and 
that  it  would  be  a useful  drug  in  safely  and 
efficiently  treating  prolonged  labor.  How- 
ever, the  use  of  pituitary  extract  in  the  first 
stage  of  labor  is  distinctly  hazardous  for 
both  mother  and  baby  and  should  be  used 


with  the  greatest  of  caution.  The  use  of 
pituitary  extract  before  the  delivery  of  the 
fetus  has  been  largely  abandoned  by  most 
experienced  obstetricians.  It  has  been  stat- 
ed that  in  the  hands  of  a fool  it  may  be 
fiendish. 

The  drug  has  great  variations  in  potency 
and  differences  in  uterine  response.  Its  use 
may  result  in  uterine  tetany  with  asphyxi- 
ation and  fetal  death.  It  may  be  a factor 
in  the  production  of  retraction  and  con- 
striction rings  and  uterine  rupture.  Pituit- 
rin  may  be  administered  intranasally  by  the 
Hofbauer  and  Hoerner  method  or  in  minim 
doses  by  hypodermic  injection.  The  intra- 
nasal method  has  the  advantage  of  slow 
absorption  and  the  cotton  pledget  can  be 
pulled  if  the  uterine  action  becomes  violent. 
The  hypodermic  dose  should  not  exceed  one 
minim  initially  and  subsequent  doses  should 
not  exceed  two  minims  and  should  not  be 
administered  oftener  than  every  half  hour, 
which  should  also  be  the  interval  for  intra- 
nasal packs.  No  more  than  three  doses  in 
a series  should  be  administered  and  after 
this  series  there  should  be  a waiting  period 
for  several  hours  before  any  more  pituitrin 
is  administered.  Following  pituitary  admin- 
istration, the  patient  must  be  watched  care- 
fully for  a violent  uterine  action  or  tetany 
with  ether  at  hand  to  administer  and  coun- 
teract any  such  reaction. 

Adequate  nourishment  should  be  main- 
tained either  orally  or  by  parenteral  admin- 
istration. An  adequate  caloric  intake  can 
hardly  be  given  by  parenteral  fluids  only 
and  these  should  be  supplemented  by  fruit 
juices,  malted  egg  shakes,  and  similar  nour- 
ishing foods  when  tolerated.  Patients  also 
need  protein  in  order  to  maintain  a proper 
nutrional  balance. 

Rectal  and  vaginal  examinations  should 
be  reduced  to  a minimum  as  a guard  against 
infection.  Rectal  examinations  may  predis- 
pose to  infection  as  well  as  vaginal  exam- 
inations. 

A blood  typing  should  be  done  and  whole 
blood  or  blood  donors  should  be  available  for 
the  giving  of  blood,  both  during  labor  and 
for  an  emergency.  The  administration  of 
Vitamin  K should  be  of  some  value  in  these 
cases. 

Importance  should  be  placed  upon  the 
reassurance  and  bolstering  of  the  patient’s 
morale  as  to  the  successful  outcome  for  both 
herself  and  baby. 

In  some  cases,  where  signs  of  profound 
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exhaustion,  infection,  etc.,  on  the  part  of 
the  mother  or  objective  dangers  to  the  child 
arise,  and  when  all  conservative  and  sup- 
portive methods  in  treatment  have  failed, 
the  situation  may  demand  obstetric  or  sur- 
gical operative  procedures.  It  can  be  said 
that  vaginal  operative  procedures  and  sur- 
gical operative  procedures,  namely  cesarean 
section,  increase  the  hazards  for  both 
mother  and  child.  A good  motto  might  be: 
“No  objective  sign  of  danger  to  the  mother 
and  child  should  indicate  no  interference.” 
However,  the  hour  finally  arrives  in  some 
cases  where  such  procedures  must  be  con- 
sidered. 

There  are  cases  in  which  the  cervical  canal 
has  not  become  obliterated  even  though  rest, 
supportive  and  stimulatory  methods  have 
been  instigated.  The  Voorhees  or  DeLee  bag 
mav  be  used  as  both  a dilator  and  irritant 
with  resultant  cervical  effacement  and  dila- 
tation. I am  frank  to  say  that  my  success 
with  uterine  bags  in  such  cases  has  been 
disappointing  in  its  effect  on  the  cervix  and 
has  at  times  created  additional  hazards  to 
mother  and  baby,  such  as  infection,  rupture 
of  membranes  and  prolapse  of  the  cord,  due 
to  intrauterine  insertion  and  manipulation. 
If,  in  these  same  cases,  there  is  an  urgent 
indication  from  the  standpoint  of  both 
mother  and  child  (mainly  maternal)  to  term- 
inate labor  then  a low  cervical  or  extra- 
peritoneal  cesarean  section  should  be  con- 
sidered. If  frank  infection  is  not  present, 
I would  do  an  extra-peritoneal  section.  If 
frank  infection  is  present,  then  a radical  or 
extra-peritoneal  cesarean  section  would  be 
the  procedures  of  choice.  I would  do  the 
latter.  However,  if  the  urgency  is  fetal  and 
the  mother  is  in  no  great  danger,  then 
major  surgical  operative  procedures  are  de- 
batable and  conservative  treatment  may  be 
extended.  I question  whether  or  not  a fetal 
indication  can  justify  a serious  hazard  to 
the  mother. 

As  shown  in  the  experience  of  the  Johns 
Hopkins  Hospital,  the  low  cervical  section 
becomes  increasingly  hazardous  after  eigh- 
teen hours  of  labor.  Even  with  modern  anti- 
biotic therapy,  it  is  doubtful  according  to 
W.  F.  Mengert,  if  low  cervical  cesarean 
sections  should  be  performed  after  twelve 
hours  of  labor.  In  recent  reports  by  Schu- 
mann, Eastman  and  Cosgrove,  it  has  been 
indicated  that  the  Waters  type  of  extra- 
peritoneal  cesarean  section  should  replace 
cesarean  hysterectomy.  The  maternal  mor- 
tality has  been  essentially  nil  in  those  cases 


where  this  operation  has  been  done.  Of 
course,  antibiotics,  blood  transfusions,  im- 
proved anesthesia,  and  better  surgical  tech- 
nics, have  reduced  a considerable  danger  in 
major  surgical  operative  procedures. 

If  an  indication  is  urgent  for  the  term- 
ination of  pregnancy  in  a case  with  the 
effacement  complete  and  the  external  os 
dilated  to  six  or  seven  centimeters  in  the 
multipara  and  eight  to  nine  centimeters  in 
the  primipara,  then  Duhrssen’s  incisions 
would  be  considered.  In  spite  of  the  enthu- 
siasm shown  by  some,  I avoid  doing  them  if 
possible,  because  of  the  fear  of  extension 
and  severe  hemorrhage.  A manual  dila- 
tation of  the  cervix  usually  results  in  man- 
ual tearing  of  it,  even  though  the  cervix  may 
be  essentially  fully  dilated.  Attempting 
manual  dilatation  of  the  external  os,  in  a 
cervix,  five,  six  or  seven  centimeters  dilated 
is  fraught  with  danger,  relative  to  obtain- 
ing deep  tears  and  resultant  hemorrhage. 
It  is  to  be  condemned.  I wish  to  emphasize 
that  neither  Duhrssen’s  incisions  nor  manual 
dilatation  should  be  used  to  shorten  labor 
but  only  to  avoid  existing  danger. 

In  cases  where  cervical  dilatation  is  slow 
or  has  been  arrested  at  seven  centimeters 
or  more,  caudal  and  spinal  anesthesia  have 
been  of  value  in  promoting  further  dila- 
tation. 

If  danger*  is  imminent  and  interruption 
of  pregnancy  is  indicated,  with  the  cervix 
fully  dilated  and  effaced,  then  a forceps  or 
version  and  extraction  may  be  the  treatment 
of  choice.  Craniotomy  would  certainly  be 
performed  if  the  baby  is  dead.  However, 
if  disproportion  exists,  even  though  the 
cervix  is  fully  dilated,  then  one  is  confronted 
by  the  obstetric  or  surgical  operative  pro- 
cedures that  necessity  demands.  Of  course, 
version  and  extraction  and  forceps  may  be 
distinctly  hazardous  and  difficult  in  dispro- 
portion. Cesarean  hysterectomy  or  extra- 
peritoneal  cesarean  section  may  be  danger- 
ous to  both  mother  and  child,  but  may  be 
judicious  and  life  saving  in  some  instances. 
In  other  cases  of  disproportion,  the  exigency 
may  warrant  a craniotomy  or  embryotomy, 
dependent  upon  both  maternal  and  fetal  in- 
dications. 

In  conclusion,  I wish  to  emphasize  the 
importance  of  consultation  and  to  recom- 
mend it  in  difficult  cases  of  prolonged  labor. 
In  fact,  it  should  be  mandatory.  Consulta- 
tion improves  the  physician — patient  rela- 
tionship, should  not  detract  from  the  phy- 
sician and  usually  benefits  the  patient. 


Hypertension  and  Unilateral  Renal  Disease" 

NELSON  W.  BARKER,  M.D., 
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The  original  stimulus  to  the  study  of  the 
etiologic  relationship  of  renal  disease  to  ar- 
terial hypertension  was  initiated  by  Gold- 
blatt(1)  who  demonstrated,  a little  more  than 
ten  years  ago,  that  experimental  hyperten- 
sion could  be  produced  by  interfering  with 
the  blood  supply  of  the  kidneys  of  dogs. 
This  work,  subsequently  confirmed  by  oth- 
ers/2- 3)  suggested  the  possibility  that  at 
least  some  cases  of  hypertension  in  human 
beings  might  be  caused  by  renal  disease  and 
led  to  extensive  study  of  renal  vasopressor 
substances,  as  well  as  to  a more  thorough 
examination  of  many  patients  with  hyper- 
tensive disease  for  demonstrable  renal  le- 
sions. It  suggested  a possible  explanation 
for  the  usual  occurrence  of  hypertension  in 
glomerulonephritis  and  the  frequent  occur- 
rence of  hypertension  in  polycystic  renal  dis- 
ease and  advanced  bilateral  chronic  pyelo- 
nephritis (4). 

Unfortunately,  some  unjustified  concepts 
arose.  It  was  easy  to  jump  to  the  conclu- 
sion that  since  arterial  hypertension  was  un- 
doubtedly caused  by  renal  disease  in  some 
cases,  hypertension  must  be  caused  by  renal 
disease  in  all  cases  and  that  even  minor  and 
common  unilateral  renal  lesions,  such  as 
small  stones,  minimal  pyelonephritis,  slight 
hydronephrosis  and  renal  ptosis,  might  be 
sufficient  to  cause  hypertension.  Ten  years 
of  research  and  clinical  experience  have 
failed  to  solve  many  of  the  problems  of  the 
relationship  of  renal  disease  to  hypertension 
as  far  as  the  clinician  is  concerned  but  some 
progress  has  been  made. 

It  was  logical  to  assume  that  if  hyper- 
tension could  be  caused  by  bilateral  renal 
disease  it  might  be  caused  by  unilateral  renal 
disease  and  it  was  logical  to  assume  that  if 
hypertension  were  caused  by  disease  of  one 
kidney  and  the  other  kidney  were  normal, 
removal  of  the  diseased  kidney  would  remove 
the  cause  without  harm  to  the  patient. 
However,  the  actual  effect  on  the  blood  pres- 
sure of  nephrectomy  for  unilateral  renal  dis- 
ease in  patients  with  hypertension  remained 
to  be  demonstrated. 

About  ten  years  ago  Butler(5)  reported 
what  was  apparently  the  first  case  in  which 

♦Read  at  the  meeting  of  the  Omaha  Mid-West  Clinical 
Society,  Omaha,  Nebraska,  October  27,  1947. 


nephrectomy  was  performed  as  treatment 
for  hypertension.  The  patient  was  a child 
with  unilateral  atrophic  pyelonephritis.  The 
blood  pressure  returned  to  normal  after  the 
kidney  was  removed  and  remained  there  for 
twenty  months.  Shortly  after  that  Walters 
and  I(6)  reported  what  we  think  was  the 
first  similar  case  in  an  adult.  The  patient 
had  severe  hypertension  with  retinitis.  Af- 
ter removal  of  the  atrophic  kidney  the  blood 
pressure  dropped  to  normal  levels  and  re- 
mained there  for  three  years,  after  which 
contact  with  the  patient  was  lost.  This 
encouraged  us  to  carry  out  the  same  surgical 
procedure  in  four  more  cases  in  which  the 
patients  had  hypertension  and  were  found 
to  have  unilateral  chronic  atrophic  pyelo- 
nephritis. The  blood  pressure  in  all  of  these 
cases  returned  to  normal  and  remained  there 
for  at  least  a year(7).  In  the  same  period 
two  patients  were  seen  who  had  hyperten- 
sion and  severe  unilateral  hydronephrosis. 
Removal  of  the  diseased  kidneys  in  these 
cases  resulted  in  a return  of  blood  pressure, 
to  normal  in  one  and  a sustained  marked 
drop  in  blood  pressure  in  the  other,  although 
not  quite  to  normal  levels. 

In  the  light  of  subseqeunt  experience  it 
is  worth  while  to  mention  some  of  the  fea- 
tures which  our  first  five  cases  of  hyperten- 
sion treated  by  nephrectomy  had  in  common. 
All  patients  were  less  than  fifty-two  years 
of  age;  one  was  a child  of  seven.  All  had 
advanced  disease  of  the  kidney  which  was 
removed ; the  kidneys  weighed  75  gm.  or  less 
and  at  least  50  percent  of  the  remaining 
renal  parenchyma  had  been  destroyed.  In 
all  cases  the  other  kidney  was  normal  as 
determined  by  functional  tests  and  uro- 
graphic  examination.  In  none  had  the  hy- 
pertension been  present  for  more  than  two 
years.  In  none  was  there  evidence  of  ad- 
vanced organic  vascular  changes. 

The  success  of  the  treatment  of  these 
cases  was  encouraging  and  led  to  urographic 
examination  in  many  cases  of  hypertension 
in  which  it  might  otherwise  not  have  been 
made  except  for  the  presence  of  hyperten- 
sion. It  also  led  to  surgical  removal  of  dis- 
eased kidneys  of  various  types  in  many  more 
cases  of  hypertension  and  to  careful  post- 
operative observation  of  patients  in  cases  of 
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hypertension  in  which  a kidney  was  removed 
primarily  because  of  the  renal  disease,  not 
primarily  because  of  hypertension.  Among 
most  of  these  patients  no  lowering  of  the 
blood  pressure  followed  nephrectomy.  Even 
more  perplexing  was  the  fact  that  we  soon 
encountered  cases  of  advanced  unilateral 
pyelonephritis  and  hypertension  w h i c h 
seemed  similar  in  all  respects  to  the  original 
five  cases,  including  the  pathologic  findings 
in  the  removed  kidney,  in  which  hyperten- 
sion remained  entirely  unchanged  after  the 
diseased  kidney  was  removed.  As  a result 
of  our  experience  up  to  that  time  we  were 
able  to  make  the  following  remarks: 

1.  Among  hypertensive  patients  with 
renal  stones,  little  or  no  destruction  of  renal 
parenchyma,  mild  chronic  pyelonephritis, 
early  or  localized  renal  tuberculosis  or  mild 
hydronephrosis,  removal  of  the  diseased  kid- 
ney almost  never  had  any  demonstrable  ef- 
fect on  the  blood  pressure. 

2.  Among  some  hypertensive  patients 
with  advanced  unilateral  atrophic  pyeloneph- 
ritis, advanced  unilateral  hydronephrosis  or 
advanced  unilateral  renal  tuberculosis,  the 
blood  pressure  returned  to  normal,  among 
others  blood  pressure  was  lowered,  but  not  to 
normal  and  among  others  no  lowering  of 
blood  pressure  occurred  after  removal  of  the 
diseased  kidney. 

3.  Among  a large  group  of  patients  com- 
ing to  the  Mayo  Clinic  because  of  hyper- 
tension, less  than  1 percent  had  urographic 

evidence  of  advanced  unilateral  atrophic 

pyelonephritis,  advanced  unilateral  hvdro- 
nenhrosis  or  advanced  unilateral  renal  tuber- 
culosis. 

Even  if  it  is  assumed  that  severe  uni- 
lateral renal  disease  can  cause  hypertension 
it  is  not  surprising  that,  when  one  is  con- 
fronted with  a patient  with  hypertension 
and  severe  unilateral  renal  disease,  removal 
of  the  affected  kidney  does  not  always  cure 
the  hypertension.  It  is  not  always  possible 
to  determine  which  condition  developed 
first.  Hypertension  is  such  a common  dis- 

order that  one  would  expect  in  any  large 
group  of  hypertensive  patients  the  purely 
coincidental  occurrence  of  many  other  com- 
mon disorders — including  unilateral  renal 
disease.  Also  if  the  renal  disease  were  the 
cause  of  hypertension  of  long  standing  ir- 

reversible vascular  changes  might  prevent 
the  return  of  the  blood  pressure  to  normal 
.even  after  the  cause  had  been  removed. 


Recently  Braasch  and  I3 * * * * (8)  conducted  a sur- 
vey of  results  in  sixty-one  cases  of  hyper- 
tension in  which  nephrectomy  had  been  per- 
formed because  of  advanced  unilateral  renal 
disease — chronic  atrophic  pyelonephritis,  ad- 
vanced hydronephrosis  or  advanced  renal 
tuberculosis.  In  all  of  these  cases  the  neph- 
rectomy was  carried  out  as  treatment  for 
the  hypertension  and  would  not  have  been 
performed  for  the  renal  disease  alone  since 
none  of  the  patients  had  symptoms  result- 
ing from  the  diseased  kidney  itself.  In  fact 
in  most  of  the  cases  the  presence  of  the 
renal  disease  probably  would  not  have  been 
discovered  if  the  patients  had  not  had  hy- 
pertension. All  patients  had  had  the  dis- 
eased kidney  removed  at  least  two  years 
before  the  survey  was  conducted.  There 
had  been  no  hospital  mortality.  Results  at 
least  two  years  after  the  nephrectomy  were 
as  follows:  the  blood  pressure  had  returned 
to  normal  or  near  normal  limits  and  re- 
mained there  in  41  percent;  the  blood  pres- 
sure had  been  reduced  significantly,  but  not 
to  normal,  in  16  percent;  the  blood  pressure 
had  not  been  affected  in  33  percent;  10 
percent  of  the  patients  were  dead,  most  of 
them  as  a result  of  complications  of  the 
hypertension.  Follow-up  information  was 
received  concerning  twenty-six  of  these  pa- 
tients for  more  than  five  years.  In  this 
group  ten  still  had  normal  or  near  normal 
blood  pressure,  five  still  had  some  lowering 
of  blood  pressure  but  not  to  normal,  and 
in  eleven  cases  the  blood  pressure  was  es- 
sentially the  same  as  it  had  been  prior  to 
nephrectomy. 

The  results  can  be  summarized  further 
by  saying  that  in  this  series  good  or  fair 
results  were  obtained  in  57  percent  of  cases 
in  which  follow-up  study  had  been  carried 
on  for  at  least  two  years  and  in  58  per- 
cent of  those  that  had  lived  more  than  two 
years  and  had  been  followed  up  for  at  least 
five  years. 

Clinical  analysis  of  the  cases  from  the 
standpoint  of  the  hypertension  failed  to  re- 
veal any  new  information  which  was  of  value 
in  preoperative  prediction  of  the  effect  of 
nephrectomy  on  the  subsequent  course  of 
the  hypertension.  For  example,  good  and 
poor  results  were  noted  in  cases  in  which 
retinal  findings  of  all  four  types  in  the 
Keith-Wagener  classification  had  been  ob- 
served. In  general,  better  results  were  noted 
among  patients  whose  hypertension  was 
known  to  be  of  less  than  two  years’  dur- 
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ation  but  the  duration  of  the  hypertension 
was  not  known  in  all  cases. 

The  results  were  essentially  the  same  in 
each  of  the  three  different  types  of  renal 
disease — chronic  atrophic  pyelonephritis,  ad- 
vanced hydronephrosis  and  advanced  renal 
tuberculosis.  No  specific  urologic  or  patho- 
logic observations  which  would  indicate 
whether  good  or  poor  results  would  follow 
nephrectomy  were  noted  in  the  affected  kid- 
neys. In  all  cases  the  affected  kidney  was 
nonfunctioning  or  poorly  functioning. 

At  the  present  time  the  clinician  who 
deals  with  hypertension  is  still  faced  with 
some  questions  of  procedure  since  there  ap- 
pears to  be  no  clinical  difference  in  the 
manifestations  of  the  hypertension  caused 
by  unilateral  renal  disease  and  the  hyper- 
tension not  caused  by  unilateral  renal  dis- 
ease. Given  a patient  whose  presenting 
problem  is  hypertension,  the  chance  of  find- 
ing an  advanced  unilateral  renal  lesion  by 
means  of  urography  is  less  than  1 percent; 
hence  a large  number  of  useless  urograms 
must  be  made  among  hypertensive  patients 
to  segregate  the  relatively  small  number 
who  also  have  advanced  unilateral  renal  dis- 
ease. Of  this  small  number  only  57  per- 
cent can  be  expected  to  benefit  from  neph- 
rectomy, but  among  those  the  benefit  fre- 
quently is  prolonged  and  spectacular  in  com- 
parison with  the  results  of  treatment  of  hy- 
pertension by  other  methods. 

At  the  present  it  seems  justifiable  to  make 
urographic  examination  in  all  cases  in  which 
the  presenting  problem  is  hypertension  and 
the  patient  is  less  than  fifty  years  of  age 
regardless  of  whether  or  not  the  patient 
has  a history  or  urinary  findings  suggestive 
of  renal  disease  provided  he  does  not  have 
coarctation  of  the  aorta  or  azotemia  (indi- 
cating severe  bilateral  renal  disease)  and 
provided  he  has  not  had  cerebral  vascular 


accident,  coronary  accident  or  congestive 
heart  failure.  However,  it  must  be  realized 
that  the  chance  of  finding  a possible  cause 
for  the  hypertension  in  one,  kidney  is  small. 
It  also  seems  justified  that  the  hyperten- 
sive patient  with  advanced  unilateral  atro- 
phic pyelonephritis,  advanced  unilateral 
hydronephrosis  or  advanced  renal  tubercu- 
losis should  undergo  surgical  removal  of  the 
diseased  kidney  as  treatment  for  the  hy- 
pertension if  his  other  kidney  is  urograph- 
ically  and  functionally  normal,  if  he  has  not 
had  a cerebral  vascular  or  coronary  acci- 
dent and  if  he  does  not  have  congestive 
heart  failure,  although  it  must  be  realized 
that  the  chance  of  benefit  from  the  neph- 
rectomy is  only  about  57  percent. 
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CALCIUM  DEMAND  AUGMENTED  IN 
PREGNANCY  AND  LACTATION 

“The  requirements  for  calcium  and  phosphorus,” 
Ebbs*  stated,  “are  large  during  pregnancy,  partic- 
ularly during  the  latter  weeks  when  a heavy  demand 
is  produced  by  the  rapid  growth  of  the  fetus.  It 
has  been  shown  by  careful  studies  that  in  the  early 
months  of  pregn’ancy  calcium  is  being  stored  in 
amounts  which  are  in  excess  of  the  fetal  needs. 
There  is  a negative  balance  of  calcium  in  the  period 


of  lactation  ...”  Mead’s  Veal  Bone  Ash  Tablets, 
supplying  as  they  do,  calcium  derived  from  a natural 
source,  are  suggested  for  use  during  pregnancy  and 
lactation  in  order  to  help  meet  the  relatively  high 
demand  for  calcium  occurring  in  these  periods. 

For  literature  and  professional  samples  of  Mead’s 
Veal  Bone  Ash  Tablets,  write  Mead  Johnson  & Com- 
pany, Evansville  21,  Indiana. 

*Ebbs,  J.  H.:  Nutrition  in  Pregnancy,  M.  Clin. 

North  America  27:537-543  (March)  1943. 


The  Care  of  the  Newborn  Baby  of  the 
Diabetic  Mother" 

JOHN  E.  GONCE,  JR.,  M.D. 

Professor  of  Pediatrics,  University  of  Wisconsin 
Madison,  Wisconsin 


In  the  pre-Priscilla  White  days  the  in- 
capacities of  the  newborn  infant  of  the  dia- 
betic mother  were  to  a large  extent  attri- 
buted to  hypoglycemia.  Consequently,  an 
important  part  of  the  treatment  of  these 
infants  was  considered  to  be  that  of  the 
administration  of  sugar — both  by  parenteral 
injection  and  by  early  oral  feeding.  W ith 
this  in  mind  Randall  and  Rvndarson  of  the 
Mayo  Clinic  in  1936  recommended  an  in- 
jection of  5 cc.  of  10%  glucose  into  each 
buttock  at  birth  and  the  institution  of  oral 
feedings  with  either  10%  glucose  or  lectic 
acid  milk  containing  7%%  Karo  at  the  age 
of  4 hours,  giving  10  cc.  of  the  glucose 
solution  or  7 cc.  of  the  milk  mixture  every 
two  hours  for  the  first  48  hours  and  then 
going  to  1 ounce  of  the  milk  mixture  every 
three  hours. 

This  method  of  treatment  was  the  result 
of  the  observation  that  about  one-third  of 
the  autopsied  infants  of  diabetic  mothers 
show  hypertrophy  and  hyperplasia  of  the 
pancreas.  From  this  observation  it  was 
concluded  that  the  pancreas  of  the  fetus  of 
the  diabetic  mother  makes  an  effort  to  help 
meet  the  maternal  need  of  insulin,  and  af- 
ter birth  the  continued  excessive  production 
of  insulin  causes  hypoglycemia  of  such  a 
degree  as  to  produce  hypoglycemic  shock 
and  death  of  the  infant.  The  provision  of 
generous  amounts  of  glucose  to  such  babies, 
however,  failed  to  be  of  much  help  to  them 
and  had  very  little  if  any  effect  on  the  over- 
all mortality  rate  of  infants  born  of  dia- 
betic mothers.  This  is  little  to  be  wondered 
at  since  later  investigation  has  established 
the  fact  that  on  the  first  day  of  life  there 
are  no  great  differences  in  the  blood  sugar 
levels  of  these  infants  and  those  born  of 
non-diabetic  mothers.  Actually,  all  normal 
newborn  infants  have  a relative  hypogly- 
cemia, the  blood  sugar  levels  varying  on  the 
first  two  days  of  life  between  40  and  75 
mgs.  per  100  cc.  At  birth  the  level  approxi- 
mates that  of  the  mother’s.  Within  3 to 
6 hours  after  birth  a drop  in  this  level  occurs 
in  infants  of  both  normal  and  diabetic 
mothers.  In  infants  of  diabetic  mothers 
the  blood  sugar  varies  a good  deal  and  oc- 

•Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  5.  1948. 
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casionally  falls  to  as  low  as  30  mgs.  per 
100  cc.  Lower  levels  than  this  are  extreme- 
ly rare  and  signs  of  hypoglycemic  shock 
appear  only  in  those  instances  where  the 
level  falls  well  below  30.  The  administration 
of  glucose  to  the  mother  at  the  time  of 
delivery  naturally  influences  the  infant’s 
blood  sugar  and  following  cesarean  section 
which  has  been  preceded  by  glucose  admin- 
istration the  infant’s  blood  sugar  is  apt  to  be 
around  100.  It  then  falls  over  a 4 hour 
period  but  at  about  8 hours  after  birth 
undergoes  a spontaneous  rise.  Under  these 
circumstances  typical  findings  at  birth.  4 
hours,  and  8 hours  will  be  100-70-80.  This 
rise  at  8 hours  takes  place  even  though  the 
infant  is  fasted  during  this  time  and  thereby 
excludes  the  possibility  of  hyperinsulinism 
originating  in  the  infant — otherwise  the 
blood  sugar  should  continue  to  fall.  Where 
the  mother  is  not  given  glucose  immediately 
before  delivery  the  infant’s  blood  sugar 
level  may  be  exemplified  by  that  which 
existed  in  one  of  our  recent  cases — 77  at 
1 hour  and  109  at  7 hours  after  delivery. 
In  spite  of  the  variations  on  the  first  day 
of  life  stabilization  of  the  sugar  in  the  blood 
occurs  on  the  second  or  third  day.  From 
all  this  one  comes  to  the  conclusion  that 
hypoglycemic  shock  is  not  the  cause  of  death 
of  infants  born  of  diabetic  mothers. 

Regardless  of  the  real  cause  of  death  of 
these  infants  there  is  no  doubt  that  the 
mortality  rate  among  them  is  high — 30% 
to  60%  as  compared  to  3%  to  6%  of  infants 
born  to  non-diabetic  mothers.  Neither  is 
there  any  doubt  that  these  infants  present 
a high  incidence  of  physical  and  pathologic 
changes.  Eighty  percent  of  them  exceed  the 
normal  weight  for  the  period  of  gestation 
and,  indeed,  this  increased  birth  weight  has 
been  found  to  occur  in  infants  born  of 
mothers  in  the  five-year  period  antedating 
the  onset  of  clinical  diabetes.  The  physical 
changes  which  contribute  to  the  increased 
weight  are:  obesity,  edema,  and  enlarged 

size  of  various  organs,  especially  the  heart, 
liver,  and  spleen.  The  bone  age  and  gonad 
development  are  advanced.  There  is  an  ex- 
cessive amount  of  extramedullary  hemato- 
poiesis particularly  in  the  liver  and  spleen 
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such  as  occurs  in  hemolytic  anemia  due  to 
RH  incompatibility  but  differing  from 
erythroblastosis  in  that  it  is  not  associated 
with  anemia.  Likewise  jaundice  is  common 
to  all  infants  born  of  diabetic  mothers  and 
is  unassociated  with  anemia.  Of  great  sig- 
nificance is  the  fact  that  many  of  these 
infants  suffer  from  severe  degrees  of 
atelectasis.  On  top  of  these  handicaps  there 
is  an  increased  incidence  of  congenital  an- 
omaly— 1 in  6 as  compared  to  1 in  55  of 
infants  born  of  non-diabetic  mothers — in 
other  words,  a ninefold  increase  in  fre- 
quency. 

In  the  past  various  explanations  for  the 
physical,  chemical,  and  pathologic  abnor- 
malities of  these  infants  have  been  offered 
but  none  has  met  with  universal  acceptance. 
The  most  recent  explanation  is  that  pro- 
posed by  Dr.  Priscilla  White.  Her  studies 
of  the  past  12  years  offer  conclusive  labor- 
atory proof  of  the  existence  of  an  abnormal 
hormonal  balance  in  many  cases  of  obstet- 
rical diabetes  which  is  manifested  by  a re- 
duction in  the  serum  level  of  estrin,  a re- 
duction in  the  excretion  of  sodium  preg- 
nandiol glucuronodate  (metabolized  product 
of  progesterone),  and  an  increase  in  serum 
chorionic  gonadotropin.  In  her  opinion  this 
abnormal  endocrine  picture  is  not  only  re- 
sponsible for  many  of  the  complications  of 
pregnancy  in  diabetes,  such  as  toxemia,  early 
spontaneous  abortion,  premature  labor,  uter- 
ine inertia,  etc.,  but  is  also  related  to  the 
changes  in  the  fetus  as  well.  Whether  or 
not  she  is  wholly  right  in  this  belief  it  is 
not  unreasonable  to  consider  the  excessive 
amount  of  chorionic  gonadotropin  as  ac- 
countable for  the  gigantism,  the  advanced 
bone  and  gonad  development  and  the  exces- 
sive hematopoisis.  At  any  rate,  Dr.  White’s 
underlying  rationale  is  at  least  supported  by 
her  findings  that  when  the  hormonal  balance 
is  abnormal  during  pregnancy  the  fetal  sur- 
vival rate  is  only  50% ; when  it  is  abnormal 
and  corrected,  90%  ; and  when  it  is  normal, 
97%. 

This  being  the  case,  the  infant  of  the 
diabetic  mother  requires  antenatal  as  well 
as  postnatal  care.  Prenatal  care,  in  brief, 
includes  (1)  rigid  control  of  the  diabetes, 
(2)  methods  of  control  of  water  balance, 
such  as  high-protein  and  salt-poor  diet  with 
special  attention  after  the  sixth  month  of 
pregnancy  to  prohibition  of  sodium  bicar- 
bonate, other  drugs  containing  sodium,  and 
foods  high  in  sodium  content  because  of  the 
retention  of  the  fluid  in  the  tissues  by 


sodium,  and  (3)  hormonal  therapy  if  an  im- 
balance of  hormones  is  found  to  exist. 

The  character  of  the  natal  care  also  exerts 
a decided  influence  upon  'the  condition  of 
the  infant.  Dr.  Campbell  has  presented  an 
extended  consideration  of  this  aspect  of  the 
situation  and  I would  only  emphasize  the 
complete  ommission  or  minimal  use  of  sed- 
ative drugs,  the  administration  of  oxygen 
during  surgical  delivery,  and  the  administra- 
tion of  glucose  or  insulin  as  indicated. 

The  postnatal  care  may  be  summarized 
as  follows:  (1)  Drainage  of  the  infant  by 
posture  and  suction;  (2)  Dehydration 
through  restriction  of  fluid;  (3)  The  ad- 
ministration of  oxygen  as  long  as  indicated; 
(4)  Mechanical  stimulation. 

As  already  mentioned  the  infant  who  has 
physical,  chemical,  and  pathologic  disabil- 
ities due  to  the  hormonal  imbalance  associ- 
ated with  his  mother’s  diabetes  is  large, 
obese,  and  edematous.  The  chief  difficul- 
ties after  birth  are  apt  to  be  those  of 
respiratory  embarrassment  shown  by  dysp- 
nea, spells  of  apnea,  cyanosis,  and  feebleness 
of  cry.  Lethargy  is  often  pronounced.  Sel- 
dom are  there  evidences  of  shock,  muscular 
twitching,  convulsions,  or  other  evidences  of 
severe  hypoglycemia.  The  respiratory  dif- 
ficulties are  the  most  prominent  symptoms 
of  all  in  the  average  case  and  are  probably 
in  a large  part  due  to  actelectasis.  The  atel- 
ectasis in  turn  is  probably  due  to  several 
factors.  In  the  first  place,  hydramnios  of 
the  mother  appears  to  be  responsible  for 
more  fluid  than  normal  in  the  upper  and 
lower  air  passages.  Some  substantiation  for 
this  idea  is  found  in  the  fact  that  autopsy 
studies  of  these  infants  not  infrequently  re- 
veal the  presence  of  solid  elements  from  the 
amniotic  fluid  in  the  alveoli  of  the  lungs. 
Secondly,  there  is  widespread  edema  which 
affects  the  lungs  as  well  as  other  tissues. 
Thirdly,  vomiting  and  aspiration  of  swal- 
lowed amniotic  fluid  and  of  other  contents  of 
the  stomach  are  ever  present  hazards. 
Fourthly,  there  may  be  faulty  central  ner- 
vous control  of  expansion  of  the  lungs  due 
to  anoxia  resulting  from  the  existing 
changes  in  the  infant  or  from  the  excessive 
use  of  sedative  drugs  or  anesthetic  agents. 

The  first  consideration  in  treatment,  then, 
is  to  prevent  atelectasis.  This  is  accom- 
plished by  drainage  of  the  infant  posturally 
and  by  suction  immediately  after  birth. 
Then  a lavage  tube  is  passed  and  the  gastric 
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contents  aspirated.  Following  these  pro- 
cedures the  infant  is  given  oxygen,  stim- 
ulated to  cry,  and  placed  in  an  oxygen  incu- 
bator, the  infant  being  kept  on  an  incline 
with  the  head  dependent.  The  oxygen  is 
continued  as  long  as  indicated  and  for  not 
less  than  24  hours  in  any  case.  The  incu- 
bator temperature  is  kept  at  whatever 
temperature  is  necessary  to  keep  the  baby’s 
temperature  around  98°.  During  the  first 
12  hours  suction  of  the  pharynx  is  per- 
formed as  often  as  necessary  and  at  not  less 
than  2 hour  intervals  and  if  Dr.  White’s 
recommendations  are  followed  the  stomach 
is  aspirated  four  times.  The  infant’s  posi- 
tion in  the  incubator  is  changed  every  two 
hours  and  at  the  same  time  made  to  cry 
a little  by  snapping  the  feet.  Thereafter 
these  concentrated  attentions  are  either  dis- 
continued or  carried  out  at  less  frequent 
intervals  depending  upon  the  situation. 
Contrary  to  the  practice  of  former  years 
fluid  and  food  are  withheld  until  the  edema 
disappears.  From  one  to  three  days  will 
elapse  before  feedings  are  started.  At  no 


time  is  subcutaneous  injection  of  fluid  given, 
The  only  exception  to  this  withholding  of 
fluids  is  the  rare  case  in  which  the  blood 
sugar  falls  to  30  mgs.  percent  or  less.  In 
such  instances  it  is  safer  to  give  the  sugar 
by  the  subcutaneous  route  as  a 10%  solu- 
tion rather  than  to  run  the  risk  of  vomit- 
ing and  aspiration  of  sugar  solution  given 
by  the  mouth.  Because  of  the  remote  pos- 
sibility of  real  hypoglycemia,  blood  sugar 
determination  should  be  made  at  birth,  at 
4 hours,  at  8 hours,  perhaps  at  12  hours, 
and  certainly  at  24  hours.  A failure  of  the 
blood  sugar  to  rise  at  8 hours  will  require 
another  determination  four  hours  later  and 
a steadily  falling  curve  would,  of  course, 
be  reason  for  increased  alertness  toward  the 
possibility  of  a hypoglycemia  of  pathological 
degree.  In  the  presence  of  only  a relative 
hypoglycemia  such  as  normally  is  the  case 
in  infants  born  of  both  diabetic  and  non- 
diabetic mothers  the  chief  efforts  in  the 
care  of  the  infant  of  the  diabetic  mother 
are  directed  toward  dehydration  and  the  pre- 
vention of  atelectasis. 
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MASS  X-RAY  SURVEY  TO  DETECT 
STOMACH  CANCER  IMPRACTICAL 

Mass  x-ray  surveys  of  persons  under  40  to  detect 
cancer  of  the  stomach  in  its  early  stages  are 
“impossible  and  impractical,”  two  radiologists  state 
in  the  November  issue  of  The  American  Journal  of 
Roentgenology  and  Radium  Therapy. 

Drs.  B.  R.  Kirklin  and  John  R.  Hodgson,  of  the 
Department  of  Roentgenology  of  the  Mayo  Clinic, 
Rochester,  Minn.,  estimate  that  about  95  per  cent 
of  all  cancers  of  the  stomach  occur  in  persons  more 
than  40  years  of  age. 

“Obviously,”  they  wrote,  “persons  over  40  are  the 
ones  that  must  be  examined  in  any  proposed  mass 
x-ray  survey.  This  group  comprises  about  30  per 
cent  of  our  population  of  42,000,000  people.  It 
would  take  1,917.6  roentgenologists  examining  a 
stomach  every  two  minutes  for  eight  hours  steadily 
every  day  of  the  year,  including  Sundays  and  holi- 
days, year  after  year,  continuously,  to  make  a satis- 
factory survey  of  this  group  of  people  every  three 
months.” 

In  one  phase  of  their  study,  the  authors  reviewed 
192  cases  of  cancer  of  the  stomach  and  found  that 
75  per  cent  had  had  symptoms  for  one  year  or  less. 
In  explaining  how  easily  cancer  of  the  stomach  can 
develop  within  three  months  time,  they  state. 

“Although  carcinoma  of  the  stomach  usually  has 
begun  its  growth  before  the  onset  of  symptoms, 
there  is  a correlation  between  the  appearance  of  the 
tumor  and  the  onset  of  symptoms.  Therefore,  since 
such  a high  percentage  of  patients  have  symptoms 
less  than  three  months  it  is  reasonable  to  assume 
if  surveys  are  to  be  made,  they  must  be  made  at 
least  every  three  months.  Three  months  is  not 
a very  long  time  in  the  life  of  a patient,  but  it  is 


a long  time  for  the  patient  if  a malignant  lesion 
is  developing.  In  occasional  cases  in  which  we  have 
examined  the  stomach  without  finding  a lesion,  two 
or  three  months  later  we  have  found  that  car- 
cinoma had  developed.” 

Well-known  authorities  are  listed  who  failed  to 
recognize  the  disease  in  themselves  until  it  was 
too  late. 

“Surely,”  the  article  said,  “if  we  are  going  to  at- 
tempt to  find  these  lesions  early,  the  routine  survey 
study  on  older  persons  must  be  done  every  three 
months.  If  examinations  are  done  less  often  than 
every  three  months,  the  purpose  for  which  the  ex- 
amination is  being  done  will  be  defeated.” 

Drs.  Kirklin  and  Hodgson  explained  that  cancer 
of  the  stomach  remains  one  of  the  greatest  prob- 
lems of  medicine.  It  is  estimated  that  approxi- 
mately 40,000  persons  will  die  of  stomach  cancer  in 
the  United  States  this  year. 

Continuing,  the  article  said  in  part: 

“As  long  as  the  cause  of  cancer  is  unknown,  we 
must  continue  to  investigate  thoroughly,  without 
prejudice,  all  avenues  of  approach  to  the  problem 
of  getting  the  patient  with  carcinoma  of  the  stom- 
ach into  the  hands  of  the  surgeon  as  early  as  pos- 
sible. At  present  the  percentage  of  five  year 
cures  of  carcinoma  of  the  stomach  is  pitifully  small 
compared  to  the  incidence  of  the  disease. 

“We  believe  that  one  of  the  most  important  parts 
of  the  campaign  against  cancer  is  the  continued 
education  of  the  public  to  an  awareness  of  cancer. 
We  believe  that  this  should  be  augmented  and  that 
this  alone  will  bring  many  patients  to  the  physi- 
cian in  time.  In  any  event  the  public  must  be  edu- 
cated before  any  attempt  to  survey  is  tried.  They 
should  especially  know  why  they  have  to  be  exam- 
ined every  three  months.” 
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A cardiologic  diagnosis  is  established  by 
evidence  gathered  from  several  sources. 
These  are:  (1)  History.  (2,  Physical  ex- 

amination. (3)  Roentgenology.  (4)  Elec- 
trocardiography. 

The  first  two  sources  usually  furnish  suf- 
ficient evidence  to  make  an  adequate  diag- 
nosis. The  third  method  is  very  helpful 
in  preserving  graphic  records,  and  in  furn- 
ishing evidence  when  the  physical  exam- 
ination is  handicapped,  as  in  emphysema,  in 
abnormal  chest  dimensions  and  in  obesity. 
The  value  of  the  above  methods  cannot  be 
overemphasized  but  will  not  be  discussed 
further  in  this  paper. 

Electrocardiography,  the  most  recently  de- 
veloped method  of  heart  examination,  is  con- 
siderable younger  than  roentgenology,  and 
a mere  infant  compared  with  the  history 
and  the  physical  examination.  However,  its 
contributions  have  been  fundamental  and  of 
very  great  importance.  In  fact,  too  fre- 
quently, by  the  laity  and  even  physicians, 
it  is  regarded  as  an  all  inclusive  mechan- 
ical approach,  which  supplants  all  other 
methods.  The  all  too  often  heard  expres- 
sion, by  both  patients  and  physicians  “I 
want  an  electrocardiogram  to  see  if  there  is 
anything  wrong  with  the  heart”  expresses 
the  omnipotence  attributed  to  electrocardio- 
graphy. 

An  attempt  will  be  made  to  point  out  the 
uses  of  electrocardiography  and  also  to  point 
out  its  limitations,  its  misuses  and  its  pit- 
falls. 

Various  types  of  cardiac  arrhythmias  are 
definitely  identified  by  the  electrocardio- 
gram. Auricular  flutter  and  auricular  and 
ventricular  tachycardia  are  differentiated 
with  difficulty  without  an  electrocardio- 
gram ; likewise,  auricular  fibrillation  from 
various  types  of  frequently  recurring  extra- 
systoles; also  from  various  types  of  heart 
block.  Furthermore,  a familiarity  with  elec- 
trocardiography will  enable  the  clinician  to 
identify  the  arrhythmias  at  the  bedside 
without  having  a tracing  made.  The  aid 
given  by  electrocardiography,  in  identifying 

♦Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  5,  1948.  , 


irregular  heart  action,  is  pre-eminent  and  is 
valuable  in  acute  diagnosis  and  management 
of  the  arrhythmias. 

However  important  this  may  be,  the  in- 
formation furnished  by  the  electrocardio- 
gram, regarding  the  status  of  the  myocar- 
dium and  its  circulation,  has  far  surpassed 
its  value  in  any  other  phase  of  cardiology. 
The  electrical  impulse,  activating  the  heart 
muscle,  is  transmitted  through  it  in  a char- 
acteristic way.  These  changes  of  potential 
cause  the  galvonometer  string  to  deviate 
in  certain  ways.  A record  of  these  devia- 
tions forms  the  normal  electrocardiogram. 
The  myocardium  with  a defective  circula- 
tion causes  a deficiency  of  oxygen  (tempo- 
rary or  permanent)  or  anoxemia.  But 
whether  due  to  a temporary  inadequate  ^cir- 
culation or  to  a permanently  obstructed  cir- 
culation, resulting  in  infarction  or  fibrosis, 
the  electrocardiographic  patterns  depend  on 
the  changes  of  potential  in  the  transmission 
of  the  electrical  impulse  through  this  modi- 
fied or  destroyed  myocardium.  Recent 
EKG  research  has  been  largely  devoted  to 
this  field.  In  the  more  definitely  estab- 
lished cases  of  heart  disease  with  gross 
cardiac  enlargement  the  electrocardiographis 
evidence  is  not  necessary,  but  may  be  of 
interest.  In  doubtful  cases  this  may  be 
helpful. 

The  electrocardiogram  may  furnish  val- 
uable information  regarding  the  myocardium 
in  acute  infectious  diseases,  particularly 
acute  rheumatic  fever  and  diphtheria  and 
in  chronic  myocardial  changes  incident  to 
hypertension.  Certain  valve  lesions  have  a 
fairly  characteristic  pattern  of  the  EKG. 
Also  some  aid  is  given  in  the  effective  use 
of  digitalis  and  quinindine. 

At  the  present  it  can  be  stated  that  a 
cardiologic  diagnosis  is  not  complete  without 
an  electrocardiogram,  but  80%  of  all  cardiac 
cases  can  be  diagnosed  and  treated  effec- 
tively without  it. 

This  paper  is  intended  for  the  genera! 
practitioner  who,  at  present,  may  have  or 
contemplate  having  an  electrocardiograph,  or 
' be  wondering  what  to  do  about  it,  if  he  does 
' not  have  su'ch  an  "apparatus.  The  assump- 
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tion  is  that  this  practitioner  is  sufficiently 
remote  from  centers,  where  such  service  is 
easily  available,  so  that  this  cannot  be 
brought  to  the  acutely  ill  patient  or  the 
acutely  ill  patient  may  not  be  transported 
to  such  a center.  If  the  practitioner  de- 
cides to  install  an  electrocardiograph,  two 
procedures  may  be  followed:  The  first,  and 
by  far  the  best  method,  consists  of  the 
practitioner  training  himself  in  electrocar- 
diographic reading  and  attending  courses 
on  the  subject.  A practical  fairly  adequate 
knowledge  can  be  acquired  by  anyone  willing 
to  devote  some  effort  to  perfect  himself. 
This  individual  may  not  be  an  expert,  but 
a good  working  knowledge  can  be  achieved, 
which  generally  improves  with  experience. 
The  second  method  consists  of  sending  EKG 
tracings  to  some  distant  specialist  for  in- 
terpretation. All  too  frequently  these  in- 
terpretations are  evaluated  by  the  “privi- 
leges” this  expert  takes  in  reading  clinical 
diagnosis  into  a purely  graphic  record.  These 
interpretations  from  the  record  alone  (even 
if  accompanied  by  abstracts  of  history) 
should  never  go  beyond  the  findings  of  the 
graph.  This  use  of  the  EKG  has  led  to 
many  serious  errors,  principally  in  over- 
diagnosing heart  disease,  and  produced  a 
sizable  group  of  cardiac  neurotics.  It  may 
lead  to  a neglect  of  taking  a careful  history 
and  making  a careful  examination,  thereby 
actually  being  a source  of  harm. 

The  second  method,  however,  is  justi- 
fied in  many  cases  but  it  must  be  empha- 
sized that  the  electrocardiographist  must 
not  expand  beyond  the  finding  of  the  graph 
and  the  clinician  must  clearly  evaluate  his 
findings  and  not  be  “bowled  over”  by  a lab- 
oratory report. 

In  either  instance  the  technique  of  tak- 
ing EKG’s  must  be  done  with  meticulous 
care.  The  elimination  of  outside  interfer- 
ence, muscle  tremor  by  relaxing  the  patient, 
proper  contact  of  electrodes,  use  of  good 
electrode  jelly  and  sufficient  time  for  the 
string  to  settle  to  avoid  wandering,  are 
details,  but  extremely  important. 

When  to  take  an  electrocardiogram  is  a 
question  frequently  not  easy  to  answer.  If 
the  apparatus  is  part  of  one’s  office  equip- 
ment frequent  use  is  justified.  This  gives 
experience  in  training  personel  and  reading 
the  graphs.  Obviously,  charges  might,  at 
times,  be  foregone.  In'  e'ardiac  neurosis, 


frequently  engendered  by  the  sudden  death 
of  a friend,  it  is  not  needed  but  justified  as 
a therapeutic  measure. 

There  are  however  instances  in  which  the 
symptoms  suggest  that  the  heart  may  be 
at  fault,  but  the  physical  examination  may 
be  negative  or  doubtful.  In  these  cases 
evidence  from  all  available  sources  may  be 
needed  to  attempt  to  incriminate  or  exhon- 
erate  the  heart. 

As  stated  by  Wilson:  “As  a general  prin- 
ciple one  would  hesitate  to  ascribe  such 
symptoms  as  breathlessness,  palpitation, 
rapid  heart  action,  fatigue,  chest  pain  not 
typical  of  angina  to  heart  disease  unless  the 
heart  is  abnormal.  Failure  to  bear  this  in 
mind,  is  likely  to  result  in  diagnosis  of  heart 
disease  when  the  real  trouble  is  anemia,  a 
pulmonary  lesion  or  psychoneurosis.  In 
such  cases  a distinctly  abnormal  EKG  great- 
ly increases  the  probability  that  no  mistakes 
will  be  made  in  attributing  the  symptoms 
to  myocardial  damage.” 

In  routine  physical  examinations  an  EKG 
in  all  individuals  past  40  or  50  years  of  age 
is  good  practice.  Generally  the  liberal  use 
of  the  EKG  by  physicians,  and  to  meet  the 
demands  of  patients  is  to  be  encouraged 
and  justified,  but  in  so  doing  the  general 
practitioner  must  accept  an  additional  duty. 
This  consists  in  equiping  himself  for  proper 
usage  of  the  EKG  and  not  neglecting  other 
usually  more  important  parts  of  a cardiac 
survey. 

Another  phase  of  electrocardiography, 
which  needs  to  be  stressed,  is  that  the  EKG 
furnishes  very  little  information  regarding 
the  functional  capacity  of  the  heart.  In 
other  words  an  individual  may  die  of  heart 
disease  with  a fairly  normal  EKG  or  an 
individual  may  have  a fair  heart  capacity 
with  a very  abnormal  graph. 

In  summary  it  may  be  stated  that  elec- 
trocardiography gives  much  aid  in  cardio- 
logic diagnosis  but  does  not  supplant  other 
methods  of  heart  examination.  It  must  be 
used  intelligently  to  avoid  its  potentialities 
of  harm. 
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Primary  dysmenorrhea  is  characterized  by 
pelvic  pain  of  various  degrees  unassociated 
with  any  demonstrable  pelvic  pathology. 
This  periodic  pain  is  frequently  accompanied 
by  nausea  and  vomiting  as  well  as  severe 
headache  and  usually  backache.  Although 
this  symptom  complex  is  not  a true  disease 
entity,  the  disability  frequently  results  in 
economic  loss  and  during  the  adolescent 
years  the  young  girl  may  lose  a great  deal 
of  time  from  school  because  of  the  inability 
to  pursue  her  studies  during  her  menses. 
Later  in  life,  during  the  time  that  she  is 
gainfully  employed,  she  either  looses  time 
from  her  employment,  due  to  pain  or  be- 
comes a semi-invalid  while  working,  thereby 
reducing  her  efficiency.  If  she  marries,  her 
happiness  may  be  impaired  by  disability  dur- 
ing the  menstrual  period. 

Many  theories  have  been  advanced  con- 
cerning the  cause  of  primary  dysmenorrhea 
but  most  of  them  lack  confirmation.  How- 
ever, Haman(1)  in  his  clinical  evaluation  of 
the  dysmenorrheic  patient,  has  found  that 
they  generally  have  a low  pain  threshold  and 
that  most  of  them  are  of  the  sensitive,  high 
strung  and  over-reacting  type  of  individual. 
Woodbury(2)  et  al  following  electroutero- 
graphic  experimentation  suggests  that  uter- 
ine contractions  remain  as  organized  con- 
tractions and  develop  high  pressure  or  be- 
come disorganized  and  develop  various  forms 
of  uterine  tetany. 

With  a better  understanding  of  psychoso- 
matic medicine  numerous  suggestions  as 
to  psychotherapy  have  been  advanced  for  the 
patient  whose  threshold  for  pain  is  low.  A 
great  deal  can  be  accomplished  by  sugges- 
tion but  most  women  require  some  medicinal 
aid  in  addition  to  psychotherapy.  Haman(3> 
points  out  that  in  a composite  of  16  reports 
on  the  subject  of  dysmenorrhea  it  was  shown 
that  45.5  percent  of  women  in  the  child 
bearing  age  suffer  dysmenorrhea  to  some 
degree,  and  that  16.6  percent  are  seriously 
handicapped  during  their  menstrual  period. 
He  further  points  out  that  according  to  the 
United  States  census  in  1940  there  were  32,- 
000,000  females  between  the  ages  of  15  to 
50  years  of  age.  He  estimates  that  if  16.6 


percent  of  them  had  severe  dysmenorrhea 
there  must  be  5,300,000  of  the  women  af- 
fected with  dysmenorrhea  in  this  country 
per  year.  A large  percentage  of  these  wo- 
men have  tried  with  varying  degrees  of 
success,  drugs  that  are  antispasmodic  upon 
smooth  muscle.  No  one  single  drug  of  com- 
bination of  antispasmodic  drugs  with  anal- 
gesics have  sufficiently  eliminated  pain  to 
be  used  routinely  for  all  patients  with  pri- 
mary dysmenorrhea. 


In  view  of  the  well  known  effect  of 
aminophylline  on  smooth  muscle  of  other 
organs  it  was  decided  to  study  the  experi- 
mental action  of  this  drug  upon  the  uterus. 
It  is  rather  surprising  in  searching  the  Jit- 
erature  to  find  only  one  paper(4>  in  which 
any  mention  has  been  made  of  aminophyl- 
line’s  inhibitory  effect  upon  the  uterus. 
Henderson(5)  had  previously  investigated 
the  use  of  aminophylline  in  dysmenorrhea. 
McIntyre,  Slatensek  and  Anderson(6>  used 
aminophylline  experimentally  on  the  excised 
guinea  pig’s  uterus.  They  found  that 
aminophylline  will  inhibit  or  abolish  uterine 
contractions  produced  by  either  acetylcholine 
or  pitocin  in  both  the  non-eserinized  and  the 
eserinized  quinea  pig  uterus.  These  find- 
ings indicate  clearly  that  the  use  of  amino- 
phylline in  the  treatment  of  dysmenorrhea 
has  a sound  theoretical  basis.  It  had  prev- 
iously been  pointed  out  by  Thompson  and 
Warren (7)  that  aminophylline  was  free  from 
toxic  reaction.  This  has  been  substantiated 
by  McIntyre  et  al  in  guinea  pigs;  they  tol- 
erated huge  doses  of  aminophylline  over  a 
considerable  length  of  time  with  no  visible 
toxic  reactions.  These  experimental  find- 
ings appear  to  indicate  that  aminophylline 
should  be  a valuable  drug  in  the  treatment 
of  dysmenorrhea.  With  these  facts  at  hand 
it  was  decided  to  use  aminophylline  clinically 
for  the  relief  of  pain  in  the  primary  dys- 
menorrheic patient. 


SELECTION  OF  CASES 
The  cases  selected  for  study  in  this  series 
were  obtained  from  the  gynecological  clien- 
tele of  one  of  us  (HEA)  as  well  as  from 
nurses  in  two  hospitals  of  this  city, 
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of  the  patients  studied  were  ambulatory 
and  generally  in  good  physical  health.  Their 
ages  ranged  from  17  to  30.  Their  main 
complaint  being  dysmenorrhea  of  enough 
severity  for  them  to  ask  for  relief  from  their 
discomfort  in  order  to  carry  on  their  var- 
ious duties.  The  total  number  of  cases 
studied  was  100.  Fifty  of  these  were  nurses 
selected  for  clinical  trial  and  a like  number 
of  patients  from  our  private  practice.  The 
nurses  had  all  been  examined  physically  but 
no  pelvic  examination  had  been  done.  On 
the  other  hand  the  private  patients  had  all 
been  previously  examined  physically  as  well 
as  pelvically  and  no  organic  pelvic  pathology 
could  be  found  in  this  group.  All  of  these 
cases  had  taken  various  kinds  of  remedies 
to  allay  their  pain  during  their  menstrual 
period.  The  result  had  generally  been  poor. 
No  cognizance  in  this  series  was  taken  as 
to  whether  or  not  the  patient  had  ever 
previously  been  pregnant. 

The  tablets  used  in  this  series  were  labeled 
Kalms  Tablets;*  they  contain  a combination 
of  aminophylline  gr.  i/o ; caffeine  gr.  1/2 ; 
acetophenetidin  aspirin  gr.  2 ; sodium  iron 
pyrophosphate  gr.  I1/?.  The  patient  was  ad- 
vised to  take  two  tablets  every  two  hours 
with  a maximum  of  five  tablets  per  day. 


RESULTS 

As  shown  in  the  accompanying  table,  the 
results  are  listed  under  three  headings,  sat- 
isfactory relief ; that  is,  where  the  pain  was 
almost  completely  obliterated,  70  percent; 
partial  relief,  where  the  patient  stated  that 
she  felt  she  was  relieved  somewhat  of  her 
pain,  16  percent;  no  relief,  wherein  the  pa- 
tient state  that  she  received  no  relief  from 
the  pain,  14  percent.  This  shows  a total  of 
86  percent  of  patients  studied  that  received 
some  relief  from  the  administration  of  this 
combination  of  drugs. 


TABLE  1 

RESULTS  (KALMS  TABLETS) 

Type  of  Relief  Percentage  of  Relief 

Satisfactory  70% 

Partial  16% 

No  Relief  14% 


A second  series  of  patients  was  given  a 
placebo  tablet  containing  sodium  bicarbonate 
gr.  5,  and  of  approximately  the  same  size 
and  shape  as  the  Kalms  Tablets.  The  pa- 
tients were  given  these  tablets  in  an  effort 
to  evaluate  whether  or  not  a psychic  ele- 


*Kalms  Tablets  were  generously  supplied  for  this  clinical 
trial  by  Johnson  and  Johnson  Company,  New  Brunswick, 
New  Jersey. 


ment  entered  into  the  results  obtained.  Most 
of  these  patients  reported  that  they  did  not 
feel  that  their  results  were  as  good  in  this 
series  as  they  were  during  the  first  series 
in  which  they  were  given  the  composite  tab- 
let. Another  series  of  trials  were  run  in 
which  aminophylline  alone  in  doses  of  gr.  1 4/> 
were  administered  every  two  or  three  hours. 
No  medication  was  given  other  than  amino- 
phylline. 60  percent  of  the  cases  who  re- 
ceived satisfactory  results  reported  that 
their  results  by  the  use  of  aminophylline 
alone  were  good  but  felt  that  possibly  they 
had  received  more  benefit  from  the  combin- 
ation of  drugs  rather  than  using  plain  amin- 
ophylline. 

AMOUNT  OF  DRUG  REQUIRED  FOR 

ANALGESIA 

Of  the  group  that  received  no  relief  4 per- 
cent took  only  one  tablet  and  decided  that 
the  medication  was  just  another  drug  which 
had  nothing  to  offer.  2 percent  took  2 tab- 
lets; 2 percent  took  three  tablets;  2 percent 
took  four  tablets ; 5 percent  took  five  tablets 
every  two  hours.  It  was  noted  that  the 
greatest  relief  was  obtained  after  the  ad- 
ministration of  two  Kalms  Tablets.  There 
were  very  few  side  reactions  noted  from  the 
use  of  these  tablets.  3 percent  mentioned 
that  they  had  a slight  sensation  of  dizziness 
after  taking  the  tablet,  and  only  1 percent 
complained  of  nausea  and  vomiting. 

DISCUSSION 

Inasmuch  as  dysmenorrhea  is  prevalent 
during  the  childbearing  age  there  naturally 
must  be  a large  number  of  women  affected 
by  this  complaint.  This  being  true,  of 
course,  various  kinds  and  types  of  remedies, 
such  as  drugs,  exercises  and  suggestion  have 
been  tried  for  the  relief  of  pain.  The  large 
number  of  therapeutic  agents  and  procedures 
in  common  use  for  dysmenorrhea  indicates 
that  no  one  specific  remedy  has  given  uni- 
versal relief.  Thus  a blanket  treatment  can- 
not be  prescribed  for  a condition  which  must 
be  treated  more  or  less  individually.  In 
the  field  of  drugs,  the  antispasmodics,  of 
course,  have  been  those  that  have  been  used 
most  successfully.  Heretofore,  aminophyl- 
line has  not  been  mentioned  in  the  treatment 
of  dysmenorrhea,  either  used  individually 
or  in  a combination  of  other  drugs.  Inas- 
much as  our  experimental  results  on  the 
guinea  pig’s  uterus  were  so  successful  when 
aminophylline  was  used,  we  felt  reasonably 
sure  that  it  might  be  of  some  value  when 
used  orally  for  the  control  of  uterine  pain. 
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Further,  aminophylline  had  been  given  to 
laboratory  animals  over  long  periods  of  time 
and  huge  doses  proved  to  be  safe  even  if 
used  over  an  extended  period.  Clinical  trial 
indicated  that  improved  analagiesic  results 
were  obtained  when  Kalms  Tablets  were  ad- 
ministered rather  than  when  aminophylline 
was  prescribed  alone. 

SUMMARY 

The  combination  of  aminophylline,  acetyl- 
salicylic  acid,  acteophenetidin,  caffeine  with 
iron  is  an  efficacious  combination  of  drugs 
and  can  be  administered  with  safety  to  pa- 
tients in  the  treatment  of  primary  dysmen- 
orrhea. 
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48,000  NARCOTIC  ADDICTS  IN  UNITED  STATES 

The  number  of  narcotic  addicts  in  the  nation  has 
dropped  from  between  150,000  and  200,000  persons 
in  1914  to  an  estimated  48,000  persons  in  1948,  ac- 
cording to  three  physicians  from  the  United  States 
Public  Health  Service  Hospital,  Lexington,  Ky. 

Writing  in  the  December  4th  issue  of  The  Jour- 
nal of  the  American  Medical  Association,  Victor 
H.  Vogel,  M.D.,  Harris  Isbell,  M.D.,  and  Kenneth 
W.  Chapman,  M.D.,  say  that  while  in  1914  most  of 
the  addicts  were  women,  the  majority  are  now  men. 

The  reduction  in  addiction  has  been  largely  due 
to  the  vigorous  enforcement  of  the  Harrison  Nar- 
cotic Act  and  to  federal  facilities  for  the  treatment 
of  addicts,  they  point  out,  adding: 

“Compared  with  the  problems  arising  from  the 
abuse  of  drugs,  such  as  the  barbiturates  and  alco- 
hol, narcotic  addiction  is  not  a great  public  health 
hazard.” 

Drug  addiction  should  be  regarded  as  a symptom 
of  a basic  underlying  personality  maladjustment, 
the  physicians  say.  They  describe  five  general 
groups  into  which  such  amaladjusted  persons  fall. 

“The  first  group  is  made  up  of  normal  persons 
accidentally  addicted.  It  consists  of  patients  who 
have  received  drugs  over  an  extended  period  and, 
following  relief  of  their  ailments,  have  continued 
the  use  of  drugs. 

“The  second  group  consists  of  persons  with  all 
kinds  of  psychoneurotic  disorders  who  take  drugs 
to  relieve  whatever  symptoms  they  may  have. 

“The  third  and  largest  group  consists  of  psycho- 
pathic persons,  who  ordinarily  become  addicted 
through  association  with  persons  already  addicted. 

“The  fourth  and  smallest  group  is  characterized 
by  drug  addiction  with  psychosis.  The  persons  in 
this  group,  many  of  whom  have  borderline  mental 
illness  and  sometimes  frank  mental  illness,  are 
seemingly  able  to  make  a better  adjustment  while 
taking  drugs. 

“There  is  a milder  behavior  or  character  disorder 
group,  which  has  characteristics  of  both  the  psycho- 
neurotic and  psychopathic  groups.” 

Drug  addiction  can  be  prevented  by  an  effective 
mental  health  program  and  by  separating  addiction- 
prone  persons  and  ex-addicts  from  narcotic  drags, 
the  physicians  indicate. 


“The  first  line  of  effort  is  the  long  range  pro- 
gram envisaged  under  the  National  Mental  Health 
Act.  The  basic  problem  in  preventing  drug  ad- 
diction is,  of  course,  the  development  of  a people  so 
emotionally  sound  and  well  integrated  that  they 
will  have  no  need  for  chemical  aids  to  adaptive  be- 
havior. The  high  incidence  of  emotional  instability 
in  our  times  indicates  that  we  have  a long  way  to 
go  in  helping  persons  to  adjust  to  life  in  our  in- 
creasingly complex  society. 

“Proper  personality  integrations  can  be  achieved 
only  through  well  adjusted  parents,  normal  environ- 
ment, and  proper  schooling  in  social  behavior. 

“The  Harrison  Narcotic  Act,  with  its  legal  pro- 
hibitions and  penalties,  its  vigilance  in  preventing 
the  introduction  of  contraband  narcotics  into  the 
market,  and  its  careful  control  over  use  of  nar- 
cotics, has  had  a progressive  influence  on  the  re- 
duction and  prevention  of  narcotic  addiction.  In 
addition,  the  Geneva  Convention  of  the  League  of 
Nations  has  operated  to  reduce  worldwide  produc- 
tion and  refining  of  opium. 

“Suggestions  are  made  from  time  to  time  that 
clinics  should  be  established  where  known  addicts 
would  be  given  drags  free,  or  sold  drugs  at  mini- 
mum cost,  for  the  continued  support  of  their  addic- 
tion. The  proponents  of  this  plan  believe  that  ad- 
diction is  incurable  or  that  treatment  is  inhumane 
and  that  if  addicts  are  given  the  minimum  amount 
of  drugs  necessary  to  maintain  their  addiction  law- 
lessness attendant  on  contraband  traffic  would  be 
eliminated. 

“This  reasoning  is  unrealistic,  as  has  been  shown 
by  several  attempts  in  this  country  and  abroad 
that  have  failed.  Addicts  on  such  ‘rations’  connive 
to  get  more  than  their  allotted  amount  of  drugs. 
They  may  sell,  or  give  away,  part  of  the  extra 
supply  to  persons  who  are  not  addicted. 

“This  creates  new  addicts  who  are  potential  cus- 
tomers for  the  contraband  market  and  thus  in- 
creases the  problem  which  the  ration  plan  is  sup- 
posed to  abolish.  Furthermore,  many  addicts  can 
be  treated  and  learn  to  live  a useful,  effective  life 
instead  of  one  of  personal  neglect,  indolence,  and 
semi-somnolence  which  is  so  typical  of  the  addict. 

“Addiction  is  ‘infectious,’  and  treatment,  rather 
than  support  of  addiction,  is  necessary  to  minimize 
its  spread.” 
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That  amebic  dysentery  is  a condition  not 
necessarily  confined  to  the  tropics  has  been 
known  ever  since  the  disease  was  recognized 
as  a clinical  entity.  Nevertheless,  it  was 
generally  considered  to  be  a condition  which, 
for  practical  purposes  was  limited  to  tropical 
or  subtropical  climates.  In  1933  and  1934 
the  dramatic  epidemics  originating  in  Chi- 
cago demonstrated  with  tragic  effectiveness 
that  under  certain  conditions  the  disease 
could  reach  epidemic  proportions,  not  only 
in  a temperate  climate  but  even  in  a large 
metropolitan  center.  In  the  recent  war,  large 
numbers  of  service  personnel  were  stationed 
in  areas  which  are  recognized  as  regions  in 
w'hich  amebic  dysentery  is  endemic.  As 
could  be  expected,  more  than  a few  of  the 
people  stationed  in  such  areas  developed  clin- 
ical amebic  dysentery (8>.  It  can  be  confi- 
dently stated  that  many  more  returned  home 
with  asymptomatic  amebiasis.  The  extent 
of  this  problem  has  been  the  subject  of  much 
conjecture  recently  and  its  ultimate  solution 
will  rest  in  a long  time  appraisal  and  analysis 
of  the  disease  in  the  veteran  group(6).  In 
this  paper  we  have  attempted  to  present  a 
survey  of  cases  of  amebiasis  and  amebic  dy- 
sentery occuring  among  patients  in  a Vet- 
erans Hospital.  We  also  will  attempt  to  em- 
phasize the  importance  to  the  surgeon  of 
early  and  accurate  diagnosis  of  amebiasis. 

CLINICAL  MANIFESTATIONS 

The  clinical  manifestations  of  amebiasis 
are  extremely  varied.  They  change  from  pa- 
tient to  patient  and  vary  even  in  the  same  pa- 
tient, changing  with  the  progress  of  the  dis- 
ease. The  clinical  picture  may  be  that  of  a 
completely  asymptomatic  state  or  it  may  de- 
velop through  various  stages  of  abdominal 
symptoms  to  a frank  and  even  uncontrollable 
dysentery.  When  complications  occur,  the 
clinical  picture  is  even  more  obtuse.  The 
difference  in  symptomatology  seems  to  hinge 
to  some  degree  upon  individual  resistance, 
secondary  infection  and  duration  of  the  dis- 
ease. In  other  words,  an  intercurrent  in- 

*From  the  General  Surgical  Service,  Veterans  Administra- 
tion Hospital,  Lincoln.  Nebraska. 

Note:  The  opinions  and  conclusions  expressed  in  this 

article  are  those  of  the  authors  and  do  not  necessarily  reflect 
the  policies  of  the  Medical  Department  of  the  Veterans  Ad- 
ministration. 
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fection  or  an  ill  conceived  operative  procedure 
on  the  bowel  may  precipitate  a serious  epi- 
sode in  an  unsuspected  carrier.  Secondary 
infection  will  play  a constant  though  variable 
role.  Finally,  the  disease  seems  most  severe 
in  its  onset.  After  the  condition  becomes 
chronic  there  is  a pronounced  tendency  to- 
wards remission  and  exacerbation.  Follow- 
ing a course  of  treatment,  recurrent  attacks 
may  be  mild  or  the  patient  may  revert  to  the 
asymptomatic  or  carrier  state. 

The  asymptomatic  form  of  the  disease  is 
a particularly  important  aspect  of  the  prob- 
lem(L  4- 5'  6>.  It  can  be  predicted  that  many 
infected  veterans  belong  in  this  group.  The 
patient  who  is  a victim  of  asymptomatic 
amebiasis  is  not  only  an  unconscious  source 
of  infection,  and  therefore  a public  health 
hazard  but  he  is  a potential  menace  to  him- 
self. This  is  true  because  the  amebae  do  not 
inhabit  the  bowel  lumen  in  the  absence  of 
an  organic  lesion.  There  is  always  ulceration 
present  which  constantly  threatens  an  ex- 
tension and  a flare-up  of  diarrhea  or  the  de- 
velopment of  hepatic  complications.  For  this 
reason  it  is  important  to  discover  and  treat 
all  so-called  carriers. 

The  autopsy  findings  in  fatal  cases  reveal 
that  endamoeba  histolytica  has  the  ability 
to  invade  tissues  and  produce  ulcerations, 
apparently  by  means  of  an  histolytic  enzyme. 
Secondary  infection  develops  and  the  lesion 
progresses  by  a combination  of  bacterial  and 
amebic  activity.  In  mild  cases  the  lesion 
is  superficial,  usually  confined  to  the  mucosal 
surface  of  the  bowel,  and  produces  little  in 
the  way  of  symptoms.  When  the  sub-mu- 
cosa becomes  penetrated,  however,  symptoms 
associated  with  spasm  of  the  intestinal  mus- 
culature develop.  The  patient  begins  to  com- 
plain of  fleeting  cramping  pain,  tenesmus 
and  diarrhea,  depending  upon  the  location 
of  the  ulceration.  When  the  sub-mucosa  is 
penetrated,  complications  in  the  form  of 
blood  born  metastases  threaten.  Since  the 
blood  supply  of  the  bowel  is  located  in  the 
sub-mucosa,  penetration  of  the  amebic  ulcer- 
ation to  this  level  makes  involvement  of  the 
intestinal  blood  supply  a serious  possibility. 
Should  the  disease  become  blood  borne,  the 
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organ  most  frequently  involved  is  the  liver. 
Here  the  amebic  process  produces  most 
characteristically  an  abscess  which  may  be 
single  or  multiple  and  which  may  or  may 
not  be  secondarily  infected.  The  chest  may  be 
involved  by  direct  extension  of  a perforating 
hepatic  abscess  or,  more  rarely,  the  lung  may 
be  the  primary  site  of  a metastatic  lesion. 
Amebic  ulceration  of  the  bowel  can  proceed 
to  perforation  or  massive  hemorrhage  and 
occasionally  a large  granulomatous  mass  will 
form  in  the  region  of  the  cecum,  simulating 
a carcinoma,  clinically.  Amebic  ulceration 
shows  a rather  definite  predilection  for  cer- 
tain sites  in  the  colon,  the  cecum  being  the 
most  frequently  involved,  the  rectum  and 
sigmoid  next  in  frequency.  It  may  be  sig- 
nificant that  these  are  the  areas  in  which 
colon  stasis  is  most  likely  to  occur.  We  have 
attempted  to  portray  this  course  of  events  in 
the  accompanying  diagram.  It  will  be  noted 
that  if  the  course  of  the  disease  follows 
along  the  broken  arrows  a cyclical  affair 
develops  characterized  by  alternating  diar- 
rhea and  remission.  At  any  time  in 
the  cycle,  however,  extension  of  the  pro- 
cess and  subsequent  complications  may  oc- 
cur^- 4- 9- 10- 15-  17>. 

The  literature  contains  sufficient  refer- 
ences to  the  folly  of  abdominal  surgery  in 
the  face  of  amebiasis  to  give  the  surgon 
cause  for  reflection*11- 13- 14-  16b  It  is  quite 
definitely  established  that  intestinal  surgery 
is  dangerous  for  more  reasons  than  one. 
Simply  manipulating  an  amebic  bowel  can 
convert  a dormant  process  into  an  acute, 
fulminating  disease.  Suture  lines  may  give 
way,  massive  hemorrhage  may  result  or  con- 
tamination of  the  skin  or  subcutaneous  tis- 
sues may  result  in  the  development  of  cu- 
taneous amebiasis.  A general  failing  of  the 
healing  process  has  also  been  described.  The 
seriousness  of  surgical  intervention  in  a case 
of  undiagnosed  and  untreated  amebiasis  was 
demonstrated  by  the  follow-up  studies  of  the 
Chicago  cases.  It  was  discovered  that  50% 
of  the  fatal  cases  had  a mistaken  diagnosis 
and  of  these  two-thirds  were  handled  as  sur- 
gical diseases.  Thirty-two  cases  were  sub- 
jected to  appendectomy  of  which  thirteen 
died  and  of  six  rectal  operations  one  termin- 
ated fatally.  No  fatalities  occurred  follow- 
ing prompt  and  specific  treatment*2- 14). 

CLINICAL  FINDINGS 

Our  series  consists  of  58  cases,  of  which 
7 were  World  War  I veterans  (Table  1). 
These  seven  cases  were  not  included  in  our 


analysis  since  their  military  service  is  so  long 
past  that  the  chance  for  intercurrent  infesta- 
tion is  too  great.  Of  the  World  War  II  vet- 
erans, it  seems  reasonable  to  assume  that  at 
this  time  the  vast  majority  of  infestations 
were  acquired  while  in  service.  Of  the  51 


Table  1 
AMEBIASIS 

Total  cases  this  series 58 

World  War  I 7 

World  War  II 51 

Negro  2 

Indian  1 

Army  Treatment  for  Ameba 3 

Army  Treatment  for  Dysentery 9 


World  War  II  veterans,  it  was  noted  that 
only  three  had  been  diagnosed  and  treated 
for  amebiasis  while  in  the  service.  Nine  had 
been  hospitalized  and  treated  for  diarrheal 
disorders  of  one  type  or  another.  Of  the 
others,  although  a history  of  diarrhea  in  Ser- 
vice was  common,  none  were  sufficiently  ill 
to  warrant  hospitalization.  It  can,  therefore, 
be  concluded  that  in  this  group  a previous 
diagnosis  of  amebic  dysentery  was  valuable 
only  as  a positive  finding. 

When  broken  down  into  branch  of  service 
(Table  2)  it  is  noted  that  more  than  one-half 

Table  2 

WORLD  WAR  II  BRANCH  OF  SERVICE 

Army  30  58.8  % 

Navy  10  19.6  % 

Air  Corps  (Flying) 9 17.6  % 

Marines  1 1.96% 

Unknown  1 1.96% 

of  the  cases  appear  in  ex-army  personnel. 
Of  the  ex-navy  personnel,  the  majority  had 
had  service  in  Asiatic  parts.  These  are-  of 
course,  uncorrected  figures  and  a more  ac- 
curate analysis  would  be  obtained  if  it  were 
possible  to  compare  our  percentage  with  the 
percentage  of  Service  personnel  serving  in 
each  of  these  branches  of  service. 

We  have  also  classified  our  cases  as  to 
theatre  of  operation  (Table  3).  These  again 

Table  3 

THEATRE  OF  OPERATIONS 


ETO 

Germany 
France 
England 
Low  Countries 

7 

13.7% 

MTO 

Africa 

Italy 

5 

9.8% 

Pacific 

All  the  Islands 
China 

18 

35.3% 

CBI 

Burma 

India 

3 

5.9% 

USA 

Continental  Limits 

9 

17.6% 

Unknown 

Incomplete  Records 

9 

17.6% 
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are  uncorrected  figures  since  they  do  not  con- 
sider the  percentage  of  troops  in  each  thea- 
tre. However,  we  can  say  that  among  our 
cases  the  majority  served  in  the  Pacific  is- 
lands. In  this  group  we  have  included  ser- 
vice on  any  of  the  Pacific  islands,  including 
New  Caledonia,  Melanesia,  Polynesia,  the 
Philippines  and  Japan.  On  the  other  hand, 
relatively  few  troops  were  stationed  in  the 
CBI  and  MTO  theatres.  Yet  approximately 
15%  of  our  cases  are  from  these  theatres.  It 
is  our  opinion  that  a history  of  having  served 
in  either  the  Mediterranean  or  China-Burma- 
India  theatre  is  sufficient  cause  in  itself  for 
a diagnostic  stool  examination  for  ameba. 

The  symptoms  in  our  group  of  cases  were 
as  varied  as  those  reported  by  other  workers. 
We  have  listed  the  more  significant  and  more 
common  findings  (Table  4).  Our  group  of 


Table  4 

IMPORTANT  SYMPTOMS 
Diarrhea  25 

49  % 

No  Diarrhea 

23 

41  % 

Psychoneurosis 

15 

29.4% 

Constipation 

3 

5.9% 

Abdominal  Pain 

_ 32 

62.8% 

R.  L.  Q.  Pain  Only 

10 

19.6% 

49%  with  diarrhea  might  be  a little  mislead- 
ing without  an  explanation.  We  have  includ- 
ed in  this  group  all  cases  in  which  even  a 
brief  history  of  diarrhea  could  be  elicited. 
Many  admitted  diarrhea  only  after  careful 
cross  examination.  At  any  rate  it  is  safe  to 
say  that  on  cursory  questioning  more  pa- 
tients will  deny  than  admit  diarrhea.  Three 
of  our  cases  actually  complained  of  constipa- 
tion and  denied  ever  having  had  either  diar- 
rhea or  loose  stools. 

Abdominal  pain  was,  in  this  series,  the 
outstanding  symptom.  Fully  62%  of  our 
cases  complained  of  some  type  of  abdominal 
pain.  Usually  it  was  low-grade  and  in  the 
lower  abdomen,  described  as  either  a dull 
ache  or  evanescent  griping.  Sometimes  the 
flexures  were  involved  in  which  event  one 
found  pain  high  in  either  one  or  both  upper 
quadrants,  often  radiating  from  the  front  to 
the  flank.  It  is  pain  that  causes  this  group 
to  be  so  often  referred  to  the  surgeon  for 
evaluation.  In  19.6%  of  all  cases  the  pain 
complained  of  was  localized  in  the  right  low- 
er quadrant.  These  symptoms  may  be  al- 
most identical  with  those  of  appendicitis  but, 
in  general,  it  is  safe  to  say  that  hospital  ob- 
servation will  usually  indicate  that  the  symp- 
toms are  milder  than  one  would  expect  in 
acute  appendicitis  and  time  for  observation 
is  usually  obtainable. 


An  extremely  interesting  side-light  is  the 
incidence  of  psychoneurosis  in  these  pa- 
tients. In  ten,  an  actual  diagnosis  of  psycho- 
neurosis was  carried  and  in  five,  there  were 
notations  by  the  examining  physician  which 
suggested  emotional  disturbances.  It  can 
confidently  be  stated  that  our  figure  of 
29.4%  with  neurotic  manifestations  is  a 
minimal  figure.  With  complete  neuropsy- 
chiatric evaluation,  one  can  expect  a neurosis 
to  be  unearthed  in  more  than  one-half  of 
these  patients.  The  significance,  we  think, 
is  that  the  neurotic  patient  will  complain  of 
symptoms  earlier  than  a normal,  emotionally 
stable  individual.  We  do  not  feel  that  a 
diagnosis  of  amebiasis  cancels  a diagnosis 
of  psychoneurosis  nor  should  it  cause  such 
a condition  to  be  neglected.  We  do  feel, 
however,  that  psychoneurosis  and  amebiasis 
co-exist  with  remarkable  frequency  and  that 
a careful  and  complete  search  for  ameba 
is  indicated  before  a diagnosis  of  somatiza- 
tion of  a neurosis  is  made  in  patients  with 
minimal  or  mild  abdominal  complaints. 

We  have  referred  to  the  extreme  variety 
of  clinical  conditions  which  amebiasis  may 
mimic.  We  have  also  implied  that  the  diag- 
nosis is  not  always  immediately  evident.  To 
demonstrate  this  we  have  gathered  in  a con- 
densed form  the  various  diagnoses  with 
which  our  patients  were  admitted  to  the 
hospital  (Table  5).  We  are  not  presenting 
this  list  as  a demonstration  of  unusual 
perspicacity  on  our  part  since  the  majority 
of  these  diagnoses  are  correct  as  far  as  they 
go.  We  are  presenting  it,  rather  to  dem- 
onstrate how  varied  the  symptoms  are,  how 
often  the  disease  is  unsuspected  and  how  im- 
portant it  is  to  make  an  etiologic  diagnosis. 

Table  5 

ADMITTING  DIAGNOSIS 


Appendicitis 11  21.6% 

Amebiasis — Tentative  4 

Definite  6 

GI  Disease  Undiagnosed 8 

Chest  Pathology 4 

Diarrheal  Disorders  7 

Rectal  Hemorrhage 2 

Ulcerative  Colitis 2 

Right  Inguinal  Hernia 1 

Diaphragmatic  Hernia 1 

Alcoholic  Psychosis 1 

Duodenal  Ulcer 1 

Malnutrition 2 

Psychoneurosis  5 

Coronary  Heart  Disease 1 

Intra-Cranial  Lesion 1 

Lobar  Pneumonia 1 

GU  Undiagnosed 1 

Liver  Abscess  1 
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The  most  striking  feature  is  the  frequency 
of  the  diagnosis  of  appendicitis.  In  our 
group  21.6%  were  admitted  as  such.  Of 
the  eleven  cases  who  were  diagnosed  as 
appendicitis,  six  were  thought  to  be  acute. 
Fortunately  none  of  these  eleven  came  to 
surgery.  Observation  revealed  amebiasis 
and  all  of  them  were  treated  medically. 

Since  we  have  become  aware  of  this  great 
problem,  our  admitting  office  is  suspecting 
quite  a few  of  these  cases  before  they  come 
to  the  ward.  They  then  come  to  us  with  a 
diagnosis  of  amebiasis  or  suspicion  of  it. 


INFESTATION 

\ 

KUCOSRL  ULCERATION 

| 

Secowo.  Infection 

X 

Cecums.  ^ ^-Siamoid 
Carrier  State-'''*  ' "-Diarrhea 

Su&mjCOUS  f^NET  RATION 

Muscle  Spasia 

I 

Vascular  Metastases 

I 

Hepatitis, Abscess.Etc. 


The  Glinigo-PatholoqicAL  Course 
of  Amebiasis 

Eight  cases  were  referred  for  observation 
and  treatment  with  the  diagnosis  of  un- 
diagnosed gastro-intestinal  disease.  Seven 
were  referred  with  the  diagnosis  implying 
a non-specific  diarrheal  disorder — in  these 
seven  we  have  gastro-enteritis,  dysentery 
ileitis,  colitis,  etc.  Four  patients  were  sent 
to  the  hospital  for  possible  chest  pathology. 
Of  these,  one  who  was  thought  to  have 
pleurisy  was  finally  found  to  have  an  amebic 
liver  abscess  which  was  threatening  perfor- 
ation of  the  diaphragm.  Two  cases  of  ul- 
cerative colitis  were  found  to  have  ameba 
in  their  stools,  whether  as  primary  or  sec- 
ondary invaders  we  will  not  speculate. 
Rectal  hemorrhage  was  the  admitting  diag- 
nosis of  two  patients,  in  one  of  whom  it 
was  so  severe  as  to  cause  a secondary  anemia 
and  to  be  associated  with  cecal  symptoms 


which  made  a diagnosis  of  carcinoma  of  the 
right  colon  a possibility  until  the  tropho- 
zoites were  demonstrated  in  the  feces.  An 
interesting  point  might  be  made  in  the  man 
with  the  duodenal  ulcer.  Amebiasis  was  com- 
pletely unsuspected  in  his  case.  However- 
when  stools  were  examined  for  blood,  the 
laboratory  reported  the  presence  of  ameba. 
Additional  studies  revealed  these  to  be  end- 
amoeba  histolytica  and  amebacidal  therapy 
was  started  in  addition  to  his  ulcer  regime. 
Five  patients  were  referred  as  psychoneuro- 
tic. 

SURGICAL  ASPECTS 

For  the  surgeon  more  than  the  internist, 
the  diagnosis  of  amebiasis  poses  a critical 
diagnostic  problem.  The  quintessence  of  the 
dilemma  is  reached  in  differentiating  ame- 
biasis from  acute  appendicitis.  Chronic,  sub- 
acute, recurring  and  subsiding  cases  of  ap- 
pendicitis are  easily  handled.  We  can  simply 
say  that  such  a diagnosis  is  not  justified 
unless  competent  stool  examination  has  been 
made  and  amebiasis  ruled  out.  Acute.*  ap- 
pendicitis, on  the  other  hand,  offers  a prob- 
lem which  will  tax  the  diagnostic  acumen  of 
any  surgeon.  First  and  foremost,  we  cannot 
casually  say  ‘if  in  doubt  remove  the  appen- 
dix.’ We  know  that  operating  upon  an  am- 
ebic cecum  is  fraught  with  danger  and  in 
many  instances  followed  by  fatal  results.  It 
is,  therefore,  important  to  be  alert  to  the 
possibility  of  amebic  infestation,  to  search 
for  it  both  pre  and  postoperatively  and  if 
ameba  are  found,  to  institute  immediate,  spe- 
cific, treatment. 

Preoperatively,  we  rely  strongly  on  the  his- 
tory to  furnish  clues  to  differentiate  ame- 
biasis from  appendicitis.  We  consider  all 
veterans  to  be  suspects  as  carriers  and  if 
there  is  a history  of  service  in  the  Pacific 
islands,  CBI  or  MTO  we  consider  them  as 
probable  carriers.  If  the  onset  of  the  illness 
was  with  diarrhea  rather  than  abdominal 
pain,  or  if  the  onset  of  pain  was  in  the  right 
lower  quadrant  rather  than  the  epigastrium, 
we  likewise  become  suspicious.  Finally,  if 
the  physical  findings  are  minimal  and  the 
symptoms  are  subsiding,  we  feel  that  com- 
plete investigations  are  in  order  before  sur- 
gery is  attempted.  If,  despite  careful  study, 
an  appendectomy  is  done  and  reveals  an  ap- 
pendix which  is  a doubtful  source  of  symp- 
toms, we  feel  that  stool  studies  are  indicated 
after  recovery  from  the  operation.  If  post- 
operative diarrhea  develops,  carefully  study 
of  all  stools  is  indicated.  Only  by  constant 
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vigilance  will  the  more  difficult  case  be  un- 
earthed and  diagnosed. 

Rectal  hemorrhage,  often  severe  but  sel- 
dom prolonged'  is  an  occasional  chief  com- 
plaint. The  possibility  of  amebiasis  must, 
therefore,  also  enter  into  the  differential 
diagnosis  of  obscure  rectal  bleeding.  Severe 
bleeding  most  frequently  has  its  source  in 
the  cecum  and  will  be  accompanied  by  cramp- 
ing pain  and  tenderness  in  the  right  lower 
quadrant.  Should  a pre-hemorrhoidectomy 
proctoscopy  reveal  blood  high  in  the  rectum 
or  sigmoid,  it  would  probably  be  wise  to  in- 
clude stool  studies  in  the  work-up. 

Finally,  we  may  say  that  it  seems  wise  to 
examine  a stool  specimen  in  all  cases  in 
which  gastro-intestinal  surgery  is  contem- 
plated. Among  veterans  who  have  a history 
of  service  in  endemic  areas,  we  always  do  a 
stool  study  before  starting  an  elective  abdom- 
inal operation.  We  have  no  definite  statis- 
tics but  our  concern  over  suture  lines  holding 
is  definitely  less  when  we  know  that  para- 
sites are  not  present  in  the  bowel. 

DIAGNOSIS 

It  has  been  our  experience  that  the  early 
diagnosis  of  amebiasis  depends  largely  upon 
two  factors: 

1.  To  suspect  the  disease  and  to  initiate 
a search  for  the  ameba. 

2.  To  search  for  the  ameba  properly. 

When  the  examining  physician  once  sus- 

pects that  amebiasis  may  be  present  and 

takes  steps  to  eliminate  it  as  a diagnostic 

possibility,  the  first  great  step  has  been 

taken.  We  feel  that  all  veterans,  and  espec- 

ially those  having  served  in  endemic  areas' 

must  be  studied  from  this  angle.  Other 

than  veterans,  we  must  suspect  the  disease 

in  all  people  complaining  of  vague  abdominal 

pain  and  especially  if  there  is  a history  of 

travel,  whether  in  subtropical  regions  or  not. 

We  feel  that  there  is  little  doubt  that  people 

who  travel  are  more  susceptible  to  the  dis- 

ease, probably  due  to  unhygienic  eating 

places.  Amebiasis  must  also  be  ruled  out  be- 
fore a diagnosis  of  chronic  appendicitis, 

mucous  colitis,  somatization  of  anxiety  re- 
actions, non-specific  enteritis,  etc.  are  made. 
When  a diarrheal  disorder  is  present,  an 
effort  should  always  be  made  to  convert  a 
non-specific  diagnosis  to  an  etiologic  diag- 
nosis. In  other  words,  vague  and  non-spe- 
cific diagnoses  should  never  be  used  to  ex- 


plain abdominal  symptoms  unless  amebiasis 
has  been  excluded. 

To  make  an  adequate  and  proper  search 
for  ameba  requires  not  only  a standard  rou- 
tine procedure  but  also  a laboratory  compe- 
tent to  recognize  the  motile  forms  as  well 
as  the  cysts.  It  is  possible  to  develop  a rela- 
tively simple  diagnostic  routine  which,  when 
adhered  to,  will  reveal  the  majority  of  cases 
of  amebiasis.  The  routine  we  have  estab- 
lished is  as  follows : 

1.  A solitary  stool  specimen  is  sent  to  the  lab- 
oratory while  fresh  and  warm,  and  ameba  are 
searched  for.  If  mucous,  blood  or  pus  are  found 
adherent  to  the  stool  these  are  the  particular  ob- 
jects of  investigation.  If  no  amebae  are  found,  the 
specimen  can  then  be  used  for  zinc  flotation  con- 
centration tests. 

2.  If  the  preliminary  examination  is  negative, 
the  patient  is  given  a saline  purge  and  the  cath- 
artic stools  are  studied.  At  least  three  such  speci- 
mens are  taken.  The  cathartic  should  always  be 
saline  and  precaution  should  be  taken  to  avoid  min- 
eral oil.  Emulsified  oil  droplets  make  the  search 
for  ameba  impossible.  This  procedure  we  feel  to 
be  adequate  in  the  vast  majority  of  cases.  We  can- 
not quote  exact  statistics  but  from  the  experience 
of  other  men  we  feel  that  this  routine  will  reveal 
70%  of  cases  and  probably  more.  However,  one 
must  remember  that  certain  cases  of  amebiasis  can 
be  diagnosed  only  after  repeated  stool  specimens  are 
studied  over  long  periods  of  time. 

Adjunct  diagnostic  measures  include  proctoscopy 
and  x-ray  study  of  a barium  enema.  It  is  wise  to 
do  a proctoscopic  examination  on  all  patients  in 
whom  amebiasis  is  diagnosed  or  suspected.  If  the 
characteristic  ulcerations  are  visible,  the  diagnosis 
can  be  made  or  confirmed  by  a direct  smear  of  the 
ulcer  base.  This  may  even  be  positive  when  the 
stool  studies  have  been  negative.  Furthermore, 
proctoscopic  studies  will  help  in  following  the  prog- 
ress of  the  case  as  the  appearance  of  the  bowel  can 
be  compared  after  treatment  with  the  pre-treatment 
appearance.  In  cases  having  diarrhea,  the  procto- 
scopic examination  should  not  be  omitted,  since  it 
is  in  these  individuals  that  the  incidence  of  rectal 
ulcerations  is  highest.  A barium  enema  will  oc- 
casionally reveal  the  presence  of  colonic  spasm  and 
consequently  give  some  indication  of  the  severity  of 
the  disease.  The  majority  of  the  colon  x-rays  will 
be  negative  but  when  spasm  or  deformity  is  pres- 
ent it  is  a significant  indication  of  the  extent  of 
pathology.  In  addition,  a complement  fixation  test 
exists.  Its  use,  however,  is  so  limited  that  we  have 
not  included  it  in  our  studies. 

TREATMENT 

The  treatment  of  amebiasis  is  primarily 
medical  and  is  largely  concerned  with  the  use 
of  parenteral  emetine  and  the  oral  use  of  ar- 
senic and  iodine  preparations  such  as  chinio- 
fon,  diodoquin,  carbarsone  and  vioform.  We 
use  a therapeutic  routine  similar  to  that  out- 
lined by  Elsom(8-1 2 * * * * * * * * * * * * * * * 18h  Before  treatment  is 
started  an  electrocardiogram  is  taken,  the 
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patient  is  placed  on  a high  caloric,  high  vi- 
tamin diet  and  emetine  in  1/2  gi'ain  doses  is 
given  subcutaneously  twice  daily  for  six  to 
nine  days.  Because  of  its  toxic  effect  on  the 
myocardium,  unusual  precautions  are  taken 
during  this  period  to  observe  the  heart  ac- 
tion. These  precautions,  in  addition  to  the 
electrocardiogram,  consist  of  blood  pressure 
readings  taken  twice  daily  and  charted  on 
the  temperature  graph  and  the  maintenance 
of  a four  hour  pulse  graph.  The  patient  is 
kept  at  bed  rest  for  the  entire  course  of 
emetine  treatment.  Simultaneously  with  the 
start  of  emetine  parenterally,  chiniofon  is 
given  orally,  two  four  grain  tablets  three 
times  daily  for  three  days,  then  three  tablets 
three  times  daily  for  three  days  and  finally 
four  tablets  three  times  daily  for  three  days. 
Following  this  nine  day  course  of  treatment, 
cathartic  stools  are  again  obtained  and  stud- 
ied for  ameba  and  cysts  and  a repeat  electro- 
cardiogram is  taken  to  make  certain  that  the 
cardiac  musculature  is  not  damaged.  If  the 
stools  are  found  to  be  normal  and  the  post- 
treatment electrocardiogram  is  negative,  the 
patient  is  discharged  and  recheck  stool 
studies  are  suggested  at  three,  six  and  nine 
month  intervals.  If  ameba  can  still  be  dem- 
onstrated following  a course  of  therapy  the 
course  is  repeated  at  the  end  of  two  to  four 
weeks.  In  the  time  between  courses  the  pa- 
tient is  given  a supply  of  carbarsone  which 
is  taken  in  doses  of  four  grains,  three  times 
a day  for  ten  days.  With  each  repeated 
course  of  treatment  a correct  evaluation  of 
the  myocardial  status  becomes  increasingly 
important.  It  may  be  necessary  to  repeat 
the  course  of  emetine  two,  three  or  even  four 
times.  We  feel  it  advisable  during  these 
repetitions  to  alternate  oral  arsenicals  with 
oral  iodide  preparations. 

With  this  course  of  therapy  we  have  dis- 
covered that  the  majority  of  patients  re- 
spond to  one  series  of  treatments.  Occasion- 
ally it  has  been  necessary  to  repeat  the 
course  of  treatment  three  or  four  times. 
However,  in  no  case  have  we  been  unable 
to  clear  the  stools  of  ameba. 

The  treatment  of  complications  is  identical 
to  the  regime  outlined  above.  The  most  fre- 
quent complication  is  a metastatic  abscess  in 
the  liver,  lung  or  brain.  These  almost  in- 
variably respond  to  medical  treatment  if 
diagnosed  and  treated  early.  Should  surgi- 
cal intervention  be  indicated  it  should  always 
be  deferred  if  at  all  possible  until  medical 
treatment  is  started.  When  a liver  abscess 


is  diagnosed  it  is  well  to  observe  the  effects 
of  medical  therapy  before  trying  surgery. 
In  very  large  abscesses  or  in  those  second- 
arily infected  it  will  be  fojund  from  time  to 
time  that  they  will  not  respond  to  continued 
medical  treatment.  In  these  cases  we  estab- 
lish a closed  drainage  using  a trocar  and 
catheter  exactly  as  one  would  drain  an 
empyema  space.  The  pus  from  the  abscess 
cavity  is  studied  from  time  to  time  for  living 
ameba  and  this  is  used  as  an  additional  check 
on  treatment.  We  think  it  very  import- 
ant to  do  this  because  we  have  found  in  some 
of  our  cases  that  ameba  were  present  in  the 
secretion  from  the  abscess  cavity  long  after 
they  had  disappeared  from  the  bowel.  Treat- 
ment, of  course,  is  continued  until  the  dis- 
charge from  the  abscess  cavity  is  negative. 
If  a large  abscess  cavity  is  present  it  may  be 
necessary  to  leave  the  catheter  in  place  for 
a relatively  long  period  of  time  until  the 
cavity  contracts  to  a size  that  would  make 
removal  of  the  drain  feasible.  To  determine 
the  size  of  the  cavity  it  is  possible  to  inject 
air  or  a radiopague  medium  such  as  diodi;ast. 

The  extensive  use,  recently  of  sulfa- 
suxidine  and  sulfathaladine  for  diarrheal  dis- 
orders brings  up  another  interesting  point. 
As  we  have  mentioned  before,  the  amebic 
lesions  in  the  bowel  are  aggravated  by  the 
presence  of  a secondary  inflammation.  There 
is  little  doubt  that  oral  sulfasuxidine  will  tend 
to  control  the  inflammatory  portion  of  the 
pathology.  This  will  result  in  symptomatic 
relief.  But  unless  amebiasis  is  diagnosed  and 
specific  therapy  instituted  there  is  a very 
great  likelihood  of  producing  a chronic  car- 
rier state.  This  possibility  simply  empha- 
sizes again  the  importance  of  specific  diag- 
nosis if  at  all  possible  in  such  conditions. 

CONCLUSIONS 

1.  Amebiasis  is  a disease  of  great  im- 
portance in  gastroenterology  and  must  def- 
initely be  excluded  in  all  cases  of  vague  and 
chronic  abdominal  pain  or  diarrhea. 

2.  Non-specific  diagnoses  such  as  ente- 
ritis, colitis,  mucous  colitis,  etc.  should  not 
be  made  unless  amebiasis  has  been  ruled  out. 
Specific  diagnoses  such  as  chronic  appendi- 
citis and  psycho-somatic  bowel  disorders  are 
not  justified  unless  a search  for  parasites 
has  been  negative. 

3.  The  clinical  manifestations  of  ame- 
biasis are  so  varied  that  a search  for  the 
organism  should  be  made  in  all  cases  where 
even  a remote  possibility  of  infestation 
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exists.  This  is  especially  true  of  former 
inhabitants  of  endemic  areas. 

4.  Abdominal  surgery  in  the  presence  of 
an  unsuspected  amebiasis  is  susceptibile  to 
serious  and  often  fatal  complications.  It  is, 
therefore,  suggested  that  amebiasis  be  ser- 
iously considered  by  the  abdominal  surgeon 
in  his  differential  diagnosis. 

5.  A diagnostic  routine  is  described 
which  in  the  hands  of  a competent  pathol- 
ogist will  reveal  the  majority  of  cases. 

6.  The  treatment  of  amebiasis  is  predom- 
inantly medical.  An  outline  of  therapy  is 
presented.  Surgical  measures  should  be 
most  conservative  and  considered  only  after 
medical  therapy  has  been  started. 
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* * * 


13-POINT  HEALTH  PROGRAM 

In  this  day  and  age  when  everybody  is  talking 
himself  hoarse  about  medical  plans  and  programs, 
Dr.  Anthony  B.  Diepenbrock  of  San  Francisco  comes 
up  with  his  own  13-point  health  program  which,  he 
says,  “might  be  interesting  to  our  colleagues”: 

1.  Continue  to  sit  on  your  fat  derriere  and  do 
nothing. 

2.  Be  apathetic  and,  like  5,000,000  registered  Re- 
publican voters  who  failed  to  vote,  do  not  bother 
to  make  your  opinion  known.  If  you  think,  as  they 
did,  that  your  opinion  or  your  vote  is  not  worth 
anything,  the  opposition  will  agree  with  you  and 
act  accordingly,  as  they  have. 

3.  Write  an  occasional  letter  to  your  congress- 
man, tell  him  off,  and  then  explain  proudly  to  the 
interns  in  the  surgical  dressing  rooms  how  smart 
you  are  and  what  a stinker  your  congressman  is. 

4.  Tell  everybody  you  see  that  the  gag  is  up, 
and  we  might  as  well  prepare  for  the  inevitable. 

5.  Moan  and  groan  and  issue  explosive  and  un- 
printable epithets. 

6.  Refer  to  your  medical  leadership  as  a group 
of  impotent,  ineffective  and  bumbling  ignoramuses. 

7.  Make  speeches  before  sympathetic  lay  audi- 
ences, and  convert  those  who  already  believe  in  free 
enterprise. 


8.  Don’t  bother  to  tell  your  county  society  heads, 
your  state  society  heads,  or  your  national  associa- 
tion heads  what  you  want  them  to  do.  Expect  them 
to  find  a way  for  you  without  your  guidance. 

9.  Scream  about  high  medical  society  dues  and 

forget  that  our  friends  in  the  trades  unions  demand 
many  times  what  we  pay:  in  other  words,  make 

the  situation  as  difficult  as  possible,  then  grumble 
about  it. 

10.  Oppose  any  program  developed  by  the  ma- 
jority of  your  colleagues  because  it  demonstrates 
your  superior  wit  and  your  general  greatness. 

11.  Remain  superbly  and  learnedly  dignified 
when  Joe  Doakes  asks  why  you  oppose  state  medi- 
cine. Brush  him  aside  with  any  insult  you  can  think 
of.  Joe  will  like  you  for  that. 

12.  Don’t  bother  to  use  the  selling  methods 

which  actually  bring  messages  before  the  public. 
Continue  to  depend  on  occasional  radio  feature 
programs.  Billboard  advertising,  newspaper  adver- 
tising, national  magazine  advertising,  radio  adver- 
tising and  above  all,  continuous  and  daily  radio  spot 
programs  over  national  hookups  and  all  such  like 
are  too  commercial,  too  troublesome,  too  expensive 
and  too  undignified:  don’t  use  them. 

13.  Above  all,  disregard  the  “little  guy” — the 
one  with  a vote.  Tell  him  nothing;  push  him  around. 
He  doesn’t  know  anything  anyhow. 
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Lincoln,  Nebraska 


TRAINABILITY 

Training  nerve-muscle-joint  mechanisms 
always  was  the  goal  in  pedagogy ; but  in  med- 
icine we  concentrated  on  excising  tissues,  or 
injecting  drugs.  Then  the  manpower  de- 
mands of  war  forced  a large  scale  demonstra- 
tion that  “the  limits  of  plastic  adaptation  of 
human  organisms  are  much  wider  than  gen- 
erally realized.” (1) 

As  Jokl  pointed  out,  utilization  of  the 
physiological  reserves  “introduces  a new  dy- 
namic concept  of  clinical  medicine. ”(1> 

This  paper  would  point  out  ways  in  which 
every  physician  can  utilize  “plastic  adapta' 
tion”  in  meeting  the  needs  of  his  patient. 

FUNCTIONAL  EVALUATION 

This  dynamic  concept  requires  a functional 
evaluation,  in  addition  to  the  usual  diagnostic 
studies.  That  is,  we  must  know  how  the 
disease  or  injury  affects  the  patients  daily 
living. (2~>  A guide  for  the  functional  exam- 
ination is  illustrated  in  chart  1. 

MY  OWN  SCORE 

Chart  1.  Guide  for  a Functional  Examination 

NAME  

DIAGNOSIS  

DISABILITY  

DATE  OF  INITIAL  TEST 

1.  Moving  from  place  to  place  in  bed. — 1 min. 

2.  Changing  position  in  bed. — 1 min. 

3.  Manipulating  the  bedpan. — 2 min. 

4.  Taking  off  pajamas. — 2 min. 

5.  Putting  on  clothing. — 15  min. 

6.  Tying  shoestrings. — 1 min. 

7.  Tying  tie. — 1 min. 

8.  Moving  from  bed  to  wheel  chair. — 1 min. 

9.  Controlling  footrests  of  wheel  chair. — 20  sec. 

10.  Propelling  the  wheel  chair. — 1 min. 

11.  Opening  and  closing  door  while  in  wheel  chair. — 1 min. 

12.  Moving  from  wheel  chair  to  chair. — 1 min. 

13.  Moving  from  chair  to  wheel  chair. — 1 min. 

14.  Moving  from  wheel  chair  to  toilet. — 1 min. 

15.  Moving  from  toilet  to  wheel  chair. — 1 min. 

16.  Moving  from  wheel  chair  to  bathtub. — 1 min. 

17.  Moving  from  bathtub  to  wheel  chair. — 1 min. 

18.  Going  through  motion  of  shaving  or  make-up. — 15  sec. 

19.  Going  through  motion  of  brushing  of  teeth. — 15  sec. 

20.  Going  through  motion  of  washing  self. — 20  sec. 

21.  Going  through  motion  of  combing  or  brushing  hair. — 15  sec. 

22.  Going  through  motion  of  eating. — 20  sec. 

23.  Going  through  motion  of  drinking. — 20  sec. 

24.  Writing  “This  is  how  I write.” — 20  sec. 

25.  Turning  light  on  and  off. — 15  sec. 

26.  Using  telephone. — 1 min. 

27.  Opening  and  closing  desk  drawer. — 20  sec. 

28.  Moving  from  wheel  chair  to  floor. — 1 min. 

29.  Moving  20  feet  on  floor  in  other  than  erect  position.— 1 min. 

30.  Ascending  three  stairs  without  braces  and  crutches. — 1 min. 

31.  Descending  three  stairs  without  braces  and  crutches. — 1 min. 

32.  Moving  from  floor  to  wheel  chair. — 1 min. 

33.  Moving  from  wheel  chair  to  automobile. — 1 min. 

34.  Moving  from  automobile  to  wheel  chair. — 1 min. 

35.  Moving  from  wheel  chair  to  bed. — 1 min. 

36.  Undressing. — 10  min. 

37.  Putting  on  pajamas. — 2 min. 

38.  Putting  on  braces. — 71/£  min.  ea. 


39.  Putting  on  clothing  with  braces. — 15  min. 

40.  Moving  from  bed  to  erect  position. — 1 min. 

41.  Walking  30  feet. — 30  sec. 

42.  Opening  and  closing  door  in  erect  position. — 30  sec. 

43.  Walking  backward  3 feet. — 1 min. 

44.  Walking  sideward  3 feet. — 1 min. 

45.  Moving  from  erect  position  to  wheel  chair. — 1 min. 

46.  Moving  from  wheel  chair  to  erect  position. — 1 min. 

47.  Moving  from  erect  position  to  chair.- -1  min. 

48.  Moving  from  chair  to  erect  position.  — 1 min. 

49.  Moving  from  erect  position  to  toilet. — 1 min. 

50.  Moving  from  toilet  to  erect  position. — 1 min. 

51.  Getting  into  auto  from  erect  position.  -1  min. 

52.  Getting  out  of  auto  into  erect  position. — 1 min. 

53.  Moving  from  erect  position  to  bed. — 1 min. 

54.  Removing  braces. — 10  min. 

55.  Walking  up  ramp,  4 feet. — 30  sec. 

56.  Walking  down  ramp,  4 feet. — 15  sec. 

57.  Going  up  three  standard  stairs,  using  one  handrail. — 1 min. 

58.  Going  down  three  standard  stairs,  using  one  handrail. — 
1 min. 

59.  Going  up  three  standard  stairs  without  aid  of  handrail. 
— 1 min. 

60.  Going  down  three  standard  stairs  without  aid  of  hand- 
rail.— 1 min. 

61.  Stepping  down  curb. — 5 sec. 

62.  Stepping  up  curb. — 5 sec. 

63.  Going  up  bus  steps. — 10  sec. 

64.  Going  down  bus  steps. — 10  sec. 

65.  Getting  down  on  floor. — 1 min. 

66.  Getting  up  from  floor. — 1 min. 

67.  Walking  300  feet  with  valise. — 5 min. 

68.  Crossing  street,  48  feet. — 20  sec. 

69.  Maintain  sitting  position. — For  3 hr. 

70.  Keeping  braces  on. — For  10  hr. 

71.  Traveling  1 mile  by  standard  vehicle. 

72.  Driving  car. 

Remarks  : 


(Signature)  (Title) 


(Location) 

In  order  to  systematize  this  functional 
evaluation  we  review  the  following  obvious 
facts : 

Disease,  injury  and  degenerative  proces- 
ses bring  about  anatomical  defects. 

These  defects  cause  disability  when  they  impair 
strength,  coordination,  or  range  of  motion. 

So,  anatomically,  disability  narrows  down  to 
muscle,  nerve,  joint. 

Conversely,  the  ability  to  care  for  oneself  and 
make  a living  narrows  down  to  conductive  nerve 
stimulating  contractile  muscle  acting  across  mov- 
able joints.  Nourished  by  circulating  blood. 

With  these  facts  in  mind  the  examination  and 
evaluation  can  be  summarized  as  in  chart  2. 

From  this  summary  a formula  becomes  obvious: 
Physiological  Reserve 

equals  Program  of  Training. 

Functional  Needs 

R 

— = T 

N 

Chart  3 illustrates  a guide  for  such  a program. 

MOBILIZATION 

This  concept  of  examination,  evaluation  and  train- 
ing enables  the  physician  and  patient  to  mobilize 
a dynamic  attack  on  hemiplegia,  paraplegia,  polio- 
myelitis, multiple  sclerosis,  cerebral  palsy,  ampu- 
tation, arthritis,  and  many  other  disabilities. 
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Chart  2.  Summary  of  Examination  and  Evaluation 
THE  OLNEY  CLINIC 

DEPARTMENT  OF  REHABILITATION  & PHYSICAL 
MEDICINE 

EXAMINATION  & EVALUATION 


Name  Occupation  

History : 

Diagnosis  : 

Anatomical  Defect: 

Functional  Defect  in  Terms  of : 

A.  Muscle  Strength 

B.  Range  of  Motion 

C.  Coordination 

Functional  Defect  in  Terms  of  Factors  in  Daily  Living: 
Physiological  Reserve : 

Cardio-vascular 

G.  U. 

G.  I. 

Endocrine 
Motivation  : 

Obviously,  details  must  be  adapted  to  the 
individual  patient  and  to  each  disease,  so  a 
complete  description  of  technique  would  fill 
a library;  but  we  can  demonstrate  the  con- 
cept by  applying  it  to  hemiplegia. 

Chart  3.  Guide  for  a Program  of  Training 
PROGRAM  OF  TRAINING 


Name Age Date 

Objective : 

1.  Self  Care 

2.  Vocational  Rehabilitation 
Details  of  Treatment : 

1.  Activities  of  Daily  Living  (Specify  exact  location  as 
to  bed.  ward,  ambulation,  elevation) 

2.  Physical  Therapy  (Massage,  ultra-violet,  whirl-pool, 
passive  motion,  diathermy,  etc.) 

3.  Occupational  Therapy  (Specify  treatment,  purpose  and 
location  of  treatment) 

4.  Surgery  (Amputation.  Tendon-lengthening,  etc.) 

5.  Appliances  Needed  (Prosthesis,  braces,  splint,  crutches, 
canes,  etc.) 

6.  Medication  (Insulin,  digitalis,  diet,  transfusion,  etc.) 
Contra-indication  to  Treatment: 

ATTACK 

Hemiplegia  is  chosen  for  attack  because  it 
is  so  common,  yet  is  generally  handled  de- 
fensively. We  may  do  something  about  the 
acute  cerebral  accident, (3>  but  after  a few 
weeks  the  patient,  family,  and  physician  are 
likely  to  conclude  “Grandpa  has  had  a stroke” 
and  let  it  go  at  that.  If  he  regains  some 
motor  functions,  we  are  thankful ; if  he  does 
not,  we  are  sympathetic.  Now  thankfulness 
and  sympathy  are  laudable  humane  emo- 
tions, but  we  need  not  limit  ourselves  to  emo- 
tion. This  is  the  time  for  dynamic  attack. 
This  is  the  time  to  maintain  joint  mobility 
by  pulleys, (4)  crank  mechanisms,  and  pedal 
mechanisms.  The  time  to  maintain  muscle 
contractility  and  nerve  conductivity  by  elec- 
trical stimulation.  To  start  speech  therapy 
for  aphasia.  To  maintain  motivation  by  liv- 
ing as  actively  as  possible. 

A typical  case  is  that  of  Arthur  C.,  age  53.  Suf- 
fered a cerebro-vascular  accident  October  9,  1947. 
Hospitalized  same  day.  Managed  by  Medical  Ser- 
vice until  transferred  to  Rehabilitation  Service  on 
November  1,  1947.  Examination  at  that  time  re- 
vealed right-sided  hemiplegia.  Disabled  because 
of  inability  to  extend  fingers  of  right  hand,  “frozen 
shoulder,”  and  inability  to  stand.  Emotionally  de- 


pressed and  poorly  motivated.  Weeps  when  spoken 
to,  reacts  to  encouragement  with  the  reply,  “But 
I’ve  had  a stroke.  You  can’t  do  anything  about 
that.” 

He  was  placed  on  an  active  program  which  in- 
cluded training  to  get  from  bed  to  wheel  chair  and 
reverse,  overhead  pulley  exercise  to  loosen  the 
shoulder,  left  hand  writing,  and  self  care. 

These  activities  brought  him  into  association  with 
other  patients  in  various  stages  of  training.  He 
saw  their  results  and  so  was  motivated  to  try  new 
things  himself.  While  getting  from  wheel  chair  to 
bed  one  day,  he  made  some  mistake,  and  fell.  He 
was  not  hurt  physically,  but  he  was  terribly  dis- 
couraged and  so  de-motivated  that  he  made  little 
progress  for  two  weeks.  However,  he  did  keep  on 
and  was  able  to  walk  with  a cane  by  Christmas.  He 
was  discharged  to  his  home,  able  to  care  for  his 
own  daily  needs  and  to  resume  employment.  This 
time  as  a Watchman  rather  than  a Maintenance 
Engineer  but  again  a useful,  self-reliant  man. 

COMMENTS 

Aspects  of  this  case  that  deserve  emphasis 
are: 

1.  Motivation.  This  dynamic  concept  of 
rehabilitation  requires  that  most  of  the  ther- 
apy be  carried  out  by  the  patient  himself. 
We  do  very  little  for  the  patient  except  to 
teach  him  howr  he  can  do  things  for  himself 
with  what  is  left.  Thus  unless  he  was  a self- 
reliant,  responsible  person  before  his  injury 
or  illness,  prognosis  is  very  poor.  Several 
patients  quit  the  program  because  they  ex- 
pected us  to  do  their  retraining  with  massage 
or  fancy  gadgets,  refusing  to  realize  that 
the  only  way  to  develop  a nerve-muscle-joint 
pattern  is  to  execute  that  pattern  hundreds 
of  times  with  little  regard  for  fatigue  or 
pain.  A most  potent  motivating  factor  is 
the  association  with  others  in  various  stages 
of  retraining. 

2.  Substitutions.  The  fact  that  muscles 
can  substitute  for  other  muscles  has  long 
been  recognized  and  we  employ  it  extensively 
in  teaching  the  patient  to  train  around  his 
defect.  The  fact  that  neurons  can  substi- 
tute for  other  neurons  was  recognized  by 
Jackson  about  1863,  and  since  that  time  by 
many  others. <5>  But  for  some  strange  rea- 
son we  physicians  have  tended  to  cling  to  a 
static  idea  of  cerebral  localization. 

Every  cell  in  the  central  nervous  system 
is  connected  to  every  other  cell. 

Extensive  intercommunicating  bundles  be- 
tween all  parts  of  the  brain  supply  an  ana- 
tomical basis  for  “collateral  circulation  of 
nerve  impulses.” 

We  are  not  ready  to  say  that  the  occipital 
lobe  can  substitute  for  the  pyramidal  tracts, 
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but  therapeutic  nihilism  based  on  the  point- 
by-point  cerebral  maps  that  appear  in  some 
textbooks  is  not  justified  when  we  view  the 
entire  nervous  system  as  a whole. 

3.  Primitive  Functional  Reflexes.  In  ad- 
dition to  the  physiological  reserves  in  the 
cerebrum  we  should  also  realize  that  the  spi- 
nal centers  and  the  internuncial  pools  are 
available  to  participate  in  the  re-establish- 
ment of  primitive  functional  reflexes.  That 
is,  our  philogenetic  ancestor  swam  long  be- 
fore he  had  much  cerebrum.  He  evolved 
crawling  and  walking  as  variations  on  this 
primitive  reflex  pattern,  a pattern  mediated 
by  spinal  centers. 

Fay  has  developed  clinical  applications  of 
these  functional  reflexes  so  that  patients 
with  extensive  cerebral  damage  learn  to  am- 
bulate/6) 

4.  Reflex  Relaxation.  The  patellar  ten- 
don reflex  elicits  contraction  of  the  quadri- 
ceps, but  also  elicits  relaxation  of  the  ham- 
strings. Thus  we  have  a physiologic  method 
for  correcting  contracture  at  the  knee.  This 
principle  of  reflex  relaxation  is  especially 
useful  in  re-educating  the  spastic  muscle 
groups,  that  cause  so  much  disability  in  some 
cases  of  cerebral  palsy  and  multiple  scle- 
rosis/7) 

5.  Total  Attack.  This  particular  case  did 
not  require  surgery,  but  many  cases  do,  so 
it  should  be  pointed  out  that  training  need 
not  wait  for  surgery;  in  fact,  training  may 
precede  surgery.  For  example,  it  is  easier 
to  train  the  hip  flexors  before,  rather  than 
after,  an  elective  thigh  amputation. 

The  same  holds  for  medical  aspects.  In 
arthritis,  muscle  strength  and  joint  motion 
must  be  maintained  right  along  with  fever 
therapy  or  salicylation. 

Also,  braces  and  crutches  may  be  needed, 
but  the  patient  must  develop  trunk  and 
shoulder  musculature  before  he  can  use 
braces  and  crutches,  so  mat  exercises  should 
be  started  even  before  braces  are  fitted. 

Surgery,  Medication  and  Training  equal  Rehabil- 
itation. 

SUMMARY  AND  CONCLUSIONS 

1.  Physiological  reserves  are  such  that 
every  patient  has  potentialities  to  adapt,  to 
substitute,  and  to  train. 

2.  Training  these  potentialities  is  partic- 
ularly useful  in  hemiplegia,  paraplegia,  polio- 
myelitis, multiple  sclerosis,  cerebral  palsy, 
amputation,  arthritis,  and  vascular  diseases. 


3.  Utilization  of  the  physiological  re- 
serves is  described  in  a case  of  hemiplegia. 

4.  Physiological  reserves  in  the  central 
nervous  system  are  emphasized. 

5.  Training  is  most  effective  when  co- 
ordinated with  medicine  and  surgery. 
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Vasomotor  Syndromes  and  Arthritis  in 
the  Upper  Extremity" 

E.  L.  PERSONS,  M.D. 

From  the  Department  of  Medicine,  Duke  University 
School  of  Medicine 
Durham,  North  Carolina 


When  the  patient  has  something  to  show 
his  doctor,  the  diagnosis  may  be  obvious, 
or  may  be  made  easier.  Occasionally  it 
seems  that  the  visible  lesions  simply  make 
the  problem  more  obscure. 

A case  in  point  is  that  of  a 64-year  old  woman 
with  a painful  left  upper  extremity  in  wrhich  a 
marked  reduction  of  bone  density  occurred  within 
less  than  four  months.  There  was  no  fever  and 
no  visceral  or  systemic  disease  except  for  moderate 
obesity  with  several  areas  where  the  cutaneous  fat 
seemed  firm  and  was  somewhat  tender.  Symptoms 
commenced  in  the  dorsum  of  the  left  hand,  simulat- 
ing arthritis,  but  within  a day  or  so  had  become 
focused  on  a tender  firm  area  deep  in,  or  just 
under,  the  skin  on  the  outside  of  the  left  upper 
arm.  This  area  varied  in  size  from  2 to  4 inches 
in  diameter  but  continued  to  act  as  a “trigger- 
point”  for  pain  radiating  down  the  arm  and  up 
into  the  shoulder  and  neck.  In  association  with 
this  pain  and  the  consequent  immobilization  of 
the  extremity,  the  shoulder  became  “frozen”  and 
atrophied,  marked  and  variable  color  changes  and 
edema  occurred  in  the  wrist  and  hand,  and  the 
skin  of  the  fingers  simulated  scleroderma.  No 
treatment  could  be  instituted  except  after  the  re- 
lief of  pain  from  the  use  of  procaine  iontophoresis 
in  the  region  of  the  tender  plaque  in  the  upper 
am.  The  symptoms  and  disability  improved  grad- 
ually over  a period  of  5 months  but  the  patient  was 
left  with  a hand  which  suggests  a “causalgic”  type 
of  change  after  some  acute  injury. 

Such  a history  emphasizes  the  futility  of 
an  attempt  to  list  or  summarize  ah  possible 
causes  of  upper  extremity  pain  which  are 
associated  with  obiective  changes.  It  also 
shows  that  a combination  of  joint  swelling, 
bone  changes  and  vasomotor  disturbances, 
together  with  very  severe  pain,  can  occur  in 
the  absence  of  any  apparent  injury  to  an 
extremity  and  without  indications  of  any 
central  or  visceral  lesion. 

However,  the  need  for  a practical  ap- 
proach to  the  problems  of  the  clinic  justifies 
an  attempt  to  separate  the  usual  conditions 
seen,  even  if  the  descriptive  criteria  mean 
that  groups  merge  into  one  another. 

The  first  group,  because  of  its  frequency 
and  importance,  should  be  that  of  arthritis 
in  the  narrow  sense,  in  which  true  joint  or 
synovial  involvement  occurs.  Here,  as  in 
arthritis  in  other  areas,  the  important  dis- 
tinction is  between  the  serious  disease, 

♦Read  before  Annual  Convention  Nebraska  State  Medical 
Association.  May  5,  1948. 
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rheumatoid  arthritis,  with  symmetrical,  gen- 
eral involvement  of  the  joints,  and  systemic 
disturbances,  and  the  nuisance  of  tender  or 
disfiguring  Heberden’s  nodes.  The  acute, 
unilateral  involvement  of  a thumb  or  knuckle 
joint  may  be  gout  or  “palindromic”  rheum- 
atism ; and  of  a wrist  or  elbow  may  be  gout, 
gonorrheal  arthritis  or  acute  rheumatic 
fever,  but  the  possibility  of  rheumatoid  dis- 
ease cannot  be  discarded  until  another  pat- 
tern has  been  demonstrated. 

The  second  group  of  painful  conditions  is 
at  the  other  extreme,  that  of  diffuse 
changes  in  circulation  and  sweating  typi- 
fied by  Raynaud’s  disease  and  bv  cases  of 
diffuse  scleroderma  in  which  Raynaud’s 
phenomenon  is  a prominent  feature.  It 
should  be  remembered  that  ice  water  mav 
be  too  cold  to  produce  the  temperature  ef- 
fects of  which  these  patients  comolain  and 
that  the  true  Raynaud’s  phenomenon  de- 
velops with  immersion  in  water  at  about 
10°C.  These  cases  need  complete  evaluation, 
often  with  the  help  of  a neuropsychiatrist, 
and  may  be  aided  by  the  newer  drugs,  (Ety- 
mon, Priscol)  or  may  require  sympathetic 
surgery. 

The  intermediate  group  of  conditions,  in 
which  autonomic  nervous  system  manifes- 
tations may  be  associated  with  joint  distur- 
bances, is  now  of  great  interest.  One  part 
of  this  group,  following  injury  to  the  ex- 
tremity, has  been  responsible  for  disappoint- 
ing surgical  results  in  spite  of  excellent  tech- 
nic and  care. 

These  cases  are  often  associated  with  in- 
jury to  the  median  nerve  and  represent  the 
classical  Causalgia  of  Weir  Mitchell,  but 
may  follow  minor  injuries  or  infections  in 
the  forms  now  being  discussed  as  Sudek’s 
Atrophy.  In  the  latter  cases  the  process 
tends  to  subside  after  6 months  to  two 
years,  leaving  deformities  and  osteoporosis 
dependent  on  the  severity  and  duration  of 
the  active  process.  Some  cases  are  refract- 
ory, but  sympathetic  blocks  and  procaine 
infiltrations  have  been  shown  to  give  re- 
lief of  pain  and  to  shorten  the  period  of  dis- 
ability. 

A second  part  of  this  intermediate  and 
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often  confusing  group  comprises  patients 
who  show  changes  similar  to  those  following 
injury  although  no  local  trauma  occurred. 
Severe  manifestations  occur  in  the  upper 
extremity  following  cerebral  accidents  but 
have  received  little  attention.  Recently 
there  has  been  interest  in  the  fact  that  sim- 
ilar events  may  follow  cardiac  infarction  or 
the  onset  of  Parkinsonism,  and  several  in- 
stances have  been  reported  where  no  pre- 
liminary event  had  occurred. 

While  these  changes  in  the  arm  and  hand 
are  variable,  they  are  not  the  distinctive 
ones  of  the  common  and  important  types 
of  arthritis.  The  “Shoulder-hand  syn- 
drome” pursues  a characteristic  course  and 
subsides.  No  tendency  to  involvement  of 
other  portions  of  the  locomotor  apparatus 
has  been  observed  and  there  are  no  evi- 
dences of  the  systemic  depletion  found  in 
rheumatoid  arthritis.  The  residual  disabil- 
ity is  recalcitrant  to  treatment  and  may  be 
permanent  but  often  improves  and  is  never 
progressive.  The  hand,  and  the  shoulder 
joint  on  the  same  side,  are  involved,  con- 
currently or  in  close  sequence,  but  the  el- 
bows are  always  spared  even  when  both 
shoulders  and  both  hands  are  involved. 

The  disturbance  in  the  shoulder  is  similar 
to  that  in  many  other  patients  suffering 
from  painful  disability  of  the  joint  and  de- 
posits of  calcium  in  the  soft  tissues  around 
the  shoulder  are  not  usually  found. 

The  changes  in  the  hands  are  more  dis- 
tinctive and  do  not  resemble  those  seen  in 
the  common  forms  of  arthritis.  In  the  ear- 
lier stages  there  is  a uniform  swelling  which 
includes  the  palms  and  is  diffuse  in 
the  fingers,  without  enlargement  of  any 
joint  except  the  metacarpo-phalangeal  areas, 
which  may  be  “puffy”  in  appearance.  Swell- 
ing of  the  dorsum  of  the  hands  is  not  ex- 
treme and  there  are  no  points  of  tenderness ; 
stiffness  and  limitation  of  motion  are  the 
chief  complaints.  A “burning”  sensation  is 
common,  and  redness,  pallor  or  cyanosis  may 
be  apparent  or  may  be  described  by  the 
patient.  The  period  of  swelling  lasts  from 
three  to  six  months.  As  the  swelling  sub- 
sides, the  more  permanent  changes  appear. 
These  have  been  described  as  “sclerodac- 
tylia” in  the  fingers  and  as  Dupuytrem’s 
contracture  of  the  palms,  and  may  occur  in 
patients  where  no  disability  of  the  shoulder 
has  been  recorded. 

In  addition  to  these  three  groups  where 


an  analysis  of  the  true  nature  of  changes 
in  the  hand  is  important,  there  are  two 
other  types  of  painful  affection  of  the  arm. 

A fourth  problem  is  that  of  the  painful 
shoulder.  Here,  it  appears  that  there  is  no 
agreement  as  to  descriptive  terminology  or 
on  treatment  and  that  the  causative  factors 
of  the  conditions  seen  are  either  completely 
mysterious  or  very  poorly  understood.  Dr. 
Baker  will  need  to  describe  the  conditions 
he  treats  by  orthopedic  methods,  and  his 
descriptions  are  the  only  ones  of  value. 
Only  the  surgeon  can  combine  clinical 
and  operative  findings  well  enough  to 
venture  an  anatomic  diagnosis.  It  should 
be  pointed  out  here  that  the  physician’s 
findings  in  the  shoulder  are  entirely  with 
relation  to  functional  capacity  and  subjec- 
tive complaints,  and  that  involvement  of 
these  areas  cannot  be  used  in  favor  of,  or 
against,  the  presence  of  rheumatoid  ar- 
thritis. 

However,  not  all  of  the  painful  affections 
of  this  type  fit  into  our  present  criteria  for 
surgical  intervention  and  a careful  study  of 
patients  having  less  disabling  symptoms 
may  be  rewarding.  Many  mild  and  incom- 
plete forms  of  the  “scalenus  anticus  syn- 
drome” are  due  to  acquired  defects  of  pos- 
ture and  can  be  helped  by  corrective  mea- 
sures. Since  these  measures  also  correct 
hyperextension  of  the  cervical  spine,  one 
can  sometimes  give  symptomatic  relief  with- 
out knowing  the  source  of  the  disturbance. 

In  summary  of  this  portion  of  the  dis- 
cussion ; it  is  important  to  recognize  Rheum- 
atoid Arthritis,  Scleroderma  and  other  mani- 
festations of  visceral  or  systemic  diseases 
which  manifest  themselves  in  the  upper  ex- 
tremity and  cause  pain.  Since  only  a minor 
proportion  of  complaints  are  due  to  these 
diseases  it  is  equally  important  to  be  famil- 
iar with  the  many  other  causes  of  painful 
disability  of  the  upper  extremity,  especially 
those  associated  with  abnormal  posture, 
central  and  peripheral  nerve  disturbances 
and  painful  intrinsic  disabilities  of  the 
shoulder. 


READ  YOUR  JOURNAL  CARE- 
FULLY AND  KEEP  YOURSELF  IN- 
FORMED ON  WHAT  IS  GOING  ON. 


32 


ANNOUNCEMENTS 


Nebr.  S.  M.  Jour. 
January,  1949 


The  Nebraska  State 
Medical  Journal 

Published  Monthly  by  The  Nebraska  State  Medical  Association 
Federal  Securities  Building,  Lincoln,  Nebraska 

HERMAN  M.  JAHR,  M.D.,  Editor Omaha 

No.  3,  Mezzanine,  Medical  Arts  Building 

M.  C.  SMITH,  Business  Manager Lincoln 

416  Federal  Securities  Building,  Tel.  2-2625 

COMMITTEE  ON  JOURNAL  AND  PUBLICATION 
W.  H.  Heine,  Chairman Fremont 


F.  W.  Niehaus Omaha 

J.  C.  Thompson Lincoln 


R.  B.  Adams,  Ex  Officio Lincoln 

Subscription  $2.50  Per  Year.  Single  Copies  35c  Each 

The  Publication  Board  does  not  assume  responsi- 
bility for  opinions  expressed  in  original  articles  pub- 
lished in  this  Journal. 

Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original,  not  the  carbon,  submitted. 

Reprints  should  be  ordered  from  the  printer,  The 
Huse  Publishing  Co.,  Norfolk,  Nebraska. 

Entered  at  the  Post  Office  at  Norfolk,  Nebraska, 
as  second  class  matter. 


Vol.  34  January  No.  1 


THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


The  Annual  Meeting  of  the  Sioux  Valley 
Association  will  be  held  at  the  Hotel  Cata- 
ract, Sioux  Falls,  South  Dakota,  on  January 
25,  26,  27,  1949.  The  meeting  will  be  of  pri- 
mary interest  to  the  general  practitioner. 
All  physicians  are  welcome. 


POSTGRADUATE  COURSE  IN 
ENDOCRINOLOGY 

The  Postgraduate  Committee  of  the  Association 
for  the  Study  of  Internal  Secretions,  under  author- 
ity of  its  council,  announces  a course  of  lectures 
and  demonstrations  in  Clinical  Endocrinology  to 
be  held  in  Oklahoma  City  at  the  Skirvin  Hotel, 
February  1 to  26,  1949,  inclusive. 

The  faculty  will  consist  of  prominent  investi- 
gators and  clinical  endocrinologists  in  the  various 
branches  of  the  medical  sciences,  gathered  from 
the  United  States  and  Canada. 

This  course  will  be  a practical  one  of  interest 
and  value  to  both  the  General  Practitioner  and 
the  Specialist. 

A fee  of  $100  will  be  charged  for  the  entire 
course  and  the  attendance  will  be  limited  to  100. 
Registration  will  be  in  order  of  checks  received. 
Should  there  be  an  insufficient  number  of  appli- 
cants to  warrant  the  course,  the  registration  fee 
will  be  immediately  refunded  in  full. 

Please  forward  application  on  your  letterhead, 
together  with  checks  payable  to  the  Association 
for  the  Study  of  Internal  Secretions,  to  Henry 
H.  Turner,  M.D.,  Chairman  of  the  Postgraduate 
Committee,  1200  North  Walker  Street,  Oklahoma 
City  3,  Oklahoma. 

Due  to  other  meetings  being  held  in  Oklahoma 
City  at  the  time  of  this  assembly,  satisfactoi-y 
hotel  accommodations  will  be  difficult  to  procure 
on  short  notice;  therefore,  it  is  suggested  that 
applicants  make  their  reservations  early,  directly 
with  hotels  of  their  choice.  Some  of  the  better 
downtown  hotels  in  Oklahoma  City,  listed  accord- 
ing to  their  proximity  to  the  Skirvin  are:  Skirvin 
Tower,  Huckins,  Wells-Robert,  Biltmore  and  Black. 


AMERICAN  COLLEGE  OF  SURGEONS 
ANNOUNCES  1949  SECTIONAL 
MEETING  SCHEDULE 

The  American  College  of  Surgeons  announces 
that  six  2-day  Sectional  Meetings  will  be  held  be- 
tween January  7 and  April  13,  1949,  for  physicians 
and  surgeons,  and  professional  personnel  of  hos- 
pitals. A seventh  meeting  to  be  held  in  the  West 
the  latter  part  of  April  will  be  announced  later. 
The  latest  developments  in  medical  science  and  in 
hospital  service  will  be  presented  at  each  meeting. 
The  schedule  follows: 

January  7-8 — Edgewater  Park,  Mississippi  (Edgewater  Gulf 
Hotel ) . 

January  14-15 — Houston,  Texas  (Rice  Hotel). 

February  11-12 — Kansas  City,  Missouri  (Hotel  President). 

March  15-16 — Washington,  D.  C.  (Statler  Hotel). 

March  21-22 — Buffalo,  New  York  (Statler  Hotel). 

April  12-13 — Edmonton,  Alberta  (MacDonald  Hotel). 
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Conferences  for  the  hospital  personnel  and  for 
the  medical  groups  will  run  concurrently.  A joint 
meeting  of  the  two  groups  will  open  at  8:30  a.m. 
each  day  with  the  showing  of  medical  motion 
pictures,  followed  by  separate  sessions  at  10:00 
a.m.  Luncheons  for  the  physicians  and  surgeons 
and  for  the  hospital  representatives  at  2:00  o’clock 
will  be  held  for  the  two  groups.  There  will  be 
a dinner  meeting  followed  by  a round  table  con- 
ference on  the  first  evening. 

According  to  Dr.  Dallas  B.  Phemister  of  Chi- 
cago, President  of  the  American  College  of  Sur- 
geons, several  hundred  persons  are  expected  to 
attend  each  of  the  Sectional  meetings.  Prominent 
local  and  visiting  medical  and  hospital  authorities 
will  address  the  sessions. 


ANNOUNCEMENT  OF  POSTGRAD- 
UATE FELLOWSHIPS 

National  Foundation  for  Infantile  Paralysis,  120 
Broadway,  New  York  5,  New  York 

RESEARCH 

Research  fellowships  are  available  in  Virol- 
ogy, Orthopedic  Surgery,  Pediatrics,  Epidem- 
iology, and  Neurology. 

These  fellowships  are  intended  to  empha- 
size (1)  advanced  training  in  the  basic 
sciences  as  they  apply  to  the  particular  spec- 
ialty and  to  research,  and  (2)  experience  in 
research,  which  need  not  be  immediately  re- 
lated to  poliomyelitis. 

Eligibility  requirements:  Doctor  of  Medicine  (or 

when  appropriate,  a degree  of  Doctor  of  Philos- 
ophy); a minimum  of  two  years  of  training  on 
the  residency  level  in  the  specialized  field;  pre- 
sentation of  an  appropriate  program  of  study  and 
investigation;  United  States  citizenship;  sound 
health,  as  attested  by  a physical  examination. 

PHYSICAL  MEDICINE 

Clinical  fellowships  are  available  to  physi- 
cians who  wish  to  prepare  for  eligibility  for 
certification  by  the  American  Board  of  Phy- 
sical Medicine. 

Eligibility  requirements:  Graduation  from  a 

Class  A school  of  medicine;  completion  of  rotating 
internship  of  not  less  than  one  year  in  a hospital 
approved  by  the  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Association; 
license  to  practice  medicine  in  one  or  more  states; 
citizenship  in  the  United  States;  sound  health,  as 
attested  by  a physical  examination;  age  limit:  40. 

PUBLIC  HEALTH 

Fellowships  are  available  to  physicians  for 
one  year  of  postgraduate  study  leading  to 
a Master  of  Public  Health  degree  at  a school 
of  public  health  approved  by  the  American 
Public  Health  Association. 

Eligibility  requirements:  Graduation  from  a 

Class  A school  of  medicine;  completion  of  an  in- 


ternship of  not  less  than  one  year  in  a hospital 
approved  by  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Associ- 
ation; license  to  practice  medicine  in  one  or  more 
states;  citizenship  in  the  United  States;  sound 
health,  as  attested  by  a physical  examination. 

Application  may  be  made  to  the  National 
Foundation  for  Infantile  Paralysis,  120 
Broadway,  New  York  5,  New  York,  at  any 
time  during  the  year.  Selection  of  candi- 
dates will  be  made  on  a competitive  basis  by 
committees  composed  of  specialists  in  each 
field.  Awards  are  based  on  the  individual 
need  of  each  applicant. 
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The  Becton,  Dickinson  & Co.,  of  Ruther- 
ford, N.  J.,  is  building  a plant  in  Columbus, 
Nebr.,  to  manufacture  surgical  instruments. 
According  to  newspaper  reports  the  ultimate 
payroll  will  exceed  one  million  dollars  a year. 


The  family  doctor  of  the  year  chosen  at 
the  interim  session  of  the  American  Medical 
Association  in  St.  Louis  in  December  is  Dr. 
William  Lowry  Pressly  of  Due  West,  S.  C. 
Dr.  Pressly  has  practiced  medicine  in  his  lo- 
cality for  thirty-two  years.  He  is  said  to 
have  worn  out  22  Model  T Fords  and  deliv- 
ered some  4,200  babies  since  starting  to  prac- 
tice. Due  West  has  a population  of  2,250. 


Dr.  G.  E.  Charlton,  superintendent  of  Nor- 
folk State  Hospital,  rejected  the  plan  made 
by  Senator  Callan  that  temporary  housing 
such  as  has  been  erected  at  the  University 
and  normal  schools  to  be  used  to  care  for 
backlog  of  mental  patients  awaiting  entrance 
to  state  hospitals.  Among  problems  point- 
ed out  by  Dr.  Charlton,  housing  is  only  one 
of  the  serious  handicaps  under  which  the 
hospitals  for  the  mentally  sick  are  now  suf- 
fering. Thus,  he  stated,  “While  the  present 
levy  for  a ten  year  building  program  is  laud- 
able, it  extends  over  too  long  a period.  Our 
need  is  immediate  and  we  should  be  building 
several  tims  as  fast  for  the  next  three  years 
at  last.  Many  buildings  have  been  condemn- 
ed by  the  state  fire  marshal,  and  we  need 
quarters  to  house  patients  now  in  these 
buildings.”  Even  more  serious  is  the  fact 
that  the  hospitals  are  now  working  on  budg- 
ets prepared  two  years  ago,  and  as  a result 
the  present  cost  of  living  and  operation  of 
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the  institutions  were  not  considered,  Dr. 
Charlton  states. 


Colonel  Herbert  C.  Gibner,  former  surgeon 
of  7th  Service  Command,  died  in  Letterman 
Hospital  in  San  Francisco  in  November. 
Colonel  Gibner  was  stationed  in  Omaha  from 
1940  to  1944. 

According  to  newspaper  reports,  The  Ne- 
braska County  Welfare  Directors  Associ- 
ation went  on  record  on  December  7 opposing 
compulsory  medical  insurance.  A resolution, 
according  to  this  report,  was  brought  in  to 
approve  congressional  action  on  compulsory 
health  insurance. 

The  Association,  however,  urged  immedi- 
ate action  on  public  social  security  to  cover 
all  persons,  and  also  increased  benefits  under 
low  cost  rental  housing,  expansion  of  age 
and  survivors  insurance,  expansion  of  state 
unemployment  program  to  cover  payment  to 
those  unemployed  because  of  illness,  and 
establishment  of  one  over-all  assistance  pro- 
gram to  replace  the  present  several  cate- 
goried  plan. 


Dr.  Warren  Thompson  was  installed  as 
president  of  the  Omaha  Mid-West  Clinical 
Society  in  December,  succeeding  Dr.  Roy 
Fonts.  Other  officers  elected  were  Dr.  Louis 
E.  Moon,  president-elect,  Dr.  J.  D.  McCarthy, 
counselor;  Dr.  Donald  J.  Wilson,  secretary- 
director,  and  Dr.  J.  B.  Christensen,  assistant 
secretary-director.  Drs.  Payson  S.  Adams, 
Earl  A.  Connolly,  Roy  Fouts  and  E.  L.  Mac- 
Quiddy  were  elected  to  the  Executive  Com- 
mittee. Committee  chairmen  are  as  follows: 

Dr.  M.  C.  Andersen  and  Dr.  Clifford  H.  Hansen, 
medicine;  Dr.  Frank  R.  Barta,  neurology;  Dr.  J. 
Dewey  Bisgard  and  Dr.  John  E.  Courtney,  surgery; 
Dr.  John  J.  Freymann,  gynecology  and  obstetrics; 
Dr.  Frank  J.  Klabenes,  eye-ear-nose-throat;  Dr. 
Leroy  W.  Lee,  genito-urinary;  Dr.  Clyde  Moore, 
pediatrics;  Dr.  Ralph  C.  Moore,  radiology;  Dr.  A. 
S.  Rubnitz,  basic  sciences,  and  Dr.  C.  H.  Waters, 
Jr.,  orthopedic  surgery. 


Dr  A.  L.  Miller,  representative  from  the 
12th  district  of  Nebraska  issued  a press  re- 
lease in  Washington  that  he  planned  to  in- 
troduce a bill  early  in  January  calling  for 
cabinet-rank  department  of  health  devoted  to 
preventive  medicine  exclusively.  The  main 
purpose  of  the  bill,  according  to  Dr.  Miller, 
will  be  to  put  all  government  health  activi- 
ties under  one  umbrella.  At  the  present 
time  some  twenty-two  agencies  on  the  fed- 
eral level  are  concerned  with  health  matters. 


We  now  have  an  opportunity  to  help 
launch  a forceful,  coordinated  attack  on  the 
rheumatic  diseases  through  the  new  Arthri- 
tis and  Rheumatism  Foundation.  According 
to  the  offices  plans  for  a $2,000,000  cam- 
paign have  been  received  with  enthusiasm 
by  professional  and  lay  leaders.  The  Journal 
of  the  American  Medical  Association  has 
given  editorial  support.  The  National  Re- 
search Council  is  helping  to  plan  the  research 
program. 

To  improve  the  professional  standards  of  manu- 
facturers of  artificial  limbs  and  braces,  and  the 
fitters  employed  by  such  firms,  an  American  Board 
for  Certification  has  been  established  here  with 
headquarters  at  Washington. 

Three  orthopedic  surgeons  and  four  leaders  in 
the  orthopedic  appliance  industry  constitute  the 
national  board  which  will  grant  certification.  The 
orthopedic  surgeons  are  Dr.  Rufus  Alldredge,  New 
Orleans,  La.;  Dr.  Henry  H.  Kesler,  Newark,  N.  J.; 
and  Dr.  Atha  Thomas,  Denver,  Colo. 


ARMY  SEEKS  CIVILIAN  DOCTORS 
FOR  PANAMA 

Permanent  appointments,  in  the  Civil  Service, 
for  physicians  now  exist  in  the  Panama  Canal 
Medical  Service,  Major  General  Raymond  W.  Bliss, 
the  Army  Surgeon  General,  reported  today  . 

Salaries  range  from  $5,599  to  $7,794,  with  free 
transportation  to  the  Canal  Zone  provided  for 
physicians,  their  families  and  household  goods. 
Return  transportation  is  provided  upon  completion 
of  a minimum  of  one  year’s  service.  In  addition, 
doctors  who  receive  appointments  get  two  months 
paid  vacation  (including  time  lost  by  illness)  and 
reduced  fares  on  Panama  Canal  passenger  vessels. 

Physicians  who  desire  experience  in  a tropical 
country  under  standard  American  living  conditions 
may  avail  themselves  of  an  unusual  opportunity 
for  broad  general  and  tropical  medical  training 
in  Central  America. 

Requirements  for  positions  paying  $5,599  to 

$G,540  are:  Graduation  from  an  approved  medical 

school;  license  to  practice  medicine  in  a state; 
ability  to  pass  a standard  physical  examination; 
completion  of  one  year  internship  in  a hospital 
approved  by  the  American  Medical  Association. 

Requirements  for  positions  paying  $6,540  to 

$7,794  are  the  same  except  that  a minimum  of 
three  years  of  post-internship  experience  is  re- 
quired. 

Medical  officers  accepted  under  the  program 
will  serve  as  physicians  in  out-patient  treatment 
centers  maintained  by  the  Health  Department  of 
The  Panama  Canal  in  populous  areas  of  the  Canal 
Zone.  All  centers,  whether  large  or  small,  are 
adequately  staffed  by  graduate  nurses  and  pharm- 
acists. 

Out-patient  and  dispensary  sendee  of  The  Pan- 
ama Canal  is  backed  up  by  world-famous  Gorgas 
General  Hospital  and  by  a smaller  general  hos- 
pital at  Colon.  A hospital  for  the  insane  and  in- 
digent and  a modern  leper  colony  complete  the 
hospital  organizations  of  the  Canal  Zone. 
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Living  conditions  there,  it  is  reported,  are  com- 
parable to  those  in  a small  town  in  the  United 
States,  except  for  a fully  tropical  climate  and  the 
fact  that  food,  clothing  and  certain  other  neces- 
sities are  obtained  through  government  commis- 
saries. 

Housing  is  assured  for  physicians  and  at  rentals 
considerably  less  than  in  cities  in  the  States,  The 
Surgeon  General  stated,  and  there  is  easy  access 
to  shops  and  markets  in  the  terminal  cities  of 
Panama  and  Colon. 

Well  established  churches  of  the  Catholic,  Prot- 
estant and  Jewish  faiths  are  present,  as  well  as 
lodges  and  fraternal  orders  in  the  Canal  Zone. 
The  public  school  system  is  fully  American  in 
type  and  is  exceptionally  well-staffed.  There  is 
a four-year  fully  accredited  high  school  in  Cristo- 
bal and  in  Balboa,  as  well  as  a Junior  College 
in  the  latter  city.  Excellent  libraries,  movies,  golf, 
swimming,  hunting  and  fishing  are  available,  and 
good  highways  give  access  to  the  interior  of 
Panama. 

Physicians  who  are  interested  in  a position  as 
medical  officer  in  the  Panama  Canal  Zone  should 
communicate  with  Chief  of  Office,  The  Panama 
Canal,  Washington,  D.  C.  Applications  also  may 
be  submitted  to  the  U.  S.  Civil  Service  Commis- 
sion, Washington,  D.  C. 


A.M.A.  NEWS 

The  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Associ- 
ation and  the  Association  of  American  Medi- 
cal Colleges  will  sponsor  a joint  survey  of 
medical  education,  beginning  January  1, 
1949. 

Members  of  the  committee  of  seven  appointed 
to  conduct  the  survey  and  publish  a report  of  its 
findings  are:  Chairman,  Dr.  Alan  Valentine, 

President,  University  of  Rochester,  Rochester,  N. 
Y.;  Dr.  Arthur  C.  Bachmeyer,  Associate  Dean, 
University  of  Chicago  School  of  Medicine,  Chicago; 
Dr.  Herman  G.  Weiskotten,  Dean,  Syracuse  Uni- 
versity College  of  Medicine,  Syracuse,  N.  Y.;  Dr. 
Joseph  C.  Hinsey,  Dean,  Cornell  University  Medi- 
cal College,  New  York;  Dr.  Victor  Johnson,  Direc- 
tor, Mayo  Foundation  for  Medical  Education  and 
Research,  Rochester,  Minn.;  Dr.  Dean  F.  Smiley, 
Secretary,  Association  of  American  Medical  Col- 
leges, Chicago,  and  Dr.  Donald  G.  Anderson,  Sec- 
retary, Council  on  Medical  Education  and  Hos- 
pitals, American  Medical  Association,  Chicago. 

The  survey  will  extend  over  a period  of 
three  years. 

The  committee  stated  that  the  objectives 
of  the  study  are  to  evaluate  the  present  pro- 
grams and  determine  the  future  responsi- 
bilities of  medical  education  in  its  broadest 
aspects  for  the  purpose  of: 

1.  Improving  medical  education  to  better  meet 
the  overall  needs  of  the  American  people  for  the 
prevention  of  disease,  the  restoration  as  far  as 
possible  to  health  of  all  those  who  have  suffered 


ill  health  or  injury,  and  for  the  maintenance  of 
the  best  standards  of  physical  and  mental  health 
of  all  the  people. 

2.  Assessing  the  degree  to  which  medical 
schools  are  meeting  the  needs  of  the  country  for 
physicians. 

3.  Promoting  the  advancement  of  knowledge 
in  the  field  of  medical  science. 

4.  Better  informing  the  public  concerning  the 
nature,  content,  and  purposes  of  medical  education. 

Two  similar  surveys  in  the  past  40  years  resulted 
in  profound  improvements  in  the  quality  of  medical 
education  in  the  United  States. 


In  a memorandum  sent  last  week  to  all 
state  directors  for  guidance  of  the  3,657 
draft  boards,  Maj.  Gen.  Lewis  B.  Hershey, 
Selective  Service  Director  in  Washington, 
recommended  deferment  of  medical  students 
to  assure  the  nation  an  adequate  supply  of 
physicians,  dentists  and  “other  medical  prac- 
titioners.” 

The  policy,  it  was  said,  is  designed  to  main- 
tain the  current  level  of  graduates  from  the 
professional  schools  in  medicine,  dentistry, 
veterinary  medicine  and  osteopathy.  The 
policy  affects  44,000  students  in  medical  pro- 
fessional schools  or  in  pre-professional 
schools. 

Similar  policies  and  procedures  will  be 
established  for  scientific  students. 

The  deferment  policies  on  medical  and 
scientific  students  are  entirely  advisory  and 
are  not  binding  upon  the  local  draft  boards, 
which  decide  the  deferments  on  the  meiits 
of  each  individual  case. 


SPEED  UP  MAILING  OF  A.M.A.  JOURNALS 

Installation  of  a new  mailing  machine,  which 
can  address  nearly  9,000  A.M.A.  Journals  an  hour, 
has  been  installed  in  A.M.A.  headquarters  and 
will  speed  up  considerably  the  delivery  of  copies 
of  The  Journal  to  doctors  all  over  the  United 
States. 

Ernest  Booth,  superintendent  of  production,  ex- 
plained that  the  new  machine,  manned  by  eight 
to  10  men,  will  make  it  possible  to  mail  all  jour- 
nals within  the  week  they  are  printed.  In  the 
past,  the  addressing  of  140,000  copies  of  The 
Journal  was  done  by  hand,  the  mailing  job  carry- 
ing over  into  the  second  week.  This  delay  has 
now  been  eliminated. 

Milton  Zinn,  foreman  of  the  mailing  department 
who  worked  out  many  of  the  mailing  innovations, 
said  that  Journal  mailings  are  now  bulked  accord- 
ing to  railroad  depots.  All  Journals,  for  example, 
going  to  cities  served  by  the  Northwestern  rail- 
road are  delivered  to  the  Northwestern  depot  at 
the  same  time.  He  said  there  were  six  major 
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depots  in  Chicago  and  that  Journal  mailings  to 
nearly  every  city,  town  and  village  in  the  United 
States  branch  out  from  these  stations. 

The  American  Medical  Association  and  the 
Association  of  American  Medical  Colleges 
last  week  granted  full  approval  to  the  Chi- 
cago Medical  School. 

The  recognition  gives  Chicago  five  approv- 
ed medical  schools,  an  equal  number  with 
New  York  City. 

Announcement  of  the  approval  was  made 
at  White  Sulphur  Springs,  Va.,  where  the 
A.A.M.C.  was  holding  its  annual  meeting. 
The  Council  on  Medical  Education  and  Hos- 
pitals of  the  A.M.A.  met  simultaneously  to 
take  action  on  the  Chicago  Medical  School. 
A joint  statement  said: 

“The  Chicago  Medical  School  now  offers 
an  educational  program  that  meets  the 
standards  for  an  approved  medical  school. 
Therefore,  the  school  is  now  included  on  the 
list  of  approved  medical  colleges  and  hos- 
pitals of  the  A.M.A.  and  is  admitted  to  mem- 
bership in  the  A.A.M.C. 

“This  action  applies  to  all  students  now  en- 
rolled in  the  regular  four  year  course  at  the 
school.” 

Established  in  1912,  Chicago  Medical 
School  was  created  from  the  merger  of  the 
Chicago  Hospital  College  of  Medicine  and 
Jenner  Medical  School.  It  is  chartered  by 
the  state  of  Illinois  as  a university  on  a non- 
profit basis  and  is  affiliated  with  Mount 
Sinai  Hospital  and  other  hospitals  in  Chi- 
cago. 

John  J.  Sheinin,  who  was  graduated  from 
Northwestern  University  Medical  School  in 
1932,  is  dean  of  the  school,  which  has  a staff 
of  250  and  nearly  300  students. 

Other  approved  medical  schools  in  Chi- 
cago are  those  of  the  University  of  Chicago, 
Northwestern  University,  and  the  Univer- 
sity of  Illinois,  and  the  Stritch  School 
of  Medicine  of  Loyola  University. 


The  National  Conference  on  Medical 
Service  will  be  held  in  the  Palmer  House  in 
Chicago,  February  6,  1949.  All  members  of 
The  Nebraska  State  Medical  Association  are 
invited  to  attend. 


WOMAN'S  AUXILIARY 


Mrs.  C.  W.  Guildner  was  named  to  head 
the  Women’s  Auxiliary  of  the  Adams  County 
Medical  Society  for  the  coming  year,  at  a 
business  meeting  held  Wednesday  evening, 
December  1.  Mrs.  D.  W.  Kingsley  will  serve 
as  vice-president  and  Mrs.  0.  A.  Kostal  as 
secretary-treasurer. 

The  meeting  was  held  at  the  Hastings 
State  Hospital  following  a dinner  attended 
by  both  the  auxiliary  and  the  medical  so- 
ciety. 

Other  business  of  the  auxiliary,  whose 
meeting  was  conducted  by  Mrs.  A.  E.  Har- 
rington, was  the  donation  of  money  to  help 
buy  Christmas  gifts  for  state  hospital  pa- 
tients who  might  not  otherwise  be  remem- 
bered. 

The  two  groups  rejoined,  following  their 
business  sessions,  for  the  showing  of  “The 
Sea  of  Grass.” 

MRS.  LEE  WALLACE  RORK, 
Publicity  Chairman. 


The  women  of  Scottsbluff  Medical  Aux- 
iliary met  at  the  Gering  Hotel  for  dinner, 
November  18,  and  then  adjourned  to  the  new 
Nurses’  Home  in  Gering  for  the  meeting.  A 
tour  of  inspection  was  conducted  by  the 
Nurses’  Alumnae  group  who  later  served  re- 
freshments to  the  doctors  and  their  wives. 
A discussion  of  socialized  medicine  and  re- 
ports of  the  State  meeting  were  the  features 
of  the  program. 

MRS.  STUART  P.  WILEY. 

Publicity  Chairman. 


CORRECTION 

Mrs.  C.  K.  Elliott,  2757  Woodsdale,  Lin- 
coln is  President  of  Lancaster  County  Medi- 
cal Auxiliary,  and  not  Mrs.  M.  A.  Wood,  as 
was  previously  indicated.  I regret  any  in- 
convenience that  this  error  may  have  caused. 

MRS.  W.  A.  MUEHLIG. 

State  Publicity  Chairman. 


The  December  meeting  of  the  Omaha 
Douglas  County  Medical  Auxiliary  was  a 
Christmas  luncheon  held  at  the  Blackstone 
Hotel,  Tuesday,  December  14.  About  fifty 
members  attended  and  we  were  delighted 
to  have  as  our  guest  our  State  President, 
Mrs.  P.  0.  Marvel. 


Volume  34 
Number  1 


DIVISION  OF  HOSPITALS 


37 


A Board  meeting,  held  immediately  pre- 
ceding the  general  meeting,  made  the  fol- 
lowing four  recommendations  which  were  ac- 
cepted by  the  group: 

1.  To  accept  and  work  for  the  objectives 
for  the  whole  state  which  were  set  forth  by 
Mrs.  Marvel  and  which  include  an  increased 
membership,  subscription  to  and  study  of, 
Hygeia,  development  of  a legislative  con- 
sciousness, familiarity  with  the  Blue  Shield 
and  Blue  Cross  plans,  better  public  relations 
and  closer  social  relationships  within  our 
own  groups. 

2.  To  donate  $176.32  which  has  accrued 
in  our  Children’s  Hospital  Fund,  to  that  or- 
ganization so  that  they  may  purchase  now 
some  urgently  needed  piece  of  equipment. 

3.  To  give  $10  to  the  Interclub  Council 
to  apply  toward  a station  wagon  which  they 
wish  to  purchase  in  connection  with  the 
work  of  the  Omaha  Handicapped  League. 

4.  To  supply  each  member  of  Douglas 
County  Medical  Auxiliary  with  a revised 
printed  copy  of  the  constitution  of  said  or- 
ganization. 

Mrs.  Marvel  spoke  to  us  briefly  on  the  ob- 
jectives and  also  urged  each  one  to  read  and 
study  the  Ewing  and  Brookings  reports. 

The  concluding  part  of  the  program  was  a 
series  of  three  dramatic  readings  given  by 
Mrs.  Frances  McChesney  Key,  which  thor- 
oughly delighted  us  all. 

MRS.  WILBUR  A.  MUEHLIG, 
State  Publicity  Chairman. 


DIVISION  OF  HOSPITALS 

THE  MODERN  HOSPITAL 

The  time  spent  in  planning  the  functional 
arrangement  of  a modern  hospital  is  many 
times  that  required  to  draw  the  plans  for  the 
actual  structure  once  this  internal  organiza- 
tion is  determined.  In  several  instances  the 
method  of  operating  a hospital  has  brought 
about  extensive  changes  in  the  exterior  ap- 
pearance of  the  building  itself.  This  is  as 
it  should  be.  A hospital  is  a concept  of  serv- 
ice, not  just  a building.  We  go  to  our  mod- 
ern hospitals  to  receive  medical  and  nursing 
care  according  to  our  needs ; therefore,  the 
room  we  occupy,  while  pleasant  and  com- 
fortable, may  be  the  least  important  of  the 
facilities  available  for  use  in  our  behalf. 

Death  cannot  be  denied  but  it  is  being  de- 


ferred longer  and  longer.  Not  only  are  we 
living  longer,  but  the  hospital  is  a potent 
weapon  in  the  battle  for  raising  the  level  of 
community  health.  Preventive  medicine,  as 
well  as  curative  medicine,  is  a part  of  the 
hospital  practice.  The  facilities  provided  in 
a modern  hospital  are  the  “tools”  the  modern 
physician  uses  in  his  practice.  The  hospital 
provides  tools  and  the  doctor  uses  them. 

The  minimum  standards  generally  accept- 
ed for  patient  rooms  are  100  square  feet  of 
floor  space  for  a single  bed  and  approximate- 
ly 80  square  feet  per  bed  in  semi-private 
rooms  and  wards.  And  yet  in  many  of  our 
smaller  hospitals,  the  total  floor  area  is  more 
than  600  square  feet  per  bed.  Where  is  this 
difference  used?  If  we  study  the  organiza- 
tion and  arrangement  of  the  area  of  a hos- 
pital of  approximately  50  beds,  we  would  find 
that  about  6.3%  is  used  in  office  area;  that 
about  28.3%  is  used  in  nursing  service,  that 
is  bedrooms,  utility  rooms,  etc. 

Approximately  6%  goes  to  provide  x-ray, 
laboratory,  physical  therapy,  and  pharmacy 
facilities.  Your  operating  suite  and  the  ob- 
stetrical suite  take  up  about  10%  ; the  emer- 
gency department  uses  about  1.2% ; the 
nursery  occupies  about  1.6%.  The  dietary 
department,  which  must  be  capable  of  pro- 
viding not  only  general  but  special  diets,  oc- 
cupies on  the  average  of  6.9%.  General  stor- 
age requires  approximately  3.8%  laundry 
and  housekeeping  about  41/2%  ; mechanical 
about  3.3% ; and  employees’  locker  rooms 
slightly  more  than  2%.  This  leaves  a bal- 
ance of  25+%  for  general  circulation  area 
such  as  corridors,  entrance  ways,  and  other 
such  connecting  areas  between  working  parts 
of  the  building  itself. 

Thus  we  find  that  the  total  area  used  in 
the  diagnosis  and  treatment  of  our  various 
ills  occupies  well  over  1/6  the  total  floor  area 
of  such  hospital.  Not  only  is  this  consider- 
able area  designated  for  service  to  all  pa- 
tients, but  it  must  be  so  arranged  that  the 
nursing  staff  can  perform  its  duties  with 
the  least  amount  of  effort  or  conflict  be- 
tween the  various  units  concerned.  The  hos- 
pital must  be  designed  so  as  to  present  a 
highly  developed  and  coordinated  organiza- 
tion where  every  staff  person  has  his  own 
particular  function  in  the  general  scheme  of 
things,  to  protect  the  interest  of  the  patient. 

It  is  recognized  that  no  two  communities 
are  alike  and  that  this  being  the  case,  each 
one  has  its  own  particular  problems.  There- 
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fore,  any  hospital  should  be  designed  to  meet 
the  specific  needs  of  the  community  it  is  in- 
tended to  serve.  This  requires  a complete 
survey  of  such  community  as  to  its  needs, 
resources,  potential  staff  available,  ability  to 
maintain  and  operate  over  a long  period  of 
time,  and  many  other  factors  which  will  af- 
fect the  institution.  Being  on,  or  adjacent 
to,  a heavily  traveled  highway  may  mean 
that  the  hospital  will  be  required  to  care  for 
many  accidents.  Being  in  the  midst  of  a 
rural  farm  area  also  will  mean  that  the  hos- 
pital may  have  a number  of  farm  accidents 
or  injuries  with  which  to  contend.  But  what- 
ever the  community  needs,  the  hospital  must 
be  designed  so  that  it  can  provide  such  serv- 
ice every  hour  of  every  day  or  night. 

VERN  A.  PANGBORN, 

Director  of  Hospitals, 

Nebraska  State  Health  Dept. 


KNOW  YOUR 
BLUE  SHIELD  PLAN 


The  A.M.A.  Seal  of  Acceptance  has  again  been 
awarded  to  Nebraska’s  Blue  Shield  Plan  (Nebraska 
Medical  Service). 

R.  L.  Sensenich,  A.M.A.  president  says:  “There 

is  no  reason  why  an  expanded  voluntary  system 
wouldn’t  work.  The  public  would  be  financially 
better  off  and  the  quality  of  medical  care  would 
be  far  better  than  that  which  would  follow  the 
introduction  of  politics  into  medicine.” 

Please  keep  in  mind  that  there  is  a six-month 
waiting  period  for  the  nine  conditions  listed  on 
page  24  of  the  booklet  of  instructions  to  Partici- 
pating Physicians.  These  conditions  apply  to  sur- 
gery of  the  head,  gastro-intestinal  tract  and  gyne- 
cological surgery,  as  listed. 

At  the  December  14  meeting  of  the  Omaha-Doug- 
las  County  Medical  Society,  the  following  reso- 
lution was  passed  unanimously:  “Be  it  resolved 

that  the  Omaha-Douglas  County  Medical  Society 
expresses  a vote  of  confidence  and  approval  in 
the  policies,  development  and  operation  of  the 
Nebraska  Medical  Service  to  date.” 


TEN  COMMANDMENTS  OF  PREPAYMENT 

I.  Thou  shalt  not  allow  the  quality  of  medical 
service  to  the  individual  American  ever  to  de- 
teriorate behind  the  curtain  of  prepayment. 

II.  Thou  shalt  not  take  a fee  for  service  from 
the  prepayment  plan  fund  and  then  add  an  extra 
extreme  bill  thereto  to  the  patient  merely  because 
you  can  get  away  with  it. 

III.  Thou  shalt  not  disparage  the  voluntary 
prepayment  system,  for  American  medicine  is  com- 
mitted to  this  method  of  easing  the  financial  bur- 
den of  sickness. 


IV.  Thou  shalt  not  oversell  prepayment — it 
is  only  one  of  the  several  elements  available  to 
assist  individuals  in  the  pursuit  of  health,  and  is 
only  one  answer  to  the  federal  control  of  medi- 
cine. There  dre  many  others  as  can  be  seen  from 
the  Ten  Point  National  Health  Program  of  the 
A.M.A. 

V.  Thou  shalt  not  damn  prepayment  with  faint 
praise. 

VI.  Thou  shalt  readily  admit  some  imperfections 
inherent  in  prepayment.  At  the  same  time,  thou 
shalt  indicate  that  the  voluntary  and  experimental 
nature  of  prepayment  plans  constitute  a great 
measure  of  their  strength. 

VII.  Thou  shalt  do  everything  possible  to  help 
maintain  actuarily  correct  data,  and  as  a partici- 
pating physician  thou  shalt  willingly  provide  neces- 
sary information  which  will  enable  prepayment 
plans  to  keep  necessary  records. 

\ III.  Thou  shalt  abide  by  the  decisions  of  the 
majority  in  your  society  and  publicly  support  the 
prepayment  plan  adopted  and  do  your  utmost  to 
make  it  work. 

IX.  Thou  shalt  not,  however,  become  a pre- 
payment “cultist,”  stating  that  one  particular 
type  of  prepayment  system  is  the  only  correct 
method  and  that  all  other  approaches  are  wrong. 

X.  Thou  shalt  continue  as  an  American  physi- 
cian to  stress  the  dignity  of  the  individual  and  the 
fact  that  one’s  health  is  much  more  the  concern 
of  the  individual  than  it  is  the  concern  of  any 
political  unit  of  society  and  shall  continue  all 
individuals  to  assume  their  proper  share  of  this 
responsibility. 

THOMAS  HENDRICKS, 

Council  on  Medical  Service. 

American  Medical  Association. 


REPORT  OF  EXECUTIVE  DIRECTOR  OF 
OF  NEBRASKA  MEDICAL  SERVICE 

CASH  RECEIPTS  AND  DISBURSEMENTS 
Novemebr  30,  1948 


Cash  on  hand,  November  1,  1948 $ 76,420.98 

Receipts : 

From  dues  - $ 59,201.98 

From  enrollment  fees 1,296.00 

Taxes  deducted  from  salaries 40.10 

Interest,  U.  S.  Bonds 125.00  60,663.08 

$137,084.06 

Disbursements : 

Claims  paid  $ 35,210.50 

Administrative  Expense — 

Reg.  $5,030.72  ; Adv. 

Campaign  $308.42  5,339.14 

Professional  fees,  E.K.M 125.00 

Office  salaries  250.00 

Medical  Director  100.00 

Attorney  100.00 

Advertising  15.00 

Printing  and  stationery 597.35 

Home  office  travel  and  expense 223.06 

Hospital  records  8.00 

Collection  expense  5.00 

Refunds  92.00 

Dues  50.66 

Taxes  paid  150.64  42,266.45 


Cash  on  hand,  November  30.  1948 $ 94,817.61 

Bank  Balances.  November  30,  1948 — 

Packers  National  Bank.  Omaha $ 91.670.45 

First  National  Bank.  Omaha 1.147.16 

Continental  National  Bank,  Lincoln 2,000.00 


S 94,817.61 

BALANCE  SHEET 
November  30,  1948 


Assets : 

Cash  in  banks $ 94.817.61 

Premiums  in  process  of  collection 6,434.98 
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U.  S.  Bonds  (cost  plus  accrued 

interest)  99,421.00  200,673.59 

Liabilities : 

Accounts  payable.  Blue  Cross $ 6,955.62 

Accounts  payable,  monthly  invoices 80.38 

Accrued  payroll  taxes 85.20 

Claims  payable — 

Unreported  27,000.00 

Pending  2,250.00 

Contingent  5,000.00 

Accrued  audit  expense 250.00 

Unearned  premiums  56,873.88 


$ 98,495.08 

Reserve  for  Maternity  Care 5,000.00 

Reserve  for  Public  Relations  Campaign..  1,000.00 
Unassigned  Surplus  96,178.51  $200,673.59 


INCOME  AND  EXPENSE 
November  30,  1948 


Month  of 
November 

Income : 

From  dues  $ 52,636.00 

From  enrollment  fees 1,296.00 

Interest.  U.  S.  Bonds 125.00 


11  Months 
to  Date 


$454,308.55 

12,584.00 

427.09 


Claims  $ 35,506.50 

Administrative  expense— 

Regular  6,472.04 

Adv.  Campaign  483.58 

Professional  fees  125.00 

Office  salaries  250.00 

Medical  Director  100.00 

Attorney  100.00 

Auditing  125.00 

Advertising  12.50 

Stationery  

Printing  48.88 

Home  office  expense 223.06 

Collection  expense  5.00 

Taxes  and  licenses 153.14 

Dues  50.66 

Postage  

Miscellaneous  19.00 

Insurance  


Interest  on  surplus  notes. 


$467,319.64 

$338,101.75 

53,396.12 

3,264.77 

1.375.00 

2.750.00 

1.100.00 
1,100.00 

1.400.00 
515.28 
731.20 

3,842.89 

2,192.42 

278.25 

209.14 

450.90 

1.600.00 

165.00 

122.00 
837.07 


$ 43,674.36  $413,431.79 


Net  Gain— Year,  1948  $ 10,382.64  $ 53,887.85 

Administrative  Expense  

Additional  payment,  prior  years 4,500.00 


Net  addition  to  reserves 


$ 10,382.64 


$ 49,387.85 


MEMBERSHIP  SUMMARY— NOVEMBER,  1948 


Membership — November 

1,  1948  . 

Sub- 
scribers 
. _26,028 

De- 

pendents 

36,179 

Total 

62,207 

Additions 

Less  terminations 

Net  Gain 

Membership — December 

1.  1948 

1,442 

533 

. _ 909 

26,937 

37,442 

64,379 

Groups  enrolled  during  November 58 

Groups  cancelled  during  November 11 

Number  of  active  groups,  December  1,  1948 1,586 


NOVEMBER  ENROLLMENT  BY  COUNTY 


Adams 

- - 35 

Lincoln 

14 

9 

5 

4 

14 

3 

. 10 

84 

5 

6 

2 

Clay 

2 

Pawnee 

i 

Colfax 

7 

Perkins 

17 

Custer 

3 

Phelps  - _ 

_ 7 

22 

_ 30 

2 

Polk 

_ 22 

Dodge 

7 

Red  Willow 

3 

„ _ 445 

3 

_ 50 

1 

Furnas 

_ _ - ii 

2 

Gage 

5 

11 

Hall  

49 

Scotts  Bluff 

66 

Hamilton 

___  11 

12 

Hitchcock 

1 

1 

4 

51 

Johnson 

1 

1 

Kearney 

14 

Washington 

i 

Keith 

2 

38 

Lancaster 

342 

York 

6 

CASE  REPORT 

November, 

1948 

Number  of 

cases  paid 

837 

Number  of 

services  rendered 

978 

Females 

613 

Males 

- _ 365 

Subscribers 

344 

Dependents 

634 

Type  of  Service 

Number  PerCent 

Amt.  Paid 

Per  Cent 

Appendectomies 

64 

6.54% 

$ 6,325.00 

17.96% 

Gynecologv 

60 

6.13%  / 

5.107.50 

14.51% 

( )bstetrics 

95 

9.72% 

4.685.00 

13.30% 

Tonsillectomies 

_ 122 

12.47% 

4,237.50 

12.03% 

Orthopedics 

70 

7.17% 

2,704.00 

7.68% 

Medical 

117 

11.96% 

2,564.50 

7.28% 

General  Surgery 

30 

3.07% 

2,325.00 

6.60% 

Minor  Surgery 

-_148 

15.13% 

1,353.00 

3.48% 

X-rays 

139 

14.21% 

1,134.50 

3.22% 

Herniotomies 

_ 11 

1.12% 

1,100.00 

3.13% 

Gall  Bladders 

7 

• 72% 

1.050.00 

2.98% 

Hemorrhoids 

17 

1.74% 

830.00 

2.36% 

Nose  and  Throat 

_ 13 

1.33% 

515.00 

1.46% 

Radiation  Therapy  _ 

8 

• 82% 

515.00 

1.46% 

Urology  _ . 

14 

1.43% 

390.00 

1.11% 

Pathology 

38 

3.88% 

147.00 

• 42% 

Ane  .thesia 

10 

1.02% 

85.00 

■ 24% 

Eye 

8 

.82% 

75.00 

■ 22% 

Transfusions 

7 

.72% 

70.00 

• 20% 

978 

100.00% 

$35,213.00 

100.00% 

Adjustments 

2.50 

Amount  of  cases  in 

$35,210.50 

process  of  settlement 

$2,250.00 

Average  cost  per  case  for 

November 

42.07 

Number  per  thousand  receiving  benefits 
during  November 

14 

HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ing, Omaha. 


Dr.  C.  R.  Brott  of  Beatrice  took  a week’s  train- 
ing in  orthopedics  in  Oklahoma  City. 

Dr.  E.  S.  Wegner  of  Lincoln  announces  the 
association  with  him  of  Dr.  A.  Kendall  Brown. 

Dr.  R.  P.  Luce  of  Fairbury  attended  the  inter- 
national medical  assembly  in  Cleveland  last  No- 
vember. 

Dr.  C.  C.  Barr  who  had  left  Tilden  in  September 
to  move  to  California  has  returned  to  Nebraska 
where  he  will  continue  his  practice  in  Tilden. 

Succeeding  Dr.  Edward  Gerin  in  the  Lincoln 
Health  Department  is  Dr.  M.  P.  Broslma,  a Uni- 
versity of  Nebraska  Medical  College  graduate  of 
1943.  ' 

Dr.  J.  C.  Kildebeck  who  was  laid  up  for  several 
weeks  as  a result  of  injuries  received  in  an  auto- 
mobile accident  while  visiting  in  Nebraska,  has 
returned  to  South  Gate,  California. 

Dr.  Donald  B.  Steenburg  of  Aurora  suffered 
a broken  right  leg  in  December  when  he  slipped 
on  the  ice  as  he  started  to  his  car  from  the 
Aurora  hospital.  We  sympathize  with  Dr.  Steen- 
burg inasmuch  as  this  is  the  second  fracture  he 
sustained  within  less  than  a year. 

Businessmen  paid  honor  to  Dr.  Frank  Jensen, 
longtime  Newman  Grove  doctor,  who  is  retiring 
from  his  medical  practice. 

Dr.  Jensen  came  to  Newman  Grove  in  1904 
after  serving  for  a year  and  a half  at  Boone  upon 
completion  of  his  medical  course  at  the  University 
of  Nebraska. 

During  his  44  years  of  practice  here,  Dr.  Jensen 
estimates  that  he  has  assisted  in  the  delivery  of 
over  3,500  babies. 

Dr.  and  Mrs.  Jensen  plan  to  reside  in  Cali- 
fornia where  their  son,  Russell,  is  located,  and 
their  daughter,  Frances,  is  attending  the  Uni- 
versity of  Redlands. 
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DEATHS 

Allen  Harrison  Hostetter,  M.D.,  Douglas.  Born 
in  Indiana  in  1858,  taught  school  for  two  years 
then  studied  medicine  with  Dr.  M.  H.  Bounell  of 
Lebanon,  Ind.,  later  graduated  from  College  of 
Physicians  and  Surgeons  in  Indianapolis,  and  in 
1886  received  his  M.D.  degree  from  Rush  Medical 
College  in  Chicago.  The  same  year  he  located  in 
Palmyra,  Neb.  A few  years  later  he  moved  to 
Douglas  where  he  remained  in  practice  until  about 
a year  ayo  when  he  retired  because  of  illness, 
Dr!  Hostetter  is  described  as  a typical  country 
doctor,  who  before  the  advent  of  automobiles, 
used  to  keep  as  many  as  three  fast  teams,  driv- 
ing them  as  much  as  85  miles  in  one  day  answer- 
ing his  calls.  When  in  1936  the  Nebraska  City 
Rotary  Club  honored  him  as  Otoe  county’s  “man 
of  the  year,”  it  was  said  that  he  had  brought 
nearly  2,000  babies  into  the  world  in  the  50  years 
he  had  been  physician  in  Otoe  county.  He  died 
in  Lincoln  December  4,  1948.  Surviving  are  his 
wife  and  four  daughters. 


Robert  F.  McLean,  M.D.,  Gibbon.  Born  in  Can- 
ada in  1883,  graduated  from  University  of  Western 
Ontario  Medical  School,  London,  in  1906.  He  came 
to  Gibbon,  Nebraska,  in  1906  for  the  purpose  of 
relieving  Dr.  McRae  during  vacation,  but  he  re- 
mained in  practice  in  Gibbon  when  Dr.  McRae 
retired.  Dr.  McLean  was  active  in  religious  and 
fraternal  organizations  and  was  preemently  de- 
voted to  serving  the  community  as  the  typical 
family  doctor.  He  died  November  25,  1948;  burial 
in  California.  Surviving  are  his  wife,  two  daugh- 
ters and  a son,  all  living  in  California. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
Mezzanine  No.  3,  Medical  Arts  Building,  Omaha. 


The  Six  County  Medical  Society  met  in  Norfolk 
December  2,  1948,  dinner  at  6 o’clock.  The  program 
was  as  follows:  “Common  Problems  of  Diseases 

of  the  Eye,”  by  Dr.  George  Alliband,  “Deafness 
in  Children,”  by  Dr.  F.  J.  Klabenes,  Omaha;  Dr. 
J.  E.  M.  Thomson,  president  of  the  Nebraska 
State  Medical  Association,  talked  about  his  ex- 
periences in  Europe.  The  meeting  was  in  charge 
of  Dr.  R.  H.  Kohtz,  Bloomfield. 


The  Tri-County  Medical  Society  met  at  the 
Yancey  Hotel,  Grand  Island,  on  December  8,  1948. 
The  speaker  was  Dr.  Morris  Margolin  of  Omaha, 
president  of  the  West  Central  Diabetes  Association. 
The  meeting  was  held  in  honor  of  Diabetes  week, 
and  was  open  to  the  public. 

The  new  officers  of  the  Adams  County  Medical 
Society  are  as  follows:  President,  G.  Paul  Charl- 

ton, M.D.,  Hastings,  Nebraska;  Vice  President, 
Milton  Anderson,  M.D.,  Ingleside,  Nebraska;  Sec- 
retary-Treasurer, A.  E.  Harrington,  M.D.,  Hastings, 
Nebraska. 

Our  congratulations  to  Dr.  Harry  Benson  of  Oak- 
land, secretary  of  the  Burt  County  Medical  Society. 
Dr.  Benson  collected  and  forwarded  to  the  State 
Association,  the  1949  dues  of  every  member  of  his 
Society,  before  the  middle  of  December. 


PSYCHOSOMATIC  MEDICINE  VALUABLE 

People  whose  emotions  make  them  ill  can  be 
helped  by  psychosomatic  treatment,  according  to 
three  New  York  physicians. 

Wi’iting  in  the  November  27th  isssue  of  The 
Journal  of  the  American  Medical  Association,  Her- 
bert S.  Ripley,  M.D.,  Stewart  Wolf,  M.D.,  and 
Harold  G.  Wolff,  M.D.,  of  the  New  York  Hospital 
and  the  Departments  of  Medicine  and  Psychiatry, 
Cornell  University  Medical  College,  report  on  a 
study  of  690  patients. 

Ranging  in  age  from  5 to  69  years,  the  patients 
suffered  from  such  conditions  as  migraine  head- 
aches, bronchial  asthma,  skin  disease,  peptic  ulcer, 
and  high  blood  pressure,  which  the  physicians  be- 
lieved were  “biologic  reactions  of  defense”  against 
problems  and  situations  in  their  lives. 

One  out  of  five  in  the  group  secured  fundamental 
and  lasting  improvement  from  an  average  of  only 
9 hours  of  treatment,  and  more  than  half  secured 
some  relief. 

This  type  of  patient  constitutes  an  urgent  prob- 
lem, the  writers  point  out.  Other  authorities  claim 
that  at  least  half  the  patients  seen  in  physicians’ 
offices  today  are  estimated  to  be  suffering  from 
diseases  caused  or  aggravated  by  emotional  or 
mental  factors. 

In  addition  to  taking  the  usual  medical  history 
and  making  a thorough  physical  examination,  the 
physicians  studied  patients’  personalities,  noting 
especially  their  family  and  cultural  backgrounds. 
The  state  of  patients’  health  was  correlated  with 
events,  activities,  attitudes,  and  emotional  re- 
sponses. 

To  uncover  emotional  conflicts  and  release  emo- 
tional repressions,  the  physicians  encouraged  pa- 
tients to  talk  about  events  in  their  lives  and  to  in- 
terpret their  dreams.  The  physicians  tried  to  build 
up  feelings  of  security  in  the  patients  and  help 
them  to  establish  healthier  patterns  of  behavior  and 
more  mature  attitudes. 

Interviews  with  members  of  the  patients’  fam- 
ilies led  to  improvement  in  relationships  and  de- 
crease in  anxieties  and  resentments  in  patients’ 
homes.  These  interviews  were  usually  made  by 
the  physicians,  but  social  service  workers  helped 
in  finding  jobs,  arranging  for  convalescent  care, 
and  making  plans  for  children  of  patients. 

Drugs  were  used  to  afford  temporary  relief — to 
tide  patients  over  difficult  periods  in  their  illnesses. 

Success  of  the  treatment  is  attributed  by  the 
physicians  to  building  up  in  the  patients’  faith  in 
themselves  and  engendering  in  patients  the  capacity 
to  recognize  and  deal  with  problems. 

In  an  effort  to  deal  with  adversity,  the  physi- 
cians explain,  people  may  react  in  the  wrong  man- 
ner, which  often  leads  to  organic  illness.  When 
they  abandon  such  inappropriate  behavior  patterns, 
they  can  deal  more  directly  and  constructively  with 
challenges  of  day  to  day  living. 

Confidence  in  and  ability  to  cooperate  with  the 
physicians  were  characteristics  of  patients  who  im- 
proved greatly  and  were  lacking  in  patients  for 
whom  treatment  was  not  successful. 
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EDITORIAL 


WE  SALUTE  THE  UNICAMERAL 
LEGISLATURE 

Early  in  January  the  Nebraska  Unicam- 
eral Legislature  passed  a resolution  petition- 
ing the  Eighty-first  Congress  of  the  United 
States  to  preserve  the  fundamentals  of  free 
enterprise  as  they  relate  to  the  private  prac- 
tice of  medicine.  Whether  this  resolution 
will  have  the  desired  effect  upon  the  Con- 
gress is  not  nearly  as  important  at  the  mo- 
ment as  is  the  motive  of  our  Senators  who 
in  their  statesmanship  appreciate  the  pos- 
sible danger  to  socialization  of  American 
medicine  through  a national  system  of  com- 
pulsory insurance  against  sickness  as  advo- 
cated by  President  Truman  in  his  message 
on  the  State  of  the  Union — January  6. 

Of  particular  interest  to  us  is  the  fact 
that  at  the  time  of  its  introduction  the  reso- 
lution had  eleven  signatures,  the  full  num- 
ber limited  by  law,  and  its  passage  in  the 
Legislature  was  without  a dissenting  vote. 
That  an  important  group  of  men  with  di- 
verse political,  social  and  economic  views 
gave  the  resolution  unanimous  endorsement 
is  indeed  heartening.  It  is  comforting  to 
know  that  in  Nebraska  we  have  a body  of 
law-makers  who  reason  logically  and  are  not 
fearful  of  expressing  their  honest  convic- 
tions against  a philosophy  which  may  prove 
burdensome  to  patient  and  doctor,  and  in- 
evitably result  in  the  deterioration  of  medi- 
cal care. 

We  have  had  the  privilege  on  several  pre- 
vious occasions  to  congratulate  our  Senators 
on  their  wisdom  and  progressiveness.  At 
this  time  we  again  commend  them,  not  only 
for  their  faith  in  the  American  system  of 


free  enterprise,  but  even  more  so  for  their 
eagerness  to  defend  it. 

We  are  proud  of  our  Senators  in  the  Uni- 
cameral Legislature. 

The  resolution  follows: 

LEGISLATURE  OF  NEBRASKA 
SIXTY-FIRST  SESSION 


LEGISLATIVE  RESOLUTION  2 
MEMORIALIZING  THE  CONGRESS  OF  THE 
UNITED  STATES  WITH  RESPECT  TO  A NA- 
TIONAL COMPULSORY  SICKNESS  INSURANCE 

PROGRAM 

INTRODUCED  BY  Arthur  Carmody  of  Hitchcock, 
Earl  J.  Lee  of  Dodge,  Lester  H.  Anderson  of 
Hamilton,  Thomas  M.  Davies  of  Lancaster, 
Dwight  W.  Burney  of  Cedar,  John  Adams,  Sr.  of 
Douglas,  William  Hern  of  Dawes,  J.  V.  Benesch  of 
Douglas,  William  J.  Norman  of  Douglas,  Karl  E. 
Vogel  of  Douglas,  Willard  M.  Phelps,  Otto  J. 
Prohs  of  Scotts  Bluff,  C.  R.  Lindgren  of  Franklin, 
O.  H.  Person  of  Saunders,  Louis  A.  Holmes  of 
Hall,  R.  W.  Hill  of  Thayer,  Frank  Nelson  of  Holt, 
Don  E.  Hanna  of  Cherry,  Harry  F.  Burnham  of 
Custer,  George  C.  Weborg  of  Cuming,  John  J. 
Larkin,  Jr.  of  Douglas. 


WHEREAS,  the  American  people  now  enjoy  the 
highest  level  of  health,  the  best  standards  of  sci- 
entific medical  care  and  the  finest  medical  institu- 
tions ever  attained  by  any  major  country  in  the 
world;  and 

WHEREAS,  these  accomplishments  of  American 
medicine  are  the  results  of  a free  people  working 
under  a system  of  free  enterprise;  and 

WHEREAS,  the  experience  of  all  countries  where 
government  has  assumed  control  of  medical  care 
has  been  a progressive  deterioration  of  medical 
standards  and  medical  care,  to  the  detriment  of  the 
health  of  the  people; 

NOW,  THEREFORE,  BE  IT  RESOLVED  BY 
THE  MEMBERS  OF  THE  NEBRASKA  LEGISLA- 
TURE IN  SIXTY-FIRST  SESSION  ASSEMBLED: 

1.  That  the  Legislature  of  the  State  of  Nebras- 
ka respectfully  request  the  Congress  of  the  United 
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States  to  refrain  from  imposing  upon  the  citizens 
of  this  nation  any  form  of  compulsory  insurance,  or 
any  system  of  medical  care  designed  for  national 
bureaucratic  control. 


2.  That  Nebraska  Senators  and  Representatives 
now  in  the  Congress  of  the  United  States  be  and  are 
hereby  respectfully  requested  to  use  every  effort  at 
their  command  to  prevent  the  enactment  of  such 
legislation. 


3.  That  copies  of  this  resolution  be  transmitted 
by  the  Clerk  of  the  Legislature  to  the  President  of 
the  United  States,  the  presiding  officer  of  the  United 
States  Senate,  the  United  States  House  of  Repre- 
sentatives and  to  each  Senator  and  Congiessman 


from  Nebraska. 


CHARLES  J.  WARNER, 
President  of  the  Legislature. 


I,  Hugo  F.  Srb,  hereby  certify  that  the  above  is 
a true  and  correct  copy  of  Legislative  Resolution  2, 
which  was  passed  by  the  Legislature  of  Nebiaska  in 
Sixty-first  regular  session  on  the  tenth  day  of  Jan- 


uary, 1949. 


HUGO  F.  SRB, 

Clerk  of  the  Legislature. 


LUCIEN  STARK,  M.D.,  1882-1949 

Dr.  Lucien  Stark  of  Norfolk,  died  Tuesday, 
January  11,  1949.  To  most  of  the  leadeis 
of  this  Journal,  Dr.  Stark  was  not  only  a 
progressive  country  doctor,  but  an  integial 
part  of  the  Nebraska  State  Medical  Associa- 
tion, a staunch  believer  in,  and  an  active 
fighter  for  organized  medicine.  Frank  and 
fearless,  Lucien,  as  most  of  us  knew  him, 
never  missed  an  opportunity  to  expiess  his 
views  on  the  affairs  of  the  Association. 
Whether  in  the  Council  or  in  the  House  of 
Delegates  his  presence  always  added  inteiest 
and  color  to  the  deliberations.  He  had  a de- 
lightful sense  of  humor,  with,  a raie  talent 
for  wit  and  entertainment. 

Doctor  Stark  honored  the  medical  profes- 
sion, and  the  profession  in  turn  bestowed 
honors  on  him.  He  held  every  office  in 
every  unit  of  the  organization  of  the  state 
and  enjoyed  the  singular  honor  of  being  the 
first  chairman  of  the  section  on  General 
Practice  of  the  American  Medical  Associa- 
tion when  the  section  was  established  in 
1948.  Doctor  Stark  was  also  past  president 
of  the  American  Association  of  Railway 
Surgeons. 

In  the  death  of  Doctor  Stark  the  Nebras- 
ka State  Medical  Association  has  suffered  a 
great  loss.  We  will  miss  Lucien  more  than 
words  can  express. 

PUT  EXTRA  CASH 
INTO  U.  S.  SAVING  BONDS 


PLEASE  SEND  YOUR  AMA 
ASSESSMENT 

By  now  every  physician  in  the  State  has 
received  a request  from  the  American  Medi- 
cal Association  to  send  in  the  $25  assess- 
ment voted  by  the  House  of  Delegates  in  St. 
Louis  early  in  December  of  last  year.  The 
money  is  to  be  collected  by  the  Secretary  of 
each  county  medical  society  and  forwarded 
to  the  office  of  the  State  Association  whence 
it  will  be  sent  to  AMA  headquarters. 

As  stated  previously,  the  plan  is  to  raise 
a fund  for  the  purpose  of  taking  the  prob- 
lems of  the  American  physicians  before  the 
people  of  this  country  by  every  means  of 
communication.  It  is  felt  that  if  and  when 
the  public  becomes  conscious  of  the  achieve- 
ments of  modern  medical  science,  the  truth 
about  present  day  medical  practice,  and  the 
dangers  involved  in  radical  proposals  for  a 
change  in  medical  service,  there  will  be  less 
if  any  likelihood  of  agitation  for  “free” 
medical  care. 

We  maintain  that  $25  is  a very  small  sum 
indeed  to  invest  in  this  project. 

Please  send  your  check  to  your  local  secre- 
tary. 


A possible  explanation  for  the  formation  of  cer- 
tain forms  of  cancer  such  as  aniline  cancer,  was  pre- 
sented by  Dr.  Rudolph  L.  Mayer  of  Ciba  Pharma- 
ceutical Products,  Inc.,  Summit,  New  Jersey  in  a 
talk  before  the  Eightieth  Congress  of  Biological 
Chemistry  at  its  recent  meeting  in  Paris. 

Dr.  Mayer  outlined  the  chemical  changes  which 
he  believes  certain  aromatic  amines  and  azo-dyes 
undergo  within  the  body  with  resulting  abnormal 
cell  proliferations. 

For  example,  an  azo-dye  is  first  transformed  into 
paraphenylenediamine  which  is  then  converted  into 
quinone  diimine.  This  latter  substance,  on  combin- 
ing with  compounds  in  the  body  containing  amino 
or  SH  groups,  is  changed  into  a so-called  “anilido- 
quinone”  capable  of  combining  with  proteins,  it  was 
suggested  by  Dr.  Mayer.  When  the  coupling  takes 
place  with  nucleoproteins  a specific  irritation  is 
established  which  may  lead  to  the  development  of 
atypical  cell  proliferations. 

In  the  course  of  Dr.  Mayer’s  experiments  a new 
method  of  chromosome  staining  was  developed, 
which  is  based  on  the  use  of  quinine  diimine  as  the 
specific  stain.  This  new  method  produces  stable 
preparations  and  may  thus  furnish  a new  tool  for 
the  study  of  chromosomes.  By  changing  the  pH  of 
the  stain,  preparations  of  varying  intensity  and  lo- 
calization may  be  obtained. 

The  title  of  Dr.  Mayer’s  talk  was  “A  New 
Chromosome  Stain  and  Its  Relationship  to  Atypi- 
cal Cell  Proliferation.” 
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THINGS  I WANT  TO  SAY 

My  text  this  month  is,  “Where  do  we  go 
from  here?”  The  President  has  given  Con- 
gress the  MUST,  with  regard  to  compulsory 
health  insurance.  Many  Congressmen  have 
been  outspoken  in  their  favor  of  such  legis- 
lation, and  have  frowned  on  the  A.M.A. 
assessment  as  a move  against  “what  the  peo- 
ple want.”  I was  dumbfounded  to  hear  to- 
day one  of  our  leading  specialists  express  the 
opinion  that  ours  was  a lost  cause;  that 
whatever  the  A.M.A.  did  would  be  wrong; 
and  that  we  might  as  well  face  our  fate.  I 
ask  you,  would  Mr.  Harry  Truman  now  be 
in  the  White  House  if  he  had  accepted  the 
public  opinion  polls,  or  the  advice  of  the 
political  bigwigs,  and  simply  drifted  along 
and  let  the  current  of  sentiment  sweep  him 
away?  His  course  was  quite  the  opposite; 
he  went  to  the  little  people,  the  would-be  op- 
pressed, with  his  human  interest  cause. 
They  listened,  believed,  and  voted. 

What  we  need  in  the  preservation  of  free 
enterprise  in  medicine  is  a voice  that  can 
speak  the  tongue  of  the  common  man,  to 
show  the  willingness  of  the  medical  profes- 
sion to  give  to  every  living  soul  the  best  in 
medical  care  and  protection ; to  tell  the 
truth  about  what  the  cost  will  be  of  a politi- 
cal medicine  setup;  what  a large  additional 
per  cent  will  be  deducted  from  their  weekly 
pay  envelope;  the  limitations  thrown  around 
the  health  service ; what  a tremendous  over- 


head in  clerks,  red  tape  and  administration 
will  do  to  their  deduction,  in  leaving  little 
for  actual  medical  care.  Someone  must  viv- 
idly paint  a gallery  of  pictures  that  show 
the  tragedy  of  experiences  with  socialized 
medicine  in  other  countries;  the  lessons  al- 
ready present  in  the  waste  of  hospital  beds 
and  personnel  in  government-operated  hos- 
pitalization (Hoover  report).  Picture  the 
morning  panel  gathered  in  a compulsory  in- 
surance medical  clinic  (like  sick  call  in  the 
Army) . 

The  doctor  calls  out,  “How  many  have  a 
headache?”  They  hold  up  hands.  “All  right, 
go  to  room  3 and  get  your  headache  pills.” 
“Now,  how  many  are  constipated?”  An- 
other group  of  hands  go  up.  “Now  you  peo- 
ple go  to  room  5 for  your  purge.”  Do  the 
American  people  want  that  kind  of  prac- 
tice? 

What  about  the  possibilities  of  exploita- 
tion of  the  patients,  as  practiced  in  some  of 
our  socialized  countries  where  there  have 
been  operations  just  for  the  experience, 
without  regard  for  the  life  or  health  of  the 
patient  ? After  all,  the  patient  is  in  the  hos- 
pital for  treatment.  Why  not  an  extra  oper- 
ation or  so  to  give  the  young  surgeons 
nimbleness  with  the  knife  ? Is  that  what  the 
American  people  want? 

If  we  could  but  get  the  public  with  human 
interest  pictures  of  what  could  happen  under 
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such  a regime,  you  cannot  tell  me  that  every 
thinking  citizen  would  not  fall  to  his  kness 
before  his  Congressman  and  pray  that  he 
vote  against  anything  that  would  place  him 
under  such  influences. 

Painting  pictures  costs  money.  The  thing 
I wonder  is  whether  a $25  assessment  is 
enough  to  even  start  such  an  educational 
program.  I wonder  how  many  million  dol- 
lars Mr.  Ewing  and  the  social  security 
propagandists  have  spent  to  make  their  ap- 
peal of  giving  eradle-to-grave  security  the 
great  political  issue  of  today.  If  taxes  and 
the  payroll  deductions  can  be  diverted  to 
such  education,  it  certainly  behooves  us  as 
free  doctors  to  equal  the  amount  in  re-edu- 
cating the  people  in  the  fundamentals  of 
American  economy  and  future  unfortunate 
possibilities  if  these  are  lost. 

I am  not  “a  voice  crying  in  the  wilder- 
ness.” These  ideas  are  not  new.  The  point 
is,  you  can  sit  back  with  your  defeatist  at- 
titude and  let  the  snow  cover  you,  or  you 
can,  right  in  your  own  community,  among 
your  own  patients,  clubs,  churches,  civic  and 
political  organizations,  tell  the  truth  about 
how  medicine  will  deteriorate  if  this  gov- 
ernment control  program  is  put  into  action. 
When  you  think  of  the  tremendous  expense 
and  waste  in  giving  medical  care  to  the  24 
million  (one-sixth  of  the  population)  what 
would  it  be  when  so  administered  for  145 
million  ? 

Your  wife  can  play  an  important  part  in 
swaying  influence  in  every  sewing  circle, 
bridge  club,  and  P.T.A.  I have  often  said 
that  the  women  really  form  the  first  line  of 
defense.  They  can  have  a tremendous  in- 
fluence — God  bless  them  — so  let  us  have 
their  full  participation  through  their  social 
contacts. 

Where  do  we  go  from  here?  Well,  we 
are  moving  along.  The  A.M.A.  assessment 
starts  the  program  on  the  national  level; 
your  State  Medical  Association  is  starting 
a stiff  program  on  the  commonwealth  level; 
and  you  doctors  and  doctors’  wives  are  in 
the  front  line  trenches  of  your  local  level. 
And  that  is  perhaps  the  most  important 
place  of  all.  Do  not  be  a defeatist.  Get  the 
Harry  Truman  down-to-earth  or  grass-root 
appeal  to  every  patient,  and  mothers’  sons 
and  daughters  for  free  enterprise  in  medi- 
cine. 

Actually,  this  is  an  open  season  on  every- 
thing that  is  not  completely  under  govern- 
ment control.  On  January  4 in  the  Chicago 


Journal  of  Commerce,  Austin  Kiplinger 
writes  in  his  column,  “The  Round  Table,”  on 
“How  Can  Business  Be  Influential  with  the 
Public.”  Yes,  business  has  fallen  out  of  fa- 
vor. Profits  have  become  immoral.  Busi- 
ness operations  are  not  understood.  The 
intensity  of  business  hating  is  increasing. 
It  is  all  a popular  appeal.  Kiplinger  outlines 
several  ways  of  convincing  the  public  about 
business  that  could  well  be  applied  to  our 
cause  in  improving  our  position  with  the 
public : 

1.  Keep  giving  the  best  medical  care  pos- 
sible to  everyone  who  needs  it. 

2.  Take  an  active  part  in  comunity  life 
and  help  in  projects  that  help  all  the  people. 
(Give  and  work). 

3.  See  and  be  seen  in  groups  outside  of 
your  own  (the  workers,  unions,  pensioners, 
and  white  collar  groups). 

4.  Be  open  to  visitors;  have  all  know  your 
office  is  open  to  every  man’s  problem. 

5.  Give  honest  information  to  your  pa- 
tients and  create  an  atmosphere  of  confi- 
dence. 

6.  Gain  the  loyalty  of  your  employees. 

7.  Indulge  unselfishly  in  profit  sharing 
with  your  employees. 

All  of  these  principles  are  good  medicine 
for  industrial  business,  and  I have  merely 
applied  them  to  our  “healing”  business,  the 
first  five  in  particular,  because  they  apply 
not  only  to  our  own  patient  contacts,  but  to 
our  potential  patients.  The  last  two  are  just 
as  important,  even  if  you  employ  one  person, 
as  they  are  to  the  factory  that  employs  hun- 
dreds. 

Get  behind  this  whole  program  of  educa- 
tion from  the  A.M.A.  level,  the  State  level, 
and  your  community  level.  Anyone  can  ac- 
cept defeat,  but  it  takes  “guts”  to  become 
President  when  all  prophesy  defeat,  and  it 
takes  “guts”  and  effort  to  save  our  position 
as  a profession  that  has  the  best  interests 
in  the  health  and  welfare  of  every  living 
soul  at  heart. 

Where  do  we  go  from  here?  Get  under 
way.  Pay  the  A.M.A.  assessment  promptly. 
Pay  your  State  and  County  dues  promptly. 
They  are  cheap  at  ten  times  the  amount  if 
we  can  preserve  the  fundamentals  of  free- 
dom of  action  that  has  been  the  secret  of  our 
advancement.  Do  your  part  in  your  home 
community.  Do  it,  not  tomorrow,  but  be- 
gin todav. 

J.  E.  M.  THOMSON,  M.D. 


Newer  Therapeutic  Trends  in  Cardiovascular 

Disease" 

EDWARD  S.  ORGAIN,  M.D. 

From  the  Duke  University  School  of  Medicine  and  Cardiovascular 
Division  of  Duke  Hospital 
Durham,  North  Carolina 


Major  advances  in  the  field  of  medicine  of 
necessity  progress  slowly  because  of  the  time 
consumed  in  the  initial  laboratory  research, 
the  subsequent  clinical  trials,  and  the  final 
confirmation  of  results  by  independent 
groups  of  investigators.  During  the  past 
few  years  significant  changes  have  been 
made  in  the  management  of  various  prob- 
lems presented  by  cardiovascular  disease. 
Much  relevant  work  has  been  done  in  divers- 
ified experimental  fields.  It  is  my  purpose 
here  to  review  briefly  certain  phases  of  the 
treatment  of  cardiovascular  disease  in  which 
there  has  been  the  most  contemporary  in- 
terest and  the  greatest  progress. 

From  time  immemorial  bed  rest  has  been 
an  honored  method  of  treatment  in  many 
diseases(1),  particularly  those  associated 
with  infection  and  with  acute  tissue  damage. 
The  deleterious  effects  of  prolonged  bed  rest 
have  been  emphasized  by  Harrison,  Levine, 
and  Dock  both  for  congestive  heart  failure 
and  myocardial  infarction.  It  is  pointed  out 
that  the  recumbent  position  favors  the  de- 
velopment of  pulmonary  edema,  peripheral 
venous  thrombosis  with  subsequent  pulmo- 
nary infarction,  and  in  older  subjects  hypo- 
static pneumonia  and  nitrogen  retention. 
In  general  it  is  safe  to  assume  that  the 
judicious  use  of  rest  individualized  to  suit 
the  patient’s  primary  needs,  which  do  not 
remain  static,  is  wiser  than  rigid,  unvarying 
programs  of  rest  for  patients  with  conges- 
tive heart  failure  or  with  myocardial  infarc- 
tion. For  example  in  myocardial  infarction 
the  period  of  bed  rest  has  been  reduced  in 
most  instances  from  two  months  to  four  to 
six  weeks.  Shorter  periods  of  bed  rest  are 
endured  more  easily,  thrombo-embolic  phe- 
nomena are  decreased,  and  no  harm  accrues 
to  the  patient.  More  recently  consideration 
has  been  given  to  the  importance  of  early 
ambulation  in  rheumatic  fever(2>  and  of 
physical  reconditioning  after  the  subsidence 
of  the  infection  in  order  to  prevent  anxiety 
neuroses  and  to  forestall  physical  invalidism. 

Digitalis (3),  since  its  introduction  by 
Withering,  remains  the  most  effective  single 

♦Read  before  Annua]  Convention  Nebraska  State  Medical 
Association,  May  5,  1948. 


therapeutic  agent  in  the  treatment  of  con- 
gestive heart  failure.  While  in  general  the 
oral  administration  of  the  whole  leaf  dig- 
italis is  satisfactory,  well-deserved  interest 
has  been  aroused  in  the  isolation  and  prac- 
tical application  of  the  cardiac  glycosides(4), 
which  in  essence  are  the  potent  active  prin- 
ciples of  the  digitalis  leaf.  The  development 
of  these  purified  preparations  for  clinical 
use  represents  the  most  significant  advance 
in  digitalis  therapy.  They  possess  distinct 
advantages  over  digitalis  leaf,  in  that  they 
may  be  assayed  gravimetrically  rather  than 
biologically,  and  thus  may  be  prescribed 
accurately  in  terms  of  drug  weight,  rather 
than  “cat”  or  digitalis  units.  Oral  and  intra- 
venous digitalization  may  be  accomplished 
more  rapidly  with  the  purified  substances. 
The  most  important  member  of  this  group 
is  digitoxin,  which  possesses  a potency  of 
1,000  times  that  of  digitalis  and  is  the  only 
member  of  the  digitalis  bodies  that  is  com- 
pletely absorbed  when  given  orally;  thus  the 
dosage  required  for  complete  digitalization  is 
identical  whether  the  drug  be  administered 
orally  or  intravenously.  The  entire  digital- 
izing dose  may  be  exhibited  as  a single  dose 
with  little  evidence  of  intoxication(5>,  but 
it  is  preferable  to  divide  this  total  into  two 
equal  portions  given  six  hours  apart.  Be- 
cause digitoxin  is  excreted  slowly,  the  con- 
version from  intravenous  administration  to 
oral  maintenance  may  be  accomplished  with- 
out difficulty.  While  considerable  research 
has  been  devoted  to  a number  of  other 
cardiac  glycosides  (digilanid,  digoxin,  and 
Strophanthin  K),  two  additional  prepar- 
ations have  proved  valuable  for  rapid  intra- 
venous digitalization,  ouabain  (crystalline 
G-Strophanthin)  and  lanatoside  C.  These 
drugs  produce  rapid  action  which  becomes 
maximal  in  two  and  four  hours,  respectively, 
but  the  disadvantage  lies  in  their  rapid  ex- 
cretion. Other  preparations  of  digitalis  are 
more  suitable  for  maintenance  purposes. 

In  spite  of  a considerable  amount  of  re- 
search, the  etiology  of  rheumatic  fever  re- 
mains obscure.  Evidence  has  been  present- 
ed, however,  to  indicate  that  hypersensitiv- 
ity(6)  may  well  underly  the  pathology  of 
rheumatic  fever.  There  is  now  fairly  gen- 
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eral  agreement (7)  that  sensitivity  to  Group 
A hemolytic  streptococci  represents  the  im- 
portant prelude  to  the  development  of  rheu- 
matic ’fever.  It  has  been  demonstrated  that 
the  sulfonamide  drugs  will  prevent  respira- 
tory infections  of  the  hemolytic  strepococcal 
type.  This  in  turn  has  decreased  recur- 
rences of  rheumatic  fever  in  susceptible  sub- 
jects^). The  appearance  of  sulfonamide  re- 
sistant strains  of  streptococci  has  been  the 
inevitable  result  of  such  widespread  sup- 
pressive prophylaxis (9).  Neither  the  sul- 
fonamide drugs  nor  penicillin  have  any  value 
in  the  acute  phase  of  rheumatic  fever ; more- 
over either  drug  may  actually  aggravate  the 
infection.  Following  the  suggestion  of  Co- 
burn(10)  with  reference  to  the  use  of  large 
doses  of  salicylates  in  order  to  suppress  the 
allergic  and  inflammatory  manifestations  of 
rheumatic  fever,  much  work  has  been  done. 
It  would  appear  to  be  the  consensus  that 
large-dose  salicylate  therapy  is  of  value  in 
controlling  the  exudative  phenomena  of  the 
acute  attack,  but  such  therapy  has  little 
influence  in  forestalling  the  disease  process 
nor  does  it  prevent  the  subsequent  develop- 
ment of  cardiac  damage.  No  significant  ad- 
vantage is  gained  by  the  intravenous  over 
the  oral  administration  of  the  drug,  except 
for  more  rapid  action  initially. 

The  greatest  current  achievement  in  the 
medical  treatment  of  heart  disease  has  been 
the  practical  application  of  penicillin  to  the 
therapy  of  bacterial  endocarditis.  This  dis- 
ease, considered  eleven  years  ago  to  be  al- 
most universally  fatal,  was  cured  during  the 
ensuing  few  years  by  various  types  of  sulfo- 
namide therapy  in  5.5%  of  a large  series  of 
patients.  Since  1944  the  prognostic  out- 
look for  bacterial  endocarditis  has  been  com- 
pletely altered  by  antibiotic  therapy.  A re- 
view of  most  of  the  larger  series  of  reported 
cases (11)  reveals  that  of  a total  of  507 
patients  treated  by  penicillin,  342  or  67% 
have  recovered.  The  supplementary  use  of 
an  anticoagulant  whether  heparin  or  dicou- 
marol  has  provided  no  extra  benefit  in  the 
final  therapeutic  result,  and  the  dangers  in- 
herit in  its  use  are  sufficiently  great  to  sug- 
gest its  relinquishment.  The  various  tech- 
niques of  administration  of  penicillin  (con- 
tinuous intravenous  drip,  continuous  intra- 
muscular drip,  intermittent  intramuscular 
injection,  or  varied  combinations  of  the 
above  types)  have  not  demonstrated  any 
individual  superiority.  The  daily  dosage  of 
penicillin  is  of  paramount  importance  and 
depends  theoratically  upon  the  sensitivity  of 


the  organism  to  the  drug.  Preliminary  in 
vitro  sensitivity  tests  therefore  should  be 
performed  in  each  instance  where  laboratory 
assistance  is  available.  Recoveries  are  re- 
ported wherein  the  daily  dose  of  penicillin 
varied  from  as  little  as  40,000  units  to  as 
high  as  10,000,000  or  more  units.  Where 
the  offending  organism  has  been  sensitive, 
200,000  to  500,000  units  of  penicillin  a day 
generally  have  sufficed  to  provide  cure,  but 
when  the  organism  has  been  resistant,  a 
million  or  more  units  per  day  have  been  re- 
quired. It  has  been  suggested  that  the  blood 
penicillin  level  be  maintained  at  from  four 
to  ten  times  the  in  vitro  sensitivity  level. 
In  view  of  the  availability  and  low  cost  of 
penicillin  at  present,  it  seems  reasonable  to 
recommend  that  each  patient  be  given  at 
least  500,000  units  per  day,  and  if  the  or- 
ganism reveals  resistance  in  vitro,  not  less 
than  1,000,000  units  per  day.  If  adequate 
blood  concentrations  cannot  be  attained  with 
penicillin  alone,  the  concomitant  administra- 
tion of  para-amino  hippurate  or  caronamide 
may  aid  in  reaching  the  desired  level.  There 
is  incomplete  agreement  upon  the  duration 
of  treatment.  Advised  schedules  have  dif- 
fered between  extremes  of  two  weeks  and 
two  months  with  general  opinion  favoring 
an  intermediate  course  of  four  to  six  weeks. 
The  fact  that  the  infecting  bacteria  may 
become  increasingly  resistant  to  penicillin 
must  not  be  forgotten  in  the  initial  plan 
of  the  daily  as  well  as  the  total  dosage  of 
the  drug. 

Insufficient  time  has  elapsed  to  evaluate 
the  therapeutic  efficacy  of  penicillin  in  the 
treatment  of  cardiovascular  syphilis ( 12  >,  al- 
though this  antibiotic  has  been  shown  to  be 
effective  in  the  treatment  of  primary  and 
secondary  lues  as  well  as  neurosyphilis.  It 
is  noteworthy  that  reactions  to  treatment 
have  been  relatively  rare,  although  caution 
should  be  observed  for  the  possibility  of 
therapeutic  shock  similar  to  that  following 
arsphenamine. 

Recent  studies(13)  of  fluid  dynamics  in 
congestive  heart  failure  have  served  to  mod- 
ify radically  former  opinions  with  reference 
to  the  importance  of  diet  and  fluid  intake 
in  those  patients  exhibiting  edema(14).  It 
is  now  agreed  that  the  most  important  item 
in  the  dietary  regimen  is  the  content  of 
sodium  for  an  excess  of  the  sodium  salt  leads 
to  fluid  retention.  Sodium  retention  occurs 
in  congestive  heart  failure  presumably  as 
the  result  of  inadequate  blood  flow  through 
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the  kidney.  When  the  sodium  in  the  diet 
is  maintained  at  very  low  levels  (.5  to  1 
gm.),  fluid  restriction  becomes  unnecessary, 
because  large  amounts  of  fluid  are  easily 
tolerated  by  the  patient.  It  is  common  ex- 
perience that  thirst  is  produced  when  fluids 
are  restricted  below  1500  cc.  per  day.  Con- 
trarily  abdominal  discomfort  may  arise  when 
fluids  orally  are  forced  beyond  3000  cc.  per 
day.  It  seems  judicious  therefore  to  allow 
the  patient  a free  fluid  intake  in  order  that 
between  1700  and  2500  cc.  will  be  consumed 
each  day.  This  amount  will  insure  ade- 
quate urinary  excretion.  A more  radical 
concept  in  the  dietary  management  of  edema 
has  been  offered  by  Schemin' 15)  who  pro- 
poses a slightly  acid-ash  diet,  supplemented 
by  ammonium  chloride  and  hydrochloride 
acid  as  well  as  a forced  fluid  regimen  in 
which  3000  to  8000  cc.  of  fluids  are  given 
both  orally  and  parenterally.  The  rationale 
is  based  upon  the  fact  that  an  acidifying 
program  favors  the  excretion  of  sodium 
through  the  kidneys  and  that  water  itself 
is  a useful  diuretic.  While  this  acidifying 
regimen  enjoys  extended  use  now,  the  forced 
fluid  regimen  has  not  been  accepted  very 
generally.  It  has  been  shown  that  sodium 
excretion  does  not  necessarily  parallel  fluid 
excretion'16*.  The  advisability  of  forcing 
fluids  beyond  3000  cc.  daily  may  well  be 
questioned. 

During  the  past  several  years  little  of 
practical  value  has  been  added  to  the  ther- 
apy of  angina  pectoris.  The  introduction 
of  the  antithyroid  drugs,  such  as  thiouracil, 
naturally  suggested  their  use  in  decreasing 
the  metabolic  demands  made  by  the  tis- 
sues upon  the  heart  in  the  hope  that  the 
pain  of  angina  pectoris  might  be  reduced 
by  a chemical  thyroidectomy.  While  enthu- 
siastic results  have  been  reported  by  some, 
it  is  felt  by  others  that  its  principal  utility 
rests  in  the  treatment  of  those  patients 
exhibiting  initially  elevated  metabolisms(17>. 

A new  and  valuable  asset  in  the  therapy 
of  coronary  thrombosis  with  myocardial  in- 
farction is  the  practical  development  of  anti- 
coagulant therapy'18*  in  the  form  of  heparin 
and  dicoumarol.  Interest  in  these  drugs  has 
centered  about  their  value  in  acute  arterial 
and  venous  thrombosis  and  the  accepted 
clinical  fact  that  thromboembolic  phenomena 
are  common  following  myocardial  infarction. 
Since  dicumarol  may  be  administered  orally 
over  extended  periods  of  time  at  low  cost, 
it  has  been  the  drug  of  choice.  Observa- 
tions already  reported  by  Wright'19*,  Peters 


and  his  associates' 20 *,  Nichols  and  Page'21* 
and  others  indicate  that  the  incidence  of 
thromboembolic  phenomena  has  be#en  re- 
duced materially  as  compared  with  previous 
reported  statistics.  No  large  series  of  con- 
trol cases  untreated  by  dicumarol  and  fol- 
lowed concurrently  has  yet  been  reported, 
but  the  preliminary  results  have  been  suf- 
ficiently encouraging  to  warrant  the  rou- 
tine treatment  of  myocardial  infarction  with 
the  anticoagulant  substances.  A new  sur- 
gical method  for  the  treatment  of  coronary 
diseases  has  been  proposed  by  Fauteux(22) 
in  the  form  of  pericoronary  neurectomv  with 
ligation  of  the  great  cardiac  vein.  This  pro- 
cedure is  designed  to  interrupt  surgically 
all  afferent  pain  fibers  arising  from  the 
heart  as  well  as  to  increase  the  blood  supply 
to  the  myocardium.  Too  few  patients  have 
been  submitted  to  this  operative  technique 
to  formulate  an  opinion  of  its  ultimate  use- 
fulness. White  and  Bland'23*  renort  further 
experiences  in  the  surgical  treatment  of 
angina  pectoris  by  the  interruption  of  the 
pathways  of  cardiac  pain  through  chemical 
destruction  of  the  sympathetic  ganglia  or 
by  sympathetic  ganglionectomy  of  the  upoer 
three  thoracic  ganglia.  They  point  out  that 
the  open  surgical  approach  gives  nearlv  ner- 
fect  relief  of  pain  but  cannot  be  used  in 
patients  with  the  most  advanced  forms  of 
coronary  disease.  Paravertebral  block  with 
alcohol,  which  is  safer,  fails  to  provide  ef- 
fective denervation  in  8%  of  patients  and 
is  followed  by  intercostal  neuralgia  in  10%. 
They  suggest  that  this  latter  method  be  re- 
served for  patients  who  are  unfavorable 
surgical  risks.  It  seems  quite  probable  that 
surgical  intervention  should  be  considered 
more  often  in  patients  with  angina  pectoris 
when  adequate  medical  measures  have  failed 
to  control  the  frequency  and  severity  of 
attacks. 

Since  the  ingenious  demonstrations  by 
Goldblatt  and  his  associates  that  hyperten- 
sion in  the  experimental  animal  could  be 
produced  by  renal  ischemia,  an  enormous 
amount  of  investigative  work  has  been  de- 
voted to  the  determination  of  the  under- 
lying mechanisms  and  of  their  possible  re- 
lationship to  primary  or  essential  hyper- 
tension in  man'24*.  The  causal  renal  nressor 
system  which  can  be  demonstrated  in  the  ex- 
perimental animal  has  not  been  shown  to 
exist  in  human  hypertension.  Thus  the  ex- 
perimental observations  have  not  yet  ex- 
plained nor  solved  the  problem  of  the  path- 
ogenesis of  hypertension  in  man.  As  point- 


48 


CARDIOVASCULAR  DISEASE:  ORGAIX 


Nebr.  S.  M.  Jour. 
February,  1949 


ed  out  by  Smith(25),  “So  far  as  the  genesis 
of  essential  hypertension  is  concerned,  the 
kidney  appears  to  be  the  victim  rather  than 
the  culprit.”  The  continued  search  for  kid- 
ney extracts  capable  of  reducing  hyperten- 
sion has  proved  fruitless.  No  new  and  prac- 
tical drugs  have  been  offered  for  the  treat- 
ment of  hypertension.  Such  drugs  as  tet- 
raethylammonium  bromide  and  chloride(26) 
which  produce  blockade  of  the  autonomic 
ganglia  in  man  are  of  limited  value  in  hyper- 
tension, since  their  effects  are  transient  and 
the  principal  benefit  to  be  derived  is  a mod- 
erate reduction  of  blood  pressure  in  the 
acute  hypertensive  state. 

Further  experiences  with  the  rice  regimen 
are  noted  by  Kempner(27)  who  reports  ap- 
proximately 60  to  70%  of  patients  with 
essential  hypertension  improved  by  this 
high-carbohydrate,  low-protein,  low-fat,  re- 
stricted-salt and  fluid  program.  Grollman 
and  his  associates (28)  also  have  reported  the 
efficacy  of  sodium  restriction  in  the  diet  of 
a small  group  of  hypertensive  patients. 
The  rationale(29)  underlying  such  regimens 
is  not  yet  clearly  established,  and  further 
investigation  with  regard  to  the  underlying 
pathologic  physiology  will  be  most  welcome. 

Increasing  interest  has  been  devoted  to 
the  surgical  treatment  of  hypertension  in 
the  past  five  years.  The  main  objective 
of  surgery  has  been  the  abolition  of  vaso- 
constrictor tone  of  the  peripheral  arterioles 
by  surgical  interruption  of  the  efferent  ner- 
vous pathways  mediated  through  the  sympa- 
thetic nervous  system.  Recent  observa- 
tions of  the  results  of  such  surgical  treat- 
ment have  been  reported  by  Peet(3n),  Smith- 
wickf31),  deTakats(32),  Grimson(33),  and  oth- 
ers. Peet  who  employs  a supradiaphrag- 
matic splanchnicectomy  and  lower  dorsal 
ganglionectomy  has  submitted  1,500  patients 
to  this  procedure.  His  report  upon  a series 
of  437  patients  followed  for  periods  varying 
from  5 to  12  years  reveals  a satisfactory 
result  to  have  been  obtained  in  46.7%  of 
the  patients  at  the  end  of  the  five-year 
follow-up  period. 

The  Smith  wick  technique  embodies  a more 
extensive  transdiaphragmatic  splanchnicec- 
tomy and  lumbo-dorsal  sympathectomy  and 
involves  at  mcst  the  removal  of  the  6th 
dorsal  through  the  3rd  lumbar  ganglia,  in- 
clusive. Of  600  patients  undergoing  this 
procedure  60%  have  shown  significant  im- 
provement in  blood  pressure.  The  total 


operative  mortality  was  2.2%.  Surprisingly 
enough,  no  close  correlation  was  observed 
between  the  post-operative  effect  upon  the 
blood  pressure  and  the  grade  of  renal 
arteriolar  damage  measured  by  renal  biopsy 
specimens  taken  at  the  time  of  operation. 
He  concludes  that  an  adequate  surgical  pro- 
cedure upon  the  autonomic  nervous  system 
is  of  definite  therapeutic  value  in  the  man- 
agement of  hypertension,  but  it  is  not  known 
whether  this  effect  is  due  to  a modification 
of  neurogenic  vasoconstriction  or  to  a change 
in  a humoral  mechanism  as  yet  unknown. 

DeTakats  and  others  also  have  reported 
beneficial  results  from  the  Smithwick  pro- 
cedure. The  Grimson  technique  of  near 
total  to  total  paravertebral  sympathectomy 
which  involves  removal  of  the  stellate  gang- 
lia, the  thoracic  chain,  the  celiac  ganglia, 
and  the  1st  and  2nd  lumbar  ganglia  rep- 
resents the  most  extensive  of  all  reported 
techniques.  Satisfactory  results  have  been 
obtained  in  approximately  65%  of  108  pa- 
tients thus  far  summarized,  but  complete 
follow-up  studies  of  the  entire  group  of 
patients  are  not  yet  available.  The  results 
of  a small  series  of  cases,  in  which  the  ex- 
tent of  sympathetic  denervation  is  compar- 
able to  that  of  the  Smithwick  operation,  has 
been  far  less  satisfactory.  It  is  difficult 
to  compare  the  results  of  operative  pro- 
cedures at  present  because  of  various  stand- 
ards used  in  the  selection  and  classifica- 
tion of  patients  initially  and  the  lack  of 
uniform  criteria  for  post-operative  results. 

The  problem  of  selecting  patients  suitable 
for  operation  with  full  assurance  of  satis- 
factory post-operative  results  remains  of 
paramount  importance.  Methods  are  not  yet 
available  which  will  determine  with  accuracy 
the  benefits  to  be  derived  from  sympathetic 
system  surgery.  It  seems  fair  to  state, 
however,  that  the  patient  with  hypertension 
over  50  years  of  age  who  has  significant 
disease  of  the  three  vital  tissues  commonly 
affected  by  hypertension,  the  heart,  brain, 
and  kidney,  should  not  be  submitted  for 
operation,  since  the  mortality  will  be  high 
and  the  benefit  derived  from  operation  lim- 
ited. At  this  stage  of  our  knowledge  no 
final  recommendation  can  be  made  with  re- 
gard to  the  best  type  of  procedure  for  all 
patients,  but  we  agree  with  Grimson  that 
“The  lowering  of  the  blood  pressure  has 
been  directly  proportional  to  the  extent  of 
the  sympathectomy  and  inversely  propor- 
tional to  the  severity  of  the  disease.” 
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From  the  cardiovascular  standpoint  the 
results  of  techniques  devised  for  the  treat- 
ment of  certain  congenital  defects  have  been 
spectacular  indeed.  To  Gross ( 34 Blalock 
and  Taussig ( 35 \ and  Crafoord  and  Nylin ( 36 > 
whose  skill  and  courage  pioneered  these 
achievements,  we  profess  admiration  and 
gratitude. 

The  first  congenital  heart  lesion  cured 
by  surgery  was  that  of  patent  ductus  ar- 
teriosus. The  initial  successful  ligation  was 
performed  by  Gross(34)  in  1939.  The  col- 
lected statistics  of  Shapiro(37)  reveal  that 
643  patients  have  been  operated  upon  for 
patent  ductus  arteriosus  by  forty-six  sep- 
arate surgeons.  In  17  instances  an  error 
in  diagnosis  was  made.  Of  626  patients,  431 
were  treated  by  various  types  of  ligation. 
In  343  uninfected  cases,  the  mortality  rate 
was  4.9%,  and  in  the  remaining  88  who  had 
superimposed  endarteritis  the  mortality  rate 
was  28.4%.  The  overall  mortality  was  5%. 
Recanalization  occurred  in  10%  after  liga- 
tion. One  hundred  and  ninety-five  patients 
had  section  of  the  duct  with  but  three 
deaths.  It  is  believed  that  section  should 
be  done  whenever  possible,  but  if  this  is 
not  feasible,  ligation  should  be  performed. 

In  view  of  the  fact  that  cardiac  efficiency 
is  greatly  impaired  by  the  existence  of  a 
patent  ductus  arteriosus  and  that  surgical 
cure  can  be  effected  with  a minimal  mor- 
tality rate  in  the  hands  of  a skilled  surgeon, 
it  now  seems  wise  to  submit  all  patients 
to  operation  at  a suitable  time.  Gross  con- 
siders the  optimal  age  to  lie  between  3 and 
16  years.  There  is  incomplete  agreement 
with  reference  to  the  treatment  of  the  in- 
fected case;  however,  in  view  of  the  greater 
chance  of  friability  of  the  duct  created  by 
inflammation,  conservative  therapy  with 
the  antibiotic  drugs  had  best  be  carried  out 
first,  with  operation  postponed  to  a later 
and  more  favorable  date. 

The  second  congenital  defect  for  which 
surgical  cure  seems  practical  is  that  of 
coarctation  of  the  aorta.  The  importance 
of  the  condition  lies  in  its  prognosis,  since 
the  average  age  at  death  is  approximately 
35  years,  and  while  occasionally  the  lesion 
is  compatible  with  longer  life,  60%  die 
before  the  41st  year(38).  Initial  experimen- 
tation revealed  the  feasibility  of  excision 
of  segments  of  the  aorta  followed  by  end 
to  end  anastomosis.  The  first  successful  op- 
erations upon  two  patients  were  performed 
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in  October,  1944,  by  Crafoord  and  Nylin(36>. 
Gross (39)  has  reported  his  experience  with 
16  patients  who  were  explored  for  cqarcta- 
tion  of  the  aorta.  In  two  patients  the 
strictured  area  could  not  be  excised.  In 
11  patients  the  constricted  area  of  the  aorta 
was  removed  with  anastomosis  of  the  re- 
maining ends,  and  in  each  instance  hyper- 
tension in  the  upper  extremities  was  com- 
pletely relieved.  There  were  two  fatalities, 
one  from  premature  release  of  the  constric- 
tor clamps  and  the  other  presumably  from 
rupture  of  the  suture  lines  in  a patient  age 
30  who  had  a high  degree  of  sclerosis  of 
the  aorta.  In  the  final  patient  an  adequate 
lumen  could  not  be  established.  The  optimal 
age  for  operation  is  said  to  lie  between 
the  ages  of  6 and  20.  Beyond  the  age 
of  20  to  25  years,  arteriosclerosis  renders 
the  aorta  unsuitable  for  manipulation  and 
suture.  It  now  seems  acceptable,  that  in 
view  of  the  poor  prognosis  of  the  disease 
ultimately,  most,  if  not  all,  young  patients 
in  whom  the  diagnosis  of  coarctation  of 
the  aorta  can  be  established,  certainly  should 
be  given  the  benefit  of  surgery. 

The  third  congenital  lesion  for  which 
operation  offers  palliation  but  not  cure  is 
that  of  pulmonary  stenosis  or  atresia  with  * 
reduction  in  pulmonary  blood  flow.  To 
Blalock  and  Taussig(35b-  40>  must  go  the 
credit  for  the  creation  and  clinical  appli- 
cation of  an  artificial  ductus  to  improve 
pulmonary  blood  flow.  This  operation  gen- 
erally consists  of  the  end  to  side  anastomosis 
of  a subclavian  or  the  innominate  artery 
to  one  of  the  branches  of  the  pulmonary 
artery,  the  latter  depending  upon  whether 
the  aortic  arch  descends  upon  the  right  or 
the  left.  Unsaturation  of  arterial  blood  may 
be  greatly  relieved  as  a result  of  the  arti- 
ficial ductus.  The  congenital  abnormalities 
which  may  expect  to  receive  benefit  from 
this  operation  are  in  the  main  the  tetralogy 
of  Fallot,  pulmonary  atresia  with  or  without 
dextroposition  of  the  aorta  and  with  or 
without  defective  development  of  the  right 
ventricle,  truncus  arteriosus  with  bronchial 
arteries,  and  a single  ventricle  with  a rudi- 
mentary outlet  chamber  in  which  the  pul- 
monary artery  is  diminutive  in  size.  In  his 
latest  report  Blalock(40b)  presented  the  re- 
sults of  operations  upon  243  patients 
thought  to  have  the  tetralogy  of  Fallot. 
The  overall  mortality  rate  was  21%.  The 
mortality  rate  in  the  second  100  patients 
was  15%.  Of  147  patients  in  whom  an 
anastomosis  between  an  end  of  a subclavian 
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artery  and  the  side  of  a pulmonary  artery 
was  performed  the  mortality  rate  was  only 
9%.  When  the  carotid  or  innominate  artery 
was  used  the  mortality  was  33%.  The 
operative  cases  ranged  in  age  from  4 months 
to  26  years,  but  he  believes  the  preferable 
age  to  lie  between  3 and  10  years.  The 
heart  has  consistently  enlarged  in  the  sev- 
eral months  following  operation  but  appar- 
ently has  remained  unchanged  after  one 
year.  Unquestionably  this  operative  pro- 
cedure offers  temporary  amelioration  and 
a lifesaving  device  for  those  young  patients 
suffering  from  cyanotic  congenital  heart 
disease  of  specific  types.  It  is  agreed  that 
the  operation  is  not  justified  in  those  pa- 
tients exhibiting  adequate  pulmonary  blood 
flow,  for  example,  the  tetralogy  of  Eisen- 
menger.  We  await  with  interest  the  late 
effects  of  the  creation  of  an  artificial 
arteriovenous  fistula  in  spite  of  the  obvious 
temporary  improvement.  It  is  to  be  ex- 
pected that  the  effects  of  left  ventricular 
strain  may  become  manifest  over  a period 
of  years  long  after  the  creation  of  the  arti- 
ficial channel. 
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The  million  unknown  diabetics  in  the  nation  can 
be  found  by  a simple  and  inexpensive  program, 
according  to  Elliot  P.  Joslin,  M.D.,  of  Boston. 

Writing  in  the  Jan.  1 issue  of  The  Journal  of  the 
American  Medical  Association,  Dr.  Joslin  says  that 
unknown  diabetics  can  be  found  through  coopera- 
tion betwen  doctors  and  diabetic  patients. 

“The  unknown  diabetic  is  no  elusive  creature; 
he  is  the  relative  of  a diabetic  person,  and  more 
than  80  per  cent  of  diabetic  persons  are  fat,”  Dr. 
Joslin  points  out. 

All  that  is  required  to  discover  unknown  diabetics, 
he  explains,  is  that  140,000  doctors  make  certain 
tests  of  the  relatives  of  their  diabetic  patients, 
especially  those  who  are  fat  and  over  25,  or  that 
the  diabetic  patients  make  such  tests  of  their  rela- 
tives. 


Surgical  Treatment  of  Gastric  Lesions* 

John  T.  Reynolds,  M.D. 

University  of  Illinois  College  of  Medicine 
Chicago,  Illinois 


Our  major  concern  this  afternoon  in  dis- 
cussing the  surgical  treatment  of  stomach 
lesions  will  be  with  the  patient  who  has  mas- 
sive hematemesis.  It  is  an  observed  fact 
that  the  first  hemorrhage,  even  when  it  is 
very  severe,  is  rarely  fatal.  It  is  this  ob- 
served fact,  plus  the  fact  that  many  cases 
recover  without  any  greater  ado,  which  gives 
us  the  courage  to  treat  these  patients  con- 
servatively. If  the  hematemesis  could  be 
proven  to  be  bleeding  from  the  stomach,  we 
could  exclude  such  things  as  bleeding  from 
the  duodenum  and  bleeding  from  esophageal 
varcosities.  From  a practical  point  of  view, 
however,  all  of  these  conditions  must  be  in- 
cluded in  our  discussion,  since  as  clinicians 
we  must  differentiate  the  cause  of  hemat- 
emesis in  apportioning  the  care.  The  aim 
must  always  be  to  recognize  the  case  which 
will  die  if  we  do  not  ligate  the  bleeding  ves- 
sel. It  is  incumbent  upon  us  to  have  methods 
available  for  establishing  the  diagnosis  as  to 
the  source  of  bleeding.  Since  not  all  hemor- 
rhages are  fatal,  we  must  also  have  some 
plan  available  which  will  allow  us  to  recog- 
nize the  cases  who  are  likely  to  bleed  to  death 
from  those  who  bleed  but  once  or  twice  and 
then  recover.  It  is  obvious  that  the  former 
cases,  i.  e.  those  which  bleed  to  death,  shall 
merit  our  greatest  attention. 

Massive  bleeding  is  an  important  symp- 
tom, and  because  it  occurs  precipitously  we 
must  be  fore-armed.  We  need  a prearranged 
course  of  action  which  will  not  only  accomp- 
lish an  accurate  diagnosis  but  a plan  of  ther- 
apy. This  plan  must  differentiate  the  cases 
which  will  die  if  left  alone  from  those  which 
will  not  die ; it  must  also  do  this  sufficiently 
promptly  that  patients  who  need  to  be  oper- 
ated upon  will  still  be  in  good  enough  condi- 
tion to  undergo  the  serious  surgical  treat- 
ment which  is  necessary  in  these  cases. 
There  is  no  doubt  that  if  the  patient  is  bleed- 
ing from  an  artery  which  is  going  to  continue 
to  bleed  until  death,  the  best  thing  to  do  is 
to  operate  and  stop  the  bleeding,  as  soon  as 
the  diagnosis  is  made.  We  must  also  avoid 
operating  upon  cases  which  will  recover  spon- 
taneously. Patients  must  not  be  referred 
back  and  forth,  between  internist  and  sur- 
geon, but  should  be  seen  jointly  from  the  on- 

*Read  before  Nebraska  State  Medical  Association  May  5.  1948. 


set  with  the  recognition  of  joint  responsi- 
bility. The  surgeon  has  an  obligation  to  ac- 
cept even  poor  surgical  risks  for  operation 
if  it  is  reasonable  to  suppose  that  these  same 
poor  surgical  risks  are  certain  to  die  without 
operative  intervention.  At  the  same  time  he 
should  see  the  case  early  enough  in  the  treat- 
ment so  that  when  he  is  asked  to  take  a risk, 
it  will  be  with  the  understanding  that  such 
a decision  has  been  reached  as  soon  as  pos- 
sible. 

While  bleeding  can  occur  from  esophageal 
vericosities,  and  from  gastro-esophageal  ma- 
lignancies, the  most  common  cause  of  mas- 
sive hemorrhage  occurs  from  an  eroded 
artery  in  the  bed  of  a duodenal  ulcer.  Al- 
though an  occasional  patient  with  bleeding 
ulcer  may  have  been  free  of  history  of  diges- 
tive disturbance  prior  to  an  attack  of  bleed- 
ing, almost  always  careful  questioning  will 
elicit  a history  of  postprandial  distress,  dis- 
comfort, heartburn,  “gas,”  and  so  on.  Most 
of  these  cases  have  had  such  symptoms,  even 
though  they  were  not  given  much  credence, 
over  a long  period  of  time. 

The  pathologic  findings  in  such  patients 
explain  the  occasional,  continued  or  fatal 
hemorrhage.  The  penetrating  duodenal  ul- 
cer in  these  patients,  usually  active  and  in- 
active for  a long  period  of  time,  has  developed 
a considerable  amount  of  very  dense  connec- 
tive tissue.  This  scar  extends  between  the 
pancreas  and  the  duodenum  and  the  pan- 
creatico-duodenal  ulcer  courses  in  this  fi- 
brous tissue.  Thus  an  artery  is  bound  on  all 
sides  by  fibrous  tissue,  and  in  an  acute  ulcer- 
ation, by  fibrinous  transudates.  The  artery, 
thus  intimately  attached,  is  held  open  by  the 
firm  connective  tissue  in  which  it  lies,  and  if 
an  ulcer  in  this  area  becomes  active  and 
erodes  down  through  the  wall  of  the  duo- 
denum, it  will  eventually  encounter  the  wall 
of  the  artery. 

When  a normal  artery  or  one  unchanged 
by  disease  is  injured  or  torn,  it  goes  into 
spasm  and  although  the  patient  may  bleed 
large  amounts,  the  uninvolved  wall  goes  into 
spasm  to  such  an  extent  that  fatal  hemorrh- 
age does  not  ensue.  The  same  situation  does 
not  obtain  in  a case  with  the  duodenal  ulcer. 
Here,  digestion  occurs  over  a pancreatico- 
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duodenal  artery,  fixed  in  position  with  all 
its  walls  held  open.  The  artery  becomes 
eroded  and  an  aneurysm  forms  which  even- 
tually ruptures  into  the  duodenal  lumen.  The 
artery  is  held  open  and  continues  bleeding 
until  shock  level  is  reached. 

If  the  artery  is  small,  if  the  patient’s  pres- 
sure is  low,  or  if  the  hole  in  the  artery  is 
small,  it  is  probable  that  this  patient  will  re- 
cover. We  are  mainly  interested  in  a pa- 
tient with  a massive  arterial  hemorrhage, 
so  great  that  the  patient  develops  signs  of 
circulatory  collapse  (the  patient  goes  into 
shock).  Our  obligation  here  is  to  anticipate 
whether  or  not  a second  hemorrhage  will 
occur. 

These  patients  must  be  transfused.  We 
are  thoroughly  opposed  to  the  idea  of  not 
transfusing  these  patients.  The  opponents 
of  transfusion  argue  that  the  administered 
blood  will  elevate  the  patients  blood  pressure 
and  encourage  bleeding  to  start  again.  We 
are  not  in  accord  with  this  opinion,  but  feel 
that  as  a rule  the  patient  is  not  made  to  bleed 
again  by  the  transfusion  (since  by  the  time 
a transfusion  is  available  most  of  these  pa- 
tients have  stopped  bleeding  and  their  blood 
pressure  is  back  at  least  somewhere  near  its 
normal  level).  In  a typical  case  the  blood 
pressure  may  drop  as  low  as  80  or  70  for  a 
short  time  but  recovery  is  fairly  rapid  and  a 
rise  to  100-120  is  likely  to  obtain  without  a 
transfusion.  If  no  transfusion  is  given,  the 
patients  fills  his  immediate  need  by  mobiliz- 
ing his  extravascular  fluid.  This  results  in 
partial  depletion  of  the  extravascular  fluid. 
After  a patient  has  been  transfused,  however, 
adjustment  of  blood  pressure  is  more  easily 
accomplished  because  the  fluid  deficit  of 
blood  has  been  in  part  replaced  by  blood.  If 
such  a patient  happens  to  be  one  who  is  going 
to  bleed  again  and  again,  he  is  thus  obvious- 
ly better  able  to  survive  repeated  bleeding 
episodes.  It  is  our  definite  aim  to  keep  his 
blood  volume  up  with  whole  blood,  so  that 
when  and  if  surgery  does  seem  advisable,  he 
will  be  depleted  as  little  as  possible  of  his 
extravascular  pool. 

We  have  these  patients  transfused  at 
once  whenever  they  have  a massive  hemor- 
rhage. They  are  watched  with  the  idea  that 
the  dangerous  ones  are  likely  to  bleed  again 
within  a matter  of  a few  hours  to  a few  days. 
This  we  refer  to  as  the  “transfusion  test” 
and  it  gives  us  an  idea  as  to  whether  or  not 
the  artery  is  going  to  remain  occluded.  If 


the  patient’s  artery  seals  over,  well  and  good. 
He  continues  on  his  medical  regime  and  the 
decision  as  to  therapy  can  be  worked  out 
with  leisure  on  a well  patient.  If,  after  the 
transfusion,  the  patient  bleeds  again  and  re- 
peats the  picture  of  shock,  we  must  presume 
that  this  is  one  of  those  patients  who  is  likely 
to  exsanguinate.  Some  surgeons  who  follow 
this  testing  believe  that  operation  should  be 
done  after  the  first  recurrence,  and  some  feel 
that  a second  so-called  “transfusion  test” 
should  be  given.  We  would  not  argue  with 
either  providing  it  were  agreed  that  after 
one  or  at  most  two  trials  the  patient  would  be 
be  considered  a surgical  emergency. 

At  the  time  of  operation  the  ulcer  must  be 
completely  excised.  Any  procedure  such  as 
attempted  extraluminal  ligation  of  the  infer- 
ior pancreatico-duodenal  artery  is  likely  to 
be  inadequate  and  is  frequently  impossible. 
This  (resection)  is  a formidable  procedure, 
particularly  for  a patient  already  in  a pre- 
carious condition.  Such  patients  must  have 
large  amounts  of  blood  available.  Since  we 
ordinarily  administer  a pint  of  blood  an  hour 
to  a patient  undergoing  an  elective  gastrec- 
tomy, we  feel  that  this  should  be  available 
for  these  patients  plus  at  least  one-half  the 
amount  of  blood  caluculated  as  being  neces- 
sary to  bring  the  patient  back  to  a normal 
blood  count.  This  amounts  to  between  4 and 
6 transfusions  available  and  ready  when  the 
operation  is  started. 

Once  the  operation  is  decided  upon,  the 
routine  preparation  for  gastrectomy  is  in  or- 
der. The  patient’s  stomach  must  be  emptied 
of  blood  clots  and  an  indwelling  Abbott-Raw- 
son  tube  left  in  place.  It  is  obvious  that  since 
the  blood  comes  through  the  pancreaticoduo- 
denal artery,  a tube  will  not  dislodge  clots 
from  the  artery.  Furthermore,  an  empty 
stomach  is  essential  to  guard  against  aspira- 
tion of  vomited  gastric  contents.  The  Ab- 
bott-Rawson  tube  is  of  particular  impor- 
tance, since  postoperative  alimentation,  so 
essential  to  an  exsanguinated  patient,  is 
thereby  rendered  available  at  once.  From  a 
technical  point  of  view,  ulcers  in  these  cases 
are  always  in  the  head  of  the  pancreas.  Oc- 
casionally— the  author  has  seen  only  one 
such  case — the  duodenum  is  large  enough  to 
allow  incision  into  it,  suture  ligation  of  the 
bleeding  vessels  with  later  closure  of  the  an- 
terior duodenal  defect.  This  possibility  oc- 
curs rarely,  and  unless  the  duodenum  is  very 
large,  it  should  not  be  attempted  since  prec- 
ious time  may  be  wasted  trying  to  accomplish 


54 


TREATMENT  OF  GASTRIC  LESIONS:  REYNOLDS 


Nebr.  S.  M.  Jour. 
February.  1949 


this  when  only  gastrectomy  is  the  safe  pro- 
cedure. Usually  bleeding  has  stopped  by  the 
time  the  patient  is  operated  upon,  and  a rou- 
tine approach  to  gastrectomy  can  be  carried 
out.  However,  when  the  patient’s  pulse  is 
above  110  at  the  beginning  of  the  operation, 
immediate  ligation  of  the  bleeding  arteries 
in  the  duodenal  ulcer  should  be  carried  out, 
followed  by  resumption  of  the  routine  gas- 
trectomy technic.  The  author  has  on  two 
occasions  seen  blood  spurting  from  the  upper 
and  lower  ends  of  the  defect  in  the  pancre- 
atico-duodenal  artery,  the  patient  obviously 
bleeding  from  both  the  superior  and  inferior 
source. 

In  such  a case  the  posterior  duodenal  wall 
is  obviously  digested  through  at  the  ulcer 
site.  The  resection  must  be  carried  beyond 
the  ulcer  so  that  enough  pliable,  normal  duo- 
denum is  mobilized  to  allow  easy  closure  of 
the  duodenum  without  tension.  If  no  bleed- 
ing vessel  is  seen  in  the  ulcer  bed  left  on  the 
head  of  the  pancreas,  it  should  be  inspected 
with  great  care  and  oversewn  in  order  to  be 
certain  that  an  unseen  vessel  did  not  bleed 
into  the  peritoneal  cavity  at  a later  date. 

While  such  a procedure  may  seem  radical, 
with  proper  care  in  establishing  our  surgi- 
cal indications  early,  with  proper  amounts  of 
blood  available,  and  with  arrest  in  bleeding 
early  in  the  operation,  the  author  has  seen 
several  cases  actually  come  out  of  shock  and 
leave  the  operating  room  with  a slower  pulse 
and  a higher  blood  pressure  than  it  was  when 
they  entered  it.  The  postoperative  care  in 
such  cases  is  similar  to  that  given  any  gas- 
tric resection  plus  that  care  given  any  patient 
who  needed  blood. 

Two  cautions  are  in  order:  (1)  should  a 

bleeding  patient  have  RH  negative  blood,  no 
delay  should  occur.  Rather,  enough  RH  neg- 
ative blood  should  be  prepared  to  allow  gas- 
trectomy to  be  done  and  the  operation  pro- 
ceeded with  at  once:  (2)  vagotomy  does  not 

seem  to  be  the  treatment  of  choice  in  these 
cases,  since  the  problem  is  not  one  of  simple 
healing  of  duodenal  ulcer,  but  one  of  preven- 
tion of  continued  hemorrhage  from  an  artery 
held  wide  open.  Whether  or  not  vagotomy 
should  be  done  concomitant  with  the  execu- 
tion of  gastrectomy  would  depend  somewhat 
upon  the  patient’s  condition  at  the  conclu- 
sion of  the  operation.  Certainly  it  should 
not  be  considered  until  the  gastrectomy  part 


of  the  treatment  is  completed  and  then  only 
at  the  discretion  of  the  surgeon. 

There  is  no  contraindication  to  the  use  of 
a small  amount  of  barium  to  make  certain 
of  the  diagnosis.  Such  a statement  should 
not  be  interpreted  as  a blanket  approval  of 
a complete  gastrointestinal  series  in  such  pa- 
tients. It  is  included  only  to  emphasize  the 
fact  that  the  magnitude  of  the  surgery  is 
such  that  we  must  be  reasonably  certain  as 
to  the  source  of  the  bleeding.  Whether  or 
not  the  recently  advocated  use  of  bovine 
thrombin  in  a buffered  solution  introduced 
into  the  stomach  will  tend  to  allow  certain 
patients  to  recover  without  operation  cannot 
be  answered  at  present.  Its  use  is  not  con- 
traindicated provided  the  general  tenets  of 
care  outlined  above  are  respected. 

When  a potient  develops  massive  gastric 
hemorrhage  as  a result  of  portal  hyperten- 
sion, i.  e.  when  he  bleeds  from  an  esophageal 
varix,  the  therapeutic  problem  usually  is  not 
one  which  would  be  directed  toward  the 
bleeding  vessel  itself,  but  rather  one  which 
should  be  directed  toward  replacing  the  por- 
tal blood  and  lessening  the  portal  pressure. 
In  other  words,  these  patients  are  potential 
candidates  for  a shunt  of  blood  from  the  por- 
tal system  to  the  venacava  or  one  of  its  large 
branches.  It  is  rare  that  this  procedure 
must  be  done  on  an  exsanguinated  patient. 
Usually  the  source  of  blood  is  from  the  portal 
vein  which  even  under  very  adverse  condi- 
tions rarely  exceeds  a pressure  of  30  mm.  of 
mercury.  Such  bleeding  is  likely  to  stop  by 
itself  and  therefore  allow  preparation  of  a 
patient  for  elective  surgery. 

Although  these  patients  receive  routine 
care,  there  must  be  no  slip-ups  in  this  care. 
Transfusions  to  normal  as  rapidly  as  pos- 
sible are  in  order.  Early  ambulation  is  par- 
ticularly important  since  the  repeated  per- 
iods of  low  blood  pressure  may  predispose 
to  the  formation  of  thrombi  in  calf  veins. 
We  have  not  yet  adopted  routine  superficial 
femoral  vein  ligations  in  such  cases,  but 
there  is  very  little  to  argue  against  such  a 
procedure.  Adequate  amounts  of  fluids  may 
be  given  either  intravenously  or  through 
the  feeding  side  of  the  Abbott-Rawson  tube. 
By  the  second  day  this  can  include  at  least 
100  grams  of  amino  acid  mixtures — thereby 
putting  the  patient  in  positive  nitrogen  bal- 
ance very  early  in  the  postoperative  period. 
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The  management  of  fractures  of  the  os 
calcis  still  presents  a considerable  challenge 
to  the  medical  profession  as  a whole  and  to 
the  orthopaedic  surgeon  in  particular.  While 
it  is  true  that  these  fractures  account  for 
somewhat  less  than  two  percent  of  all  frac- 
tures, the  long  period  of  morbidity  and  the 
high  incidence  of  partial  permanent  disability 
in  these  cases  certainly  command  our  atten- 
tion. 

It  is  well  to  point  out  first  that  an  attitude 
of  conservatism  is  certainly  warranted  in  the 
mind  of  the  physician  as  he  evaluates  the 
probable  final  outcome  in  any  fracture  of  the 
heel.  Secondly,  the  expectation  of  se- 
vere disability  following  a fractured  heel  is 
so  wide  spread  that  the  psychological  reac- 
tion of  the  patient  deserves  special  consider- 
ation. While  the  patient  should  fully  realize 
the  seriousness  of  his  injury,  he  should  still 
be  reassured  as  to  the  probability  of  his  se- 
curing a serviceable  foot  if  he  cooperates 
fully  in  the  course  of  therapy.  Since  treat- 
ment is  likely  to  be  somewhat  prolonged, 
this  encouragement  is  certainly  warranted, 
as  studies  show  that  these  cases  are  settled 
with  an  average  permanent  partial  disability 
of  about  twenty  percent. 

Although  there  is  usually  severe  pain,  the 
lack  of  deformity  such  as  can  be  seen  in  frac- 
tures of  the  long  bones  of  the  body,  may  lead 
the  patient  to  believe  that  he  has  sustained 
only  a bruise,  and  it  is  not  infrequent  for  a 
patient  to  go  for  several  days  without  an 
accurate  diagnosis.  Furthermore,  since  the 
fracture  of  the  os  calcis  usually  occurs  fol- 
lowing a fall  from  a heighth,  it  is  well  to  re- 
member that  it  is  frequently  associated  with 
other  injuries  particularly  compression  frac- 
ture of  the  spine,  fractures  of  the  hip,  of  the 
knee,  or  of  the  ankle.  In  every  case  of  frac- 
ture of  the  os  calcis  the  patient  should  be 
questioned  in  regard  to  other  painful  areas 
and  careful  examination  made  to  rule  out  the 
possibility  of  associated  injuries.  Adequate 
x-ray  examination  should  always  be  made, 
both  of  the  injured  heel  and  of  any  other 
suspicious  areas. 

The  major  role  of  the  os  calcis  in  balance, 
locomotion,  and  weightbearing  cannot  be 
fully  appreciated  until  injury  results  in  an 

♦Read  before  Annual  Convention,  Nebraska  State  Medical 
Association.  May,  1948. 


impairment  of  function.  Its  peculiar  ana- 
tomical relationships  make  it  one  of  the  key 
bones  of  the  foot.  Any  changes  in  the  nor- 
mal architecture  such  as  result  from  crush- 
ing injuries  or  widening  of  the  bone,  will  of 
necessity  interfere  with  the  medial  and  lat- 
eral longitudinal  arches  of  the  foot  and  re- 
sult in  loss  of  lateral  mobility  of  the  sub- 
astragalar joint  with  a considerable  degree 
of  functional  impairment,  particularly  if 
what  motion  remains  is  painful. 

In  spite  of  the  danger  of  seeming  repeti- 
tious, we  would  like  to  again  stress  the  im- 
portance of  an  adequate  x-ray  examination 
following  any  fall  from  a height,  or  for  that 
matter,  following  any  trauma.  Many  indus- 
trial organizations  are  now  requesting  that 
x-ray  examination  of  the  spine  be  carried 
out  in  any  case  where  there  is  a history  of 
a fall.  The  frequence  of  complicating  in- 
juries is  shown  by  the  summary  of  fracttires 
occurring  on  the  Boulder  Dam  project, 
wherein  fifty-two  cases  of  fracture  of  the  os 
calcis,  bilateral  fracture  occurred  in  eight 
percent.  There  were  other  associated  in- 
juries of  the  foot  and  ankle  in  twenty-five 
percent,  and  in  twelve  percent  there  were  as- 
sociated vertebral  fractures.  The  accom- 
panying illustrations  demonstrate  the  pro- 
jections necessary  to  secure  an  adequate 
visualization  of  the  region  of  the  os  calcis. 
It  is  well  to  remember  that  comparative 
films  of  both  extremities  are  frequently  help- 
ful in  the  clarification  of  any  diagnostic 
problem. 

When  fracture  of  the  os  calcis  is  of  any 
severity,  hospitalization  is  always  in  order. 
Unless  the  case  is  seen  very  early  there  is 
likely  to  be  a great  deal  of  swelling  and  it 
may  be  necessary  to  postpone  any  manipu- 
lative treatment  for  from  three  to  six  or 
seven  days,  during  which  time  treatment  is 
directed  toward  the  control  of  pain  and  the 
reduction  of  swelling  by  bed  rest,  elevation, 
ice  packs,  the  use  of  parasympathetic  block, 
and  compression  dressings.  The  use  of  drugs 
which  relieve  arterial  and  venous  spasm 
whether  administered  systemically  or  used  to 
block  the  sympathetic  ganglia  is  to  be  en- 
couraged wherever  there  is  marked  circula- 
tory impairment. 

Unless  the  physician  has  had  occasion  to 
deal  with  several  fractures  of  the  heel,  he 
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may  not  be  familiar  with  the  radiographic 
appearance  of  the  foot,  and  if  consultation  is 
not  readily  available,  a comparison  of  a nor- 
mal foot  with  the  suspected  foot  is  in  order. 
The  accompanying  illustrations  call  attention 
to  what  is  commonly  known  as  the  tuber 
angle  or  the  salient  angle  or  Baylor’s  angle, 
all  of  which  are  the  same  angle  and  merely 


Figures  1 and  2.  "Methods  commonly  used  to  obtain  antero- 
posterior visualization  of  the  os  calcis.  The  method  where  the 
ray  is  directed  from  below  upwards  is  the  best  visualization.” 


call  attention  to  the  angle  made  by  the  heel 
with  the  rest  of  the  foot.  In  fractures  of 
the  os  calcis  this  angle  is  usually  lost  or 
altered  and  may  be  in  effect  a reverse  angle 
as  the  arch  of  the  foot  is  partially  or  com- 
pletely lost  due  to  injury.  The  antero-pos- 
terior  view  of  the  heel  is  of  particular  im- 
portance as  it  allows  us  to  visualize  any  lat- 
eral spreading  of  the  bone.  The  antero-pos- 
terior  mid  tarsal  view  also  is  of  importance 
as  it  shows  the  anterior  portion  of  the  os 
calcis  in  its  relation  to  the  cuboid  bone  and 
also  visualizes  the  astragalo-scaphoid  joint. 

Fractures  of  the  heel  may  be  divided  clin- 
ically into  two  major  groups;  a — those  in 
which  the  subastragalar  joint  is  involved  and 


b — those  in  which  it  is  not  involved.  In  the 
first  group  are  included  fractures  of  the  sus- 
tentaculum tali,  fractures  of  the  body  of  the 
os  calcis  without  displacement  of  fragments 
and  without  involvement  of  the  articular  sur- 
faces, and  fractures  of  the  tuberosity  of  the 
os  calcis.  In  the  second  group  are  included 
those  cases  in  which  there  is  more  severe  in- 
jury to  the  body  of  the  os  calcis  with  involve- 
ment of  the  subastragalar  joint  of  varying 
degree.  In  these  cases  there  is  usually  short- 
ening and  lateral  displacement  of  the  body 
of  the  os  calcis  with  loss  of  the  normal  tuber 


Figure  3.  "The  variations  of  Baylor’s  angle  are  shown.  The 
upper  figure  represents  a normal  foot  and  the  lower  two 
figures  represent  progressive  degrees  of  compression  and  im- 
paction fractures.” 

angle.  The  superior  articular  facets  of  the 
os  calcis  are  displaced  so  that  they  no  longer 
articulate  properly  with  the  inferior  facets 
of  the  astragalus.  Some  of  the  more  se- 
vere fractures,  sometimes  called  “squash” 
fractures,  may  be  so  severe  as  to  result  in 
aseptic  necrosis  of  portions  of  the  displaced 
fragments,  and  the  body  of  the  bone  often 
so  widened  that  fragments  are  displaced  lat- 
erally, particularly  beneath  the  fibular  mal- 
leolus of  the  ankle  joint. 

Early  reduction  and  immobilization  is  de- 
sirable. If  the  patient  is  seen  soon  enough 
following  the  injury  and  vascular  integrity 
is  not  greatly  disturbed,  immediate  manip- 
ulative reduction  may  be  carried  out.  We 
prefer  the  use  of  spinal  anaesthetic  since  it 
not  only  gives  complete  relaxation  but  also 
has  the  benefit  of  relieving  both  venous  and 
arterial  spasm  and  thus  improve  the  circula- 
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tory  outlook.  The  routine  use  of  parasymp- 
athetic block  is  also  encouraged,  making 
use  of  ammonium  sulfate  solution  which 
exerts  a much  more  prolonged  effect  than 
novocaine. 

Numerous  manipulative  techniques  have 
been  described  and  in  the  past  there  have 
been  many  advocates  of  skeletal  traction  in 
an  effort  to  obtain  accurate  anatomical  re- 
duction. Recent  writers,  however,  point  out 


Figure  4.  “Illustrates  types  of  fractures  not  seriously  involv- 
ing the  subastragalar  joints.” 

that  there  is  a trend  away  from  skeletal  fix- 
ation in  the  treatment  of  os  calcis  fractures, 
and  even  Baylor  is  reported  to  have  lost 
some  of  his  enthusiasm  for  this  method 
which  he  described  some  years  ago.  It  has 
been  our  observation  that  the  use  of  skeletal 
traction  has  offered  little  in  the  way  of  im- 
proved function  clinically,  and  it  is  our  feel- 
ing that  its  dangers  far  outweigh  any  pos- 
sible advantages.  While  there  may  be  cer- 
tain instances  where  it  can  be  used  effective- 
ly, we  would  not  advocate  its  routine  applica- 
tion. 

A method  advocated  by  Yoerg  has  been 
used  frequently  since  about  1940  with  quite 
satisfactorily  results  and  a brief  description 
of  his  method  will  follow. 

A complete  disimpaction  of  the  fracture  is  first 
obtained  by  strong  lateral  manipulation.  In  severe 
fractures  the  ankle  is  grasped  firmly  with  one  hand 
and  the  patient  turned  to  the  affected  side  with  the 
knee  flexed  so  that  the  heel  rests  over  the  padded 
edge  of  the  table.  Then  with  the  ankle  and  leg 
fixed  with  one  hand,  the  opposite  hand  manipulates 
the  heel  from  side  to  side  completely  disimpacting 
the  fracture.  When  this  is  accomplished  the  knee 
is  flexed  over  the  table  with  the  foot  in  strong 
plantar  flexion  and  the  heel  is  grasped  firmly  and 
pulled  down  with  a sharp  thrust,  strongly  moulding 
upward  under  the  instep  where  there  is  considerable 
crushing  of  the  posterior  articular  joints.  Follow- 


ing this  a heel  clamp  is  used  to  mould  the  frag- 
ments of  the  bone  into  position  laterally.  It  must 
be  recalled  that  it  is  particularly  important  to  mould 
any  displaced  fragments  away  from  the  lateral 
fibular  malleolus.  A padded  but -snugly  fitting,  light 
moulded  cast  is  applied  to  just  below  the  knee  and 
the  position  maintained  by  manual  molding  as  the 
plaster  dries.  Following  application  of  the  cast, 
x-ray  examination  is  made  and  if  reduction  is  sat- 
isfactory the  patient  is  allowed  to  be  ambulatory  on 
crutches  as  soon  as  his  circulatory  condition  will 
permit.  If  swelling  is  severe  it  is  often  necessary 
to.  split  the  cast  down  the  front  and  it  may  be 
necessary  to  change  the  plaster  as  the  swelling 
abates  so  as  to  maintain  the  fragments  in  satis- 
factory position.  This  cast  is  worn  for  a period  of 
from  five  to  six  weeks,  by  which  time  there  has 
developed  a quite  firm  soft  callous  union.  In  our 
experience  the  pull  of  the  Achilles  tendon  has  not 
been  found  to  be  a complicating  factor  in  the  main- 
tenance of  reduction.  When  the  cast  is  removed  at 
the  end  of  five  or  six  weeks  the  soft  parts  are 
supported  by  means  of  an  elastic  bandage  and  active 
motion  of  the  ankle  and  foot  is  encouraged.  Weight 


Figure  5.  “Severe  fractures  of  the  os  calcis  with  impaction, 
displacement,  and  marked  involvement  of  subastragalar  joints.” 

bearing  is  deferred  until  about  the  end  of  the  second 
month  when  light  weight  bearing  is  encouraged  in 
a protective  shoe  with  the  aid  of  crutches.  The 
patient  is  instructed  to  touch  the  foot  down  and  bear 
as  much  weight  on  it  as  is  entirely  comfortable. 
As  union  solidifies  he  is  instructed  to  increase 
weight  bearing  as  his  tolerance  increases. 

In  the  period  from  the  sixth  to  the  ninth 
week  we  feel  that  it  is  important  to  evaluate 
each  case  from  a clinical  and  radiographic 
standpoint  in  order  to  determine  whether  the 
patient  is  going  to  progress  and  develop  a 
satisfactorily  functioning  foot,  or  is  likely  to 
continue  to  have  a severe  degree  of  disability. 
If  there  is  persistent  discomfort  to  motion 
without  weight  bearing  and  there  is  radio- 
graphic  evidence  of  great  involvement  of  the 
subastragalar  joint,  there  is  a growing  trend 
toward  operative  stabilization  at  this  time, 
as  this  procedure  when  properly  carried  out, 
offers  the  possibility  of  a stable  and  painless 
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foot  in  a large  percentage  of  cases.  It  is  our 
impression  that  a trial  of  function  is  war- 
ranted in  any  questionable  case,  as  it  has 
been  observed  that  it  is  impossible  to  tell 
from  x-ray  findings  whether  or  not  a partic- 
ular individual  will  develop  a satisfactory 
weight  bearing  foot  or  will  continue  to  have 
pain  and  discomfort.  It  has  often  been  noted 
that  some  of  the  more  severe  fractures  in 
which  the  subastragalar  joint  was  involved 
have  eventually  developed  very  satisfactory 
functional  feet.  Examination  of  these  cases 
show  that  they  have  lost  their  subastragalar 
motion  and  have  in  effect  developed  a sub- 
astragalar stabilization.  The  loss  of  sub- 
astragalar motion  in  itself  is  not  disabling 
and  it  is  felt  that  if  suitable  cases  can  be 
selected  early  for  operative  stabilization,  that 
a considerable  period  of  morbidity  can  be 
avoided  and  the  patient  more  definitely  as- 
sured of  a good  functional  foot. 

SUMMARY 

1.  Attention  is  called  to  the  relatively 
long  period  of  disability  in  fractures  of  the 
os  calcis  despite  early  adequate  treatment. 

2.  Associated  fractures  of  the  vertebrae, 


ASSESSMENT  EXPLAINED  TO 
INDIVIDUAL  DOCTORS 

A detailed  explanation  of  the  $25  assessment 
levied  on  members  of  the  American  Medical  As- 
sociation has  been  mailed  to  every  practicing  physi- 
cian in  the  United  States. 

The  statement,  along  with  an  accompanying  let- 
ter which  gave  details  as  to  how  the  assessment 
will  be  used,  was  mailed  to  approximately  145,000 
physicians,  including  all  interns  and  i-esidents. 

Tucked  in  the  same  envelope  was  a copy  of  the 
40-page  booklet,  “Uncle  Sam — M.D.,”  which  con- 
tained plenty  of  ammunition  against  any  form  of 
socialized  medicine — information  which  the  doctors 
were  urged  to  pass  along  to  their  own  patients. 

“We  need  not  only  the  financial  aid  that  will 
come  from  the  assessment  but  also  your  personal 
efforts  in  your  community,”  the  accompanying  let- 
ter said. 

“Uncle  Sam — M.D.”  was  written  by  Henry  B. 
Selleck  expressly  for  the  Michigan  Public  Expend- 
iture Survey,  a non-profit  corporation,  with  offices 
in  Detroit. 

A statement  on  the  inside  cover  said  that  “this 
booklet  is  the  result  of  an  objective,  impartial  study 
of  the  pros  and  cons  of  federal  proposals  for  com- 


hips, legs,  and  ankles,  must  be  suspected  in 
every  case  of  fracture  of  the  os  calcis. 

3.  Close  cooperation  between  the  physi- 
cian and  the  radiologist  is  urged  in  the  diag- 
nosis, treatment,  and  evaluation  of  this  frac- 
ture. 

4.  Methods  of  treatment  are  discussed 
and  a safe,  effective  method  is  outlined. 

5.  The  trend  toward  selection  of  certain 
cases  for  early  operative  stabilization  is  dis- 
cussed. 
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pulsory  health  insurance — prepared  by  the  Michi- 
gan Public  Expenditure  Survey  as  part  of  a pro- 
gram of  public  information  on  governmental 
activities.” 

The  booklet,  widely  read  and  well  received,  was 
also  mailed  to  approximately  50,000  members  of 
the  Woman’s  Auxiliary  to  the  American  Medical 
Association. 

A separate  letter  accompanied  the  booklet  to 
auxiliary  members,  pointing  out  that: 

“As  the  wife  of  a physician,  you  too,  we  believe, 
will  want  to  read  this  booklet  through  carefully 
to  bring  yourself  up-to-date  on  the  issue  of  a com- 
pulsory versus  our  present  voluntary  system  of 
medical  care.  As  a member  of  the  Woman’s  Aux- 
iliary to  the  American  Medical  Association,  you 
will  have  ample  opportunity  to  render  useful  service 
to  the  American  public,  to  the  medical  profession 
at  large,  and  to  your  own  doctor  husband.” 

“We  know,”  the  letter  said  in  closing,  “that 
you  will  awaken  the  women  of  America  to  the 
truth  about  which  is  best  in  health  for  their  coun- 
try, for  their  families  and  for  themselves.” 

The  mailings  to  both  the  doctors  and  members 
of  the  auxiliary,  totaling  about  195,000,  represented 
one  of  the  biggest  direct  mail  projects  of  its  kind 
ever  carried  out  by  the  A.M.A.  headquarters  per- 
sonnel. 
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This  discussion  concerns  any  abnormality 
of  bladder  function  (retention  of  urine,  re- 
sidual urine,  incontinence,  urgency,  bladder 
spasm,  etc.)  secondary  to  a central  nervous 
system  lesion.  In  the  past  the  experience 
of  physicians  in  the  management  of  such 
problems  was  not  a happy  one.  Advances 
in  therapy  have  occurred,  and  no  longer 
need  one  consider  the  problems  insurmount- 
able. Spinal  or  cranial  lesions  involving 
nerve  tissue,  from  any  cause,  may  result  in 
such  disturbances.  Examples  are  penetrat- 
ing wounds,  compressions,  concussions,  frac- 
tures of  the  spine  and  head,  infections,  tu- 
mors, and  surgical  injuries.  Degenerative 
lesions  of  the  nervous  system,  such  as  syph- 
ilis, certain  vascular  diseases,  multiple  scle- 
rosis, primary  anemia  with  combined  scle- 
rosis, syringomyelia,  cord  tumors,  poliomye- 
litis, parkinsonism,  and  polyneuritis,  must 
also  be  considered. 

NORMAL  ACT  OF  MICTURITION 

The  bladder  is  a reflex  organ  and  mictu- 
rition is  a reflex  act.  Urine  is  normally  re- 
tained in  the  bladder  at  relatively  low  pres- 
sures. The  stimulus  for  emptying  is  de- 
pendent upon  the  stretch  reflex  of  the  blad- 
der wall.  When  the  intravesical  pressure 
reaches  150  to  180  mm.  of  water  (11  to  13 
mm.  of  mercury),  the  normal  voiding  re- 
flex is  initiated.  At  this  pressure  the  normal 
individual  feels  the  desire  to  urinate.  He 
may  wilfully  postpone  the  act,  or  he  may  al- 
low the  act  to  proceed.  In  the  normal  per- 
son the  urinary  stream  may  be  stopped  by 
voluntary  contraction  of  the  external  sphinc- 
ter at  any  time. 

Normally  the  detrusor  contracts  as  a 
whole;  and,  incidental  to  this,  contraction  of 
the  longitudinal  fibers  causes  the  vesical  ori- 
fice to  open.  When  urine  enters  the  posteri- 
or urethra,  the  external  sphincter  relaxes 
and  urine  flows  unobstructed.  The  intravesi- 
cal pressure  is  maintained  at  a level  of  about 
40  to  85  cm.  of  water  (30  to  62  mm.  of  mer- 
cury) during  the  act  of  voiding.  When  the 
viscus  is  empty,  the  perineal  and  urethral 
muscles  contract  to  expel  the  last  few  drops 
of  urine.  Since  the  bladder  is  controlled 

♦Read  before  the  Society  of  Neurological  Surgeons,  39th 
Meeting.  University  of  Nebraska  Hospital,  Omaha,  June 
12,  1948. 


by  reflexes  through  the  brain  and  spinal 
cord,  any  lesion  of  the  motor  or  sensory 
pathways  may  interfere  with  the  normal 
functions  of  storage  and  voluntary  evacu- 
ation of  urine/1’ 2>  3>  4) 

ANATOMY  AND  PHYSIOLOGY 

Muscles  related  to  the  bladder  control, 
aside  from  external  urinary  sphincter,  in- 
clude the  levator  ani,  the  deep  perineal  mus- 
cles, and  the  bulbocavernosus  muscles.  These 
act  by  angulating  the  urethral  channel.  The 
internal  sphincter  is  of  questionable  func- 
tion in  the  control  of  urination.  The  de- 
trusor muscle  itself  empties  the  bladder  on 
contraction,  and  in  the  normal  person  main- 
tains a sustained  contraction  or  tonus  dur- 
ing bladder  filling. 

* 

The  nerve  supply  of  the  bladder  is  most 
complex : 

I.  Sympathetic  nerve  fibers  come  from 
the  first  and  secondary  lumbar  segments  of 
the  cord.  Section  of  these  fibers  produces 
no  essential  disturbance  of  urination.  Stim- 
ulation causes  vasoconstriction  of  the  trigo- 
nal vessels. 

II.  Parasympathetic  nerve  fibers  to  the 
bladder  come  from  the  second,  third,  and 
fourth  sacral  segments  by  way  of  the  hypo- 
gastric plexus  which  runs  lateral  to  the  rec- 
tum. Section  of  these  fibers  produces  an 
immediate  loss  of  tone  and  contractility  of 
the  bladder,  evidenced  by  the  inability  to 
void  and  overflow  incontinence.  Later  auto- 
matic emptying  occurs,  but  there  is  residual 
urine.  Stimulation  of  the  motor  fibers 
causes  contraction  of  the  detrusor.  There 
are  also  afferent  fibers  in  these  nerves 
which  are  involved  in  reflex  movements. 

III.  Somatic  nerve  fibers  reach  the  blad- 
der by  way  of  the  pudenal  nerve  (second, 
third,  and  fourth  sacral  segments).  There 
are  motor  fibers  to  the  urethral  striated 
muscles  and  external  sphincter.  Section  of 
these  fibers  produces  paralysis  of  the  ex- 
ternal sphincter.  Afferent  fibers  give  sen- 
sory innervation  to  the  posterior  urethra. 

IV.  Centers  for  micturition  are  located 
in  the  midbrain,  hindbrain,  and  spinal  cord 
(second,  third,  and  fourth  sacral  segents). 
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The  bladder  is  controlled  by  reflex  arcs 
through  these  centers,  and  any  interruption 
makes  the  bladder  relatively  inefficient 
either  for  storage  or  evacuation.  The  higher 
centers  are  inhibitory  in  action(1- 2- 3- 4-  5>. 

CLINICAL  SYNDROMES (6) 

Dorsal  root  lesions — Interruption  of  the 
primary  reflex  arc  at  sensory  level,  as  is 
seen  in  tabes  dorsalis,  produces  poor  blad- 
der muscle  tone  because  of  overfilling  of  the 
bladder.  These  patients  just  fail  to  recog- 
nize bladder  filling  and  therefore  have  no 
urge  to  micturate. 

Lesions  of  the  brain — Coordination  of  vesi- 
cal function  is  dependent  upon  reflex  arcs 
through  the  midbrain  area.  Patients  with 
acute  lesions  involving  the  cortico-efferent 
pathways  have  vesical  retention  during  the 
period  of  shock  and  later  develop  lack  of  vol- 
untary starting  and  lack  of  control  of  the 
urge  to  void,  the  end  result  of  which  amounts 
to  an  urgency  incontinence.  The  stretch 
reflex  becomes  hyperactive  and  the  bladder 
capacity  decreased. 

Degenerative  lesions — Vesical  symptoms 
are  progressive.  The  patients  have  trouble 
initiating  the  stream  as  well  as  involuntary 
micturition.  They  usually  carry  residual 
urine  by  reason  of  poor  bladder  tone  and 
contractility  of  the  detrusor. 

Postoperative  urinary  retention — Certain 
drugs  have  a depressant  action  on  reflex 
activity.  The  ordinary  postoperative  urin- 
ary retention  is  due  to  depression  of  the 
reflex  arcs  involved  in  urination.  Occasion- 
ally, following  spinal  anesthesia,  there  is  an 
actual  organic  nerve  injury(7-8>. 

Cord  injuries — “Alteration  in  bladder 
physiology  following  spinal  cord  damage  not 
only  removes  the  organ  from  inhibitory  in- 
fluence exerted  by  high  centers  but  mater- 
ially alters  the  reflex  itself.  Cord  bladders 
are  neither  ‘paralyzed’  nor  ‘automatic’. 
Their  degree  of  activity  is  a direct  function 
of  the  degree  of  interference  with  the  re- 
flex response  to  a given  intravesical  stim- 
ulus. Degree  of  activity  is  measurable  in 
terms  of  contractility  of  the  bladder  wall 
and  external  sphincter  and  divides  these 
cases  into  four  major  groups.” (9) 

Atonic  cord  bladder — Spinal  shock  follows 
cord  injuries  (transection,  contusion,  con- 
cussion, hematomyelia,  edema,  etc.).  While 
this  phenomenon  lasts,  the  bladder  reflex, 
like  all  segmental  spinal  reflex  activity,  be- 


comes inhibited  or  temporarily  destroyed. 
The  detrusor  muscle  is  completely  atonic. 
A reciprocal  contraction  of  the  internal  urin- 
ary sphincter  is  associated  with  this  lack  of 
tone.  Retention  of  urine  and  overdistension 
of  the  bladder  result.  At  the  time  of  injury, 
it  is  not  possible  to  determine  the  extent  of 
cord  injury.  It  is  neither  possible  to  de- 
termine the  type  nor  to  estimate  the  dur- 
ation of  bladder  dysfunction.  This  may  per- 
sist for  a period  of  a few  hours  to  several 
months  or  indefinitely. 

According  to  Munro  and  Hahn(9>,  follow- 
ing recovery  from  spinal  shock  and  providing 
no  infection  has  set  in,  the  atonic  cord  blad- 
der becomes  an  autonomic  cord  bladder.  Re- 
flex activity  returns  in  the  form  of  ineffi- 
cient detrusor  contractions,  which  are  prob- 
ably mediated  by  the  autonomic  neural  plex- 
us in  the  bladder  wall  itself.  These  contrac- 
tions open  the  internal  sphincter,  the  exter- 
nal being  flaccid,  but  fail  to  expel  the  urine. 
A leaky  overflow  results.  Further  alter- 
ation in  bladder  activity  depends  upon  the 
original  injury  of  the  cord  and  the  level  of 
maximum  damage.  It  should  be  realized, 
however,  that  clinical  evidence  of  response 
to  a lesion  is  variable  because  of  incomplete- 
ness and  irregularity  of  nerve  destruction. 

The  characteristics  of  an  automatic  blad- 
der more  or  less  depend  upon  the  level  of  tran- 
section. According  to  Munro  and  Hahn(9), 
if  the  injury  is  one  that  destroys  the  sacral 
spinal  segments  or  otherwise  separates  ana- 
tomically the  bladder  from  its  peripheral 
nerve  connections  with  the  central  nervous 
system,  a hypertonic  cord  bladder  develops. 
This  is  a spastic,  irritable  bladder  with  re- 
flex emptying  at  short  intervals  of  small 
amounts  of  urine.  Residual  urine  is  us- 
ually absent,  and  there  is  usually  no  warn- 
ing of  evacuation  or  any  voluntary  control. 
If  the  transection  occurs  above  the  sacral 
segments,  another  type  of  automatic  bladder 
is  established.  In  its  final  form  this  is  a 
near  normal  bladder  (so-called,  uninhibited 
automatic  bladder)  which  has  been  deprived 
of  the  inhibitory  effects  of  higher  centers. 
Lewis (6)  states  that  the  efficiency  of  this 
type  of  bladder  depends  upon  the  number 
of  reflex  arcs  intact.  Lesions  at  levels  be- 
tween C-7  to  D-7  have  fairly  efficient  vol- 
untary voiding,  whereas  lesions  at  levels  be- 
tween D-7  to  D-12  have  less  satisfactory 
voiding  and  residual  urine.  In  any  case  urina- 
tion is  imperative,  but  more  or  less  volun- 
tary, as  long  as  the  reflex  pathways  within 
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the  cord  are  intact.  While  this  readjust- 
ment of  the  bladder  is  in  progress,  the 
detrusor  is  not  efficient  and  residual  urine 
is  present.  The  presence  of  infection  may 
cause  these  bladders  to  revert  to  the  “atonic” 
phase. 

CLINICAL  APPROACH  TO  DIAGNOSIS 
A history,  with  special  reference  to  the 
symptoms  of  urinary  retention,  dribbling, 
incontinence,  or  other  complaints  concern- 
ing the  act  of  micturition,  should  be  ob- 
tained. A history  of  surgery  or  injury  to 


Figure  1.  Cystometrographic  Apparatus. 

the  back  or  head  is  of  great  importance. 
Among  the  local  special  examinations  neces- 
sary to  establish  a diagnosis,  the  following 
are  of  importance : 1,  Rectal  sphincter  tone, 

2.  Residual  urine,  3.  Cystoscopic  examina- 
tion, 4.  Cystometrographic  examination,  5. 
Neurological  examination,  6.  Spinal  fluid 
examination,  7.  X-ray  of  the  spine.  Only 
one  of  these  special  examinations  will  be 
discussed  in  any  detail. 

CYSTOMETRYdO,  11, 12, 13.  14) 

Cystometry  is  a technique  for  determin- 
ing the  functional  activity  of  a bladder  at 


any  given  time  and  visualizing  it  in  graphic 
form.  Many  types  of  cystometers  have  been 
described,  and  essentially  such  an  apparatus 
must  consist  of  a calibrated  water  supply 
and  a manometer  attached  by  a connecting 
tube  to  a bladder  catheter.  By  reason  of 
compactness  and  sufficient  accuracy  for  clin- 
ical purposes,  the  apparatus  shown  in  figure 
1 has  been  found  to  be  most  useful.  During 
the  examination  water  should  be  allowed  to 
flow  into  the  bladder  at  a rate  not  greater 
than  90  drops  per  minute.  Intravesical  pres- 
sure is  determined  at  increments  of  50  to 
100  cc.  of  water.  The  curve  determines  the 
detrusor  tonus.  Other  pertinent  informa- 
tion obtained  on  cystometrophic  examina- 
tion includes  the  following:  1.  Volume  of 

water  in  bladder  when  patient  has  first  de- 
sire to  void.  2.  Maximum  volume  that  pa- 
tient can  hold  and  pressure  at  this  volume. 
3.  Maximum  voluntary  pressure  when  pa- 
tient has  a full  bladder. 

The  following  characteristics  are  those  of 
a normal  bladder:  First  desire  to  void — 450 
to  250  cc. ; Capacity  (without  painful  dis- 
tension)— 350  to  450  cc. ; Maximum  volun- 
tary pressure — 60  to  80  mm.  of  mercury; 
Gradual  increments  in  intravesical  pressure 
curve;  Uninhibited  contraction — none;  Re- 
sidual urine — none;  Initiation  of  stream — 
easily  with  control  and  maintained  with  good 
force;  Micturition  reflex  initiated  by  intra- 
vesical pressure  of  150  to  180  mm.  of  water, 
(11  to  13  mm.  of  mercury). 

On  the  basis  of  cystometrographic  obser- 
vations one  may  identify  normal  neuromus- 
cular relationships,  hypertonia,  and  hypo- 
tonia. Cystoscopic  examination  should  be 
done  in  every  patient  to  rule  out  the  pos- 
sibility of  vesical  neck  obstruction  from  or- 
ganic cause. 

TREATMENT 

Munro(15)  is  convinced  that  “every  pa- 
tient who  has  sustained  a spinal  cord  or 
cauda  equina  injury  and  is  intelligent  and 
cooperative  has  the  right  to  expect  infal- 
lible twenty-four  hour  control  of  urination 
by  the  time  he  leaves  his  doctor’s  care.  Only 
those  whose  bladder  has  been  denervated 
because  of  bilateral  destruction  of  the  para- 
sympathetic plexuses  or  the  lower  four  sac- 
ral segments  or  roots  will  need  any  extra- 
neous aids  such  as  catheter  or  urinal  to  ac- 
complish this.  Nothing  less  than  the  ability 
to  lead  a normal  social  life  and  the  capability 
of  earning  their  own  living  is  acceptible  as 
an  end  result  for  these  patients.  Control  of 
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urination  is  an  essential  preliminary  to  self- 
support.” 

With  this  objective  in  view,  then,  the 
status  of  the  patient’s  problem,  as  deter- 
mined by  history  and  examination,  deter- 
mines the  therapeutic  approach.  Primarily, 
the  management  of  the  acute  phase  of  the 
disease  is  an  entirely  different  problem  than 
the  handling  of  the  chronic  phase.  Accord- 
ingly, the  acute  and  chronic  phases  are  dis- 
cussed separately. 

ACUTE  PHASE  OF  CORD  INJURIES06, 17) 

Indwelling  catheter  drainage,  with  or  with- 
out interval  irrigations  of  the  bladder,  as 
well  as  intermittent  catheterization  or  over- 
flow, are  methods  of  handling  the  patient 
in  acute  retention  from  nerve  tissue  injury 
mentioned  only  to  be  condemned.  Tidal 
drainage  via  a small  urethral  catheter  (18 
F.)  should  be  instituted  as  soon  as  it  has 
been  determined  that  the  patient  is  not  go- 
ing to  void  spontaneously.  A modified  Mun- 
ro  type  of  apparatus  has  proved  its  use- 
fulness. (Figure  2)  This  apparatus  may 
be  allowed  to  operate  for  a week  or  two  and 
the  patient  then  be  given  an  opportunity  to 
void.  In  the  event  of  inability  to  void,  or 
continued  residual  urine,  tidal  drainage 
should  be  re-instituted  for  a period  of  an- 
other week  or  two  and  the  patient  again 
be  given  the  opportunity  to  try  urethral 
voiding.  Suprapubic  cystostomy  drainage 
is  indicated  only  in  such  cases  when  ureth- 
ral infection  develops  while  the  patient  is  on 
tidal  drainage.  Associated  management  con- 
sists of  prevention  and  treatment  of  urinary 
infection  and  the  prophylaxis  against  urin- 
ary calculus.  Infection  is  prevented;  and 
should  it  occur,  it  is  best  treated  by  the  use 
of  sulfadiazine  1 gram  every  six  to  eight 
hours.  The  addition  of  penicillin  50,000 
units  every  four  hours  (or  penicillin  G-pro- 
caine  300,000  units  intramuscularly  daily) 
is  of  additional  help  in  the  control  of  infec- 
tion. In  certain  indicated  cases  streptomy- 
cin and  mandelamine  may  be  helpful. 

It  is  advantageous  to  use,  as  the  irrigat- 
ing fluid  in  the  tidal  drainage  system,  an 
acid  solution  such  as  1/2  of  1%  acetic  or 
phosphoric  acid.  Not  only  does  an  acid  so- 
lution keep  the  urinary  pH  on  the  acid  side 
and  thereby  aid  in  the  prevention  of  precip- 
itation of  phosphatic  calculi,  but  also  helps 
in  maintaining  the  least  favorable  pH  for 
the  growth  of  all  urinary  pathogens. 


CHRONIC  PHASE  OF  CORD  INJURIES 

Many  patients  with  cord  injuries  develop 
bladders  that  empty  satisfactorily,  and  this 
result  is  always  a happy  and  desired  one. 
However,  some  will  develop  hypotonia  of 
the  bladder  and  carry  residual  urine  and 
others  hypotonia  and  urgency  incontinence. 


Figure  2.  Tidal  Drainage  Apparatus. 

Therapy  in  patients  with  hypotonia  and  re- 
sidual urine,  is  directed  toward  controlling 
urinary  infection  and  helping  the  bladder  to 
empty  of  residual  urine.  The  prophylaxis 
and  treatment  of  urinary  infection  has  been 
discussed.  Drugs  which  are  known  to  in- 
crease the  bladder  tone  are  pilocarpine, 
acetylcholine,  mecholyl,  doryl,  etc.  These 
are  so-called  ‘‘parasympathomimetic  drugs.” 
They  are  undesirable  for  the  purpose  of  in- 
creasing bladder  tone  by  reason  of  severe 
side  effects.  A drug  with  a strong  action 
on  the  tone  and  contractility  of  the  bladder, 
yet  with  minimal  side  effects,  is  found  in 
urecholine  (the  urethane  of  beta-methyl- 
choline  chloride)  *.  We  are  studying  the 

* Merck  and  Co.,  Inc.,  Rahway,  N.  J. 
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effect  of  this  drug  on  the  human  normal  and 
pathological  bladder  and  can  say  that  the 
results  thus  far  are  encouraging.  Likewise 
we  have  found  furmethide  (furfuryltri- 
methylammonium  iodide)*  a very  effective 
drug  for  the  same  purpose (18).  In  intract- 
able hypotonia  and  residual  urine,  not  helped 
by  urecholine  or  furmethide,  transurethral 
resection  of  the  vesical  neck  may  be  an  aid 
to  bladder  emptying  by  decreasing  the 
urethral  resistance,  thereby  allowing  the 
malfunctioning  detrusor  to  expel  urine  at 
lower  pressure(19' 20).  Suprapubic  cystoto- 
my drainage  is  indicated  in  the  event  that 
drug  therapy  and  transurethral  resection 
of  the  vesical  neck  have  failed. 

In  those  patients  who  develop  hypertonia 
of  the  detrusor  and  urgency  incontinence, 
residual  urine  is  not  often  a problem.  Their 
bladder  capacity  is  usually  limited  because 
of  spasm  of  the  muscle.  Therapy  in  these 
cases  is  directed  toward  the  control  of  in- 
fection, aiding  urinary  control,  and  decreas- 
ing bladder  spasm.  The  care  of  these  blad- 
ders is  the  weakest  part  of  our  therapeutic 
endeavor.  Our  studies  thus  far  would  in- 
dicate that  belladonna  derivatives  are  the 
most  effective  agents  now  available  for  the 
control  of  the  bladder  spasm  in  these  pa- 
tients. Donnatal**  containing  hyoscvam- 
ine,  atropine,  and  hyoscine,  as  well  as  a small 
amount  of  phenobarbital,  and  given  in  the 
dosage  of  two  tablets  every  six  hours,  has 
given  symptomatic  relief  to  many  of  our 
patients.  In  the  male  it  may  be  possible  to 
aid  urinary  control  by  the  use  of  the  Cun- 
ningham penile  clamp.  In  intractable  sit- 
uations there  is  no  alternative  to  permanent 
suprapubic  cystostomy  drainage. 

TREATMENT  OF  COMPLICATIONS 

Urinary  infection  obviously  is  the  most 
common  complication  and  general  principles 
regarding  its  treatment  have  been  given  else- 
where in  this  paper.  In  the  event  of  periu- 
rethritis or  paraurethral  abscess,  substitu- 
tion of  suprapubic  cystostomy  for  urethral 
catheter  drainage  is  indicated.  Local  in- 
cision and  drainage  may  prove  necessary  in 
the  event  of  frank  abscess  formation.  Epi- 
didymitis may  be  prevented  by  vasectomy  as 
a prophylactic  measure  in  all  cases  of  pro- 
longed urethral  catheter  drainage.  How- 
ever, should  it  develop  it  may  be  managed 
conservatively  by  systemic  urinary  antisep- 
tics and  support,  but  orchiectomy  on  the  in- 

* Smith.  Kline,  and  French,  Inc.,  Philadelphia. 

**  A.  H.  Robins  Company,  Inc.,  Richmond,  Va. 


volved  side  and  vasectomy  on  the  opposite 
side  often  hasten  recovery  and  prevent  in- 
volvement of  the  unaffected  side.  Urinary 
calculi  should  be  removed*21*. 

CONCLUSIONS 

1.  By  reason  of  advances  in  diagnosis 
and  treatment,  much  more  may  be  done  for 
patients  with  abnormalities  of  bladder  func- 
tion incident  to  nerve  lesions,  than  at  any 
previous  time. 

2.  In  any  patient  with  an  abnormality 
of  bladder  function  incident  to  a nerve  lesion 
special  study  is  necessary  to  make  a diag- 
nosis before  the  most  satisfactory  therapy 
for  the  particular  patient  may  be  deter- 
mined. 

3.  Control  of  infection,  prophylaxis 
against  urinary  calculus  formation,  aid  to 
bladder  emptying,  and  relief  of  bladder 
spasm  are  possible  to  a greater  or  lesser  de- 
gree depending  upon  the  nature  of  the  vesi- 
cal dysfunction  and  the  primary  nerve  lesion. 

The  author  is  indebted  to  the  following  physicians 
for  their  valuable  suggestions  concerning  the  prep- 
aration of  this  paper:  Dr.  Edwin  Davis,  Dr.  J. 

Jay  Keegan,  Dr.  A.  I.  Finlayson,  Dr.  John  A.  Aita, 
Dr.  W.  David  Steed,  and  Dr.  Robert  S.  Wigton.  - 
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Indications  for  Tracheotomy* 

W.  P.  HANEY,  M.D. 

Omaha,  Nebr. 


There  are  fifty  diseases  which  cause  dysp- 
noea. While  some  of  these  are  rare,  and  oth- 
ers are  due  to  general  physical  conditions, 
any  one  may  become  sufficiently  severe  to 
require  a tracheotomy.  In  addition,  when  we 
consider  the  newer  knowledge  about  bulbar 
poliomyelitis  and  its  management,  the  use  of 
tracheotomy  becomes  of  increasing  import- 
ance. In  former  years  this  procedure  was 
seldom  used,  and  only  in  cases  of  grave  im- 
port as  the  mortality  was  high.  I believe 
this  was  due  largely  to  the  fact  that  it  was 
delayed  too  long  and  only  used  in  extremes. 

Diseases  causing  hoarseness,  any  one  of 
which  may  at  times  require  tracheotomy: 

Malignant  and  benign  neoplasms;  tuberculosis; 
syphilis;  lupus;  hemorrhage  in  and  about  the  neck; 
recurrent  paralysis  vocal  cords;  angioneurotic  ede- 
ma; leprosy;  scleroma;  mediastinal,  cervical  or  endo- 
tracheal goiter;  aneurysm;  thickened  pleura;  tabes; 
disseminated  sclerosis. 

Glosso-labial  pharyngeal  paralyses;  syringomy- 
elia; syndrome  of  Avellis;  nephritis;  prolapse  of 
ventricle;  pachydermia  laryngea;  dislocation  thyroid 
cricoartenoid  or  cricoid  cartilages;  foreign  body; 
laryngo  spasm;  vocal  nodules;  perichronditis;  crico- 
arytenoid arthritis;  crico-arytenoid  anchylosis;  cica- 
trices; congenital  and  acquired  stenosis. 

Pericardial  effusion;  dilatation  of  left  auricle; 
trauma;  phonation  with  ventricular  bands  or  other 
folds;  papilloma;  diphtheria;  puberty;  laryngismus- 
stridulus;  screamers  nodes;  vocal  abuse;  feebleness 
laryngeal  musculature — myasthenia  gravis;  influen- 
za; acute  laryngitis;  chronic  infiltrative,  atrophic, 
subglottic  laryngitis;  glandus;  glanders  actinomyco- 
sis; anthrax;  acromegaly;  scarlet  fever  hysteria 

*Read  before  Omaha  Mid-West  Clinical  Society,  October,  1947 


(never  necessary  for  tracheotomy)  and  bulbar  polio- 
myelitis. 

The  great  rival  of  tracheotomy  formerly 
was  intubation,  and  most  doctors  who  had 
anything  to  do  with  children  had  an  intuba- 
tion set.  Before  the  use  of  diptheria  anti- 
toxin, and  during  its  early  genesis  when  dip- 
theria was  so  prevalent  and  fatal,  it  was  a 
great  life  saver,  especially  in  the  laryngeal 
type.  Its  use  has  gradually  declined  until 
now  one  rarely  hears  about  it  except  in  some 
children’s  hospitals  where  it  is  sometimes 
used.  Its  chief  contra-indication  was  the  fact 
that  if  it  was  left  in  situ  a trifle  too  long  it 
caused  an  ulceration  of  the  soft  tissues  with 
a subsequent  cicatricial  contraction  and  de- 
formity that  required  years  of  patient  effort 
to  dilate. 

The  only  contra-indication  to  tracheotomy, 
in  my  opinion,  is  in  moribund  persons,  and 
if  the  operation  be  done  soon  enough  they 
need  not  become  moribund.  The  time  to  do 
a tracheotomy  is  when  the  dyspnoea  is  caus- 
ing retraction  of  the  apices,  and  also  epigas- 
tric retraction,  and  before  cyanosis  sets  in. 
This  procedure  is  of  no  benefit  in  cases  where 
the  obstruction  is  below  the  glottis,  such  as 
larvngo-tracheo  bronchitis,  collapsed  lungs, 
edema  of  the  lung  from  any  cause,  foreign 
bodies  or  tumors  in  the  bronchii. 

If  one  includes  in  his  tracheotomy  set  sev- 
eral so-called  life  saving  tubes  of  varying 
sizes,  of  which  Mosher’s  is  a good  example, 
one  may  be  able  to  convert  an  emergency 
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operation  into  an  elective  one.  These  are 
metal  tubes,  curved  like  an  urethral  sound, 
with  a conical  perforated  end.  They  come 
in  graduated  sizes,  so  a proper  size  for  any 
age  may  be  had,  as  is  true  for  bronchoscopic 
tubes.  With  a mouth  gag  in  one  side  of  the 
jaw  to  prevent  accidental  biting,  an  index 
finger  is  passed  over  the  tongue  and  down 
until  it  feels  the  tip  of  the  epiglottis,  a life 
saving  tube  can  be  passed  down  alongside  the 
finger,  over  the  epiglottis  and  into  the  tra- 
chea. Adequate  air  will  then  enter,  or  oyygen 
may  be  passed  through  the  tube.  This  gives 
one  time  to  prepare  properly  for  an  opera- 
tion, or  transport  the  patient  to  a hospital 
where  adequate  facilities  are  available. 

Tracheotomy  tubes  come  in  sets  of  grad- 
uated size  so  a person  of  any  age  may  be 
adequately  relieved.  The  tendency  is  to  put 
in  too  large  a tube  as  they  seem  so  small 
compared  with  the  size  of  the  trachea.  But 
one  should  remember  that  when  the  glottis  is 
opened  to  its  widest  extent,  as  in  cases  of 
bilateral  adductor  paralysis,  the  area  of  this 
opening  is  less  than  half  that  of  the  larynx. 

The  best  anaesthesia  is  local  infiltration  of 
the  region  with  novocaine,  one  or  two  per 
cent,  plus  a little  adrenalin  solution,  infiltrat- 
ing the  tissues  first  in  the  midline  from  just 
below  the  prominence  of  the  thyroid  cartilage 
for  about  three  inches  below,  then  extending 
it  outward  and  deeper  on  both  sides  of  the 
larynx  and  trachea  until  the  whole  region 
is  obtunded. 

With  the  head  flat  on  the  table  and  some- 
what extended,  a vertical  incision  in  the  mid- 
line starting  just  below  the  prominence  of 
the  thyroid  cartilage  through  the  skin  and 
superficial  faschia  is  made  down  to  the  thy- 
roid muscles.  These  are  split  by  blunt  dis- 
section in  the  midline  until  the  trachea  is 
exposed  and  cleared  of  overlying  tissue. 
Sometime  during  this  procedure  one  will  en- 
counter the  isthmus,  of  the  thyroid.  In  some 
cases  this  may  be  pushed  lower  down  without 
injury;  in  others  it  will  be  necessary  to  clamp 
with  two  clamps  and  divide  between.  The  sev- 
ered stumps  are  then  ligated  with  catgut. 
When  the  trachea  is  adequately  exposed, 
careful  hemostasis  of  the  sides  of  the  wound 
is  desirable  to  prevent  leakage  into  the  tra- 
chea when  opened. 

In  cases  of  young  females,  for  cosmetic 
reasons,  the  primary  skin  incision  may  be 
made  horizontally  through  a natural  fold  of 
the  skin,  as  in  thyroid  operations,  and  widely 


undermined.  Then  the  dissection  can  be  con- 
tinued vertically  through  the  deeper  struc- 
tures until  the  trachea  is  exposed. 

4 

In  some  cases,  especially  short  necked  per- 
sons, or  in  those  who  have  the  so-called  lar- 
yngoptosis  of  the  larynx,  it  is  difficult  to 
get  sufficient  exposure  of  the  trachea  with- 
out opening  the  mediastinum  or  a pleural 
apex.  If  this  occurs  one  will  get  a subcutane- 
ous emphysema  over  the  neck  and  chest 
which  is  not  of  serious  import,  or  it  may 
cause  an  acute  mediastinitis  or  a collapsed 
lung  which  is  very  serious.  In  addition  the 
trachea  is  situated  much  deeper  and  curves 
backward,  making  it  very  difficult  to  insert 
the  tracheotomy  tube  properly  to  sufficient 
depth  in  the  trachea  and  they  are  not  so 
comfortably  worn  as  those  that  are  placed 
higher  up.  It  is  in  these  cases  that  large 
doses  of  the  sulfonamides  or  of  penicillin 
following  the  operation  are  very  efficacious. 

After  the  trachea  is  exposed,  identify  the 
first  tracheal  ring,  then  make  a vertical  in- 
cision in  the  trachea  in  the  midline,  suffi- 
ciently long  to  admit  the  tracheotomy  tube 
chosen,  leaving  at  least  two  upper  tracheal 
rings  intact,  or  better  three,  remembering 
that  the  vocal  cords,  as  seen  from  above,  ap- 
pear as  flat  bands  but  in  reality  are  triangu- 
lar bodies  that  extend  lower  into  the  trachea. 
If  the  bases  are  pressed  upon  by  the  trache- 
otomy tube,  the  patient  will  have  continual 
irritation,  coughing  and  discomfort. 

There  is  some  controversy  as  to  whether 
to  make  a slit  incision  in  the  trachea  or  to 
bite  out  some  tissue  of  each  side  and  make 
an  oval  opening.  Those  opposing  the  first 
claim  that  the  springing  out  of  the  tracheal 
walls  kinks  the  trachea  posteriorly,  where 
the  rings  are  not  complete  causing  irritation 
and  interference  with  deglutition.  I can  see 
where  this  is  possible  if  too  large  a tube  is 
inserted. 

Those  opposing  the  second  claim  that  when 
the  wound  closes  there  is  a noticeable  con- 
striction in  the  trachea  causing  interference 
with  respiration. 

The  tracheal  tube  with  the  oblurator  in 
place  is  then  inserted  through  the  incision 
in  the  trachea  by  means  of  a spreader  of 
some  kind,  and  the  tapes  are  then  tied  around 
the  neck  at  the  back.  Two  or  three  drops 
of  weak  cocaine  or  pontocaine  solution  are 
dropped  down  the  tracheotomy  tube  to  ob- 
tund  the  irritability  of  the  trachea  which  is 
manifested  by  violent  coughing.  The  wound  is 
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left  open  without  any  sutures  as  they  usually 
become  infected  and  free  drainage  is  neces- 
sary and  the  after  care  is  much  easier.  The 
obturator  is  removed  and  the  inner  tube  is 
inserted  and  locked  in  place.  Now  the  wound 
is  dressed  with  four  fold  four  inch  square 
gauze  pads  that  have  a slit  cut  in  the  upper 
side  and  placed  underneath  the  tapes  and 
around  the  tube. 

The  after  care  is  most  important,  and  a 
nurse  should  be  in  constant  attendance  for 
at  least  the  first  twenty-four  hours.  The 
inner  tube  becomes  clogged  with  secretions 
and  must  be  frequently  cleaned,  sterilized, 
and  reinserted  without  disturbing  the  outer 
tube.  If  one  has  two  inner  tubes  it  makes 
the  task  much  easier  as  one  can  be  prepared 
at  leisure  and  be  ready  for  the  exchange 
when  necessary. 

A suction  machine  at  the  bedside,  armed 
with  a catheter  that  will  enter  the  inner  tube, 
is  very  desirable  to  remove  secretions  from 
the  tube  and  trachea  at  frequent  intervals. 
At  least  a collapsible  rubber  bulb  with  a 
catheter  for  the  same  purpose  is  necessary. 

The  gauze  dressings  are  changed  whenever 
moist  without  disturbing  the  tracheotomy 
tube. 

As  the  air  in  most  hospitals  or  houses  is 
too  warm  and  dry  for  direct  inspiration 
through  the  neck,  the  air  should  be  humidi- 
fied with  a steam  kettle,  or  warm  water  run- 
ning in  a bathtub  adjacent  to  the  room  in 
which  the  patient  lies.  This  is  especially 
important  in  children  who  have  small  tra- 
cheas  and  who  wear  small  tubes  that  are  easi- 
ly clogged.  In  adults,  especially  cancer  cases, 
it  does  not  seem  to  make  much  difference 
as  they  get  along  well  and  are  up  and  about 
without  much  reaction. 

Now  is  the  time  to  start  antibiotics  if  at 
all  indicated  to  keep  down  local  infection 
and  to  take  care  of  generalized  bacteremia. 
This  is  especially  useful  in  diptheria  and 
scarletina  cases. 

Now  as  to  the  duration  of  wearing  tubes. 
They  may  be  worn  indefinitely,  so  long  as 
they  are  kept  clean,  without  any  harm.  Of 
course,  after  the  condition  for  which  they 
have  been  inserted  is  cleared  up  they  should 
be  removed.  If  the  tube  has  been  worn  a 
reasonable  time  the  wound  will  usually  close 
promptly  upon  removal,  but  first  it  is  well 
to  cork  the  tube  for  a half  hour  or  so  and 
see  if  there  is  any  difficulty  in  breathing. 


If  not,  let  the  patient  try  sleeping  some  aft- 
ernoon with  the  tube  corked  and  under  ob- 
servation. If  this  test  is  passed  the  tube  is 
removed  and  the  wound  allowed  to  close. 

In  those  cases  in  which  the  tube  has  been 
worn  a long  time,  such  as  multiple  papillo- 
mata in  children,  or  laryngeal  carcinomata, 
undergoing  radiant  treatment,  an  epithelial 
lining  grows  into  the  tube  tract  and  these 
will  never  close.  A plastic  operation  is  then 
necessary.  The  scar  tissue  is  removed,  the 
epithelial  lining  is  taken  out,  and  the  wound 
closed  in  layers  leaving  only  a thin  longitud- 
inal scar  upon  healing. 

To  take  up  some  of  the  indications  more 
specifically.  Diptheria,  especially  laryngeal 
diptheria,  has  heretofore  been  one  of  the 
great  killers.  The  improvement  in  concen- 
tration and  potency  of  serum,  better  pro- 
phylaxis in  the  young,  plus  the  Schick  test, 
have  markedly  reduced  the  mortality  and 
morbidity  of  this  disease.  However,  we  still 
have  cases  of  laryngeal  diptheria,  and  any 
one  of  them  is  potentially  dangerous.  There  is 
always  a false  membrane  to  reduce  the  size 
of  the  airway,  and  even  if  it  is  coming  loose 
as  a result  of  the  serum  it  may  suddenly  plug 
the  glottis  and  cause  asphyxia.  It  is  always 
desirable  to  have  ready  access  to  a tracheot- 
omy set  or  a life  saver  tube,  or  both,  in  cases 
of  laryngeal  diptheria.  Then  too  it  is  very 
difficult  or  impossible  to  determine  whether 
the  patient  is  suffering  from  anoxia  due  to 
lack  of  oxygen,  or  toxemia  from  the  infec- 
tion. This  may  depress  the  respiratory  cen- 
ter, or  it  may  affect  the  10th  nerve  and  cause 
bilateral  abductor  paralysis.  In  any  case 
an  adequate  airway,  as  provided  by  a trache- 
otomy tube,  will  often  mean  the  difference 
between  life  and  death. 

It  is  in  these  cases  that  following  the  oper- 
ation adequate  doses  of  penicillin  will  keep 
down  secondary  infections  and  maintain  the 
wound  in  a much  healthier  state. 

The  above  statements  apply  also  to  cases 
of  scarlet  fever.  This  disease,  however,  has 
become  relatively  mild  compared  with  the 
time  I began  practice,  and  we  rarely  see  so- 
called  cases  of  phlegmonous  scarletina. 

Wounds  in  the  neighborhood  of  the  g^ttis, 
contusions,  fractures  of  the  larynx  and  hyoid 
bone,  attempts  at  suicide,  infections  in  or 
about  the  larynx,  enlarged  cervical  glands, 
chondritis  or  perichondritis  of  the  glottic 
cartilages  always  cause  a certain  amount  of 
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edema  within  the  larynx  which  may  quickly 
cause  asphyxia. 

In  treating  these  cases  it  is  best  to  do  a 
tracheotomy  first  and  provide  an  adequate 
airway  then  proceed  to  repair  the  damage 
above  in  injury  cases,  or  push  the  antibiotics 
in  inflammatory  cases,  and  when  the  wound 
reaction  has  subsided  remove  the  tube.  Cases 
of  carcinoma  of  the  larynx  often  require  a 
tracheotomy  before  radiology  as  the  reaction 
within  the  larynx  is  frequently  severe.  If  a 
biopsy  is  to  be  done  it  should  always  be  done 
before  the  tracheotomy  as  it  is  almost  impos- 
sible to  extend  the  neck  as  required  for  a di- 
rect laryngostomy  with  a tracheotomy  tube 
in  place. 

The  tracheotomy  was  also  found  success- 
ful by  Galloway  of  Evanston  in  a case  of  my- 
asthenia gravis  under  neostigmine  therapy  in 
which  toxic  spasm,  accumulation  of  fluid  and 
coma  developed,  presumably  from  anoxia. 

During  1946  there  was  a large  polio  epi- 
demic in  the  Minnesota  area,  and  the  phy- 
sicians in  the  University  Hospital  made  a 
special  study  of  the  bulbar  form  of  polio.  The 
incidence  of  bulbar  involvement  among  the 
unselected  cases  of  the  disease  with  or  with- 
out spinal  involvement  was  23%  in  children 
under  16  years  of  age  and  higher  in  patients 
over  that  age,  while  the  normal  incidence  be- 
fore this  has  been  around  7 percent.  They 
divided  their  cases  into  four  groups: 

1st — Those  in  which  the  nuclei  of  the  cra- 
nial nerves  are  involved;  these  are  divided 
into  the  upper  and  lower  cranial  nerve  group. 

2nd — Those  in  which  the  autonomic  cen- 
ters are  affected,  respiratory  center,  circu- 
latory center. 

3rd — Those  in  which  there  is  combined  bul- 
bar and  encephalitic  involvement. 

4th — Those  in  which  bulbar  and  upper 
spinal  involvement  are  combined. 

The  group  in  which  we  have  particular  in- 
terest is  No.  IB  i.e.,  the  lower  cranial  nerve 
group.  Involvement  of  the  nuclei  of  the  low- 
er cranial  nerves,  particularly  the  10th,  af- 
fords a definite  threat  to  the  life  of  the  bul- 
bar polio  patient.  When  the  patient  devel- 
ops symptoms  of  difficulty  in  swallowing, 
pooling  of  saliva  and  nasal  secretions  in  the 
pharynx,  aspiration  of  food  or  fluid  into  the 
larynx,  a pronounced  stridor,  or  dyspnoea 
due  to  abductor  paralysis  of  the  vocal  cords 


there  is  danger  of  sudden  asphyxia  and 
death. 

Some  of  these  cases  may  be  helped  by 
postural  drainage,  elevating  the  foot  of  the 
bed  20°,  prone  position  with  the  head  to  one 
side,  but  if  the  cords  are  paralyzed  it  will  be 
useless.  This  may  be  determined  by  direct 
laryngoscopy  without  danger  to  the  patient. 

The  Minneapolis  group  did  57  tracheoto- 
mies without  a death.  The  Evanston  group 
confirmed  the  findings  and  principles  of  the 
Minneapolis  group,  and  even  went  farther 
and  did  several  tracheotomies  on  patients  in 
respirators,  which  involved  numerous  tech- 
nical difficulties,  especially  in  the  after  care, 
when  there  was  a rubber  cuff  around  the 
neck.  They  became  earnest  advocates  of  ear- 
ly tracheotomy  because  of  the  marked  im- 
provement in  many  of  their  cases  and  called 
particular  attention  to  the  irreversible 
changes  that  can  take  place  in  the  cerebrum 
from  even  brief  periods  of  anoxia. 

CONCLUSIONS 

In  conclusion  I wish  to  place  special  em- 
phasis on  the  fact  that  tracheotomy  is  not 
an  especially  serious  operation  when  done  at 
the  proper  time.  Jackson  places  the  mortali- 
ty at  less  than  one  half  of  1%.  (Page  980) 

It  is  a life  saving  procedure. 

The  after  care,  especially  cleanliness,  is 
most  important. 

Tracheotomy  tubes  can  be  worn  for 
months  and  even  years  without  damage. 
They  should  be  made  of  metal  only. 

The  use  of  antibiotics  in  full  doses  follow- 
ing tracheotomy  is  very  desirable.  Anoxia, 
due  to  oxygen  deficiency  can  in  diseased  per- 
sons cause  marked  and  often  irreversible 
complications. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 


The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


The  Annual  Mid-Winter  Meeting  of  the 
Council  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  held  at  the  Hotel  Cornhusker, 
Lincoln,  Nebraska,  February  20,  1949.  The 
meeting  will  be  called  to  order  at  10  a.m. 


The  fourth  annual  National  Conference 
on  Rural  Health  will  be  held  at  the  Palmer 
House,  Chicago,  Friday,  February  4,  and 
Saturday,  February  5,  1949. 

More  than  600  representatives  of  child 
health  groups,  farm  groups,  state  rural 
health  committees,  medical  schools,  the  Na- 
tional Health  Council,  the  United  States 
Public  Health  Service,  and  other  organiza- 
tions will  attend. 

The  conference  is  sponsored  by  the  Com- 
mittee on  Rural  Health  of  the  American 
Medical  Association  in  cooperation  with  na- 
tional farm  organizations. 


The  45th  Annual  Congress  on  Medical 
Education  and  Licensure  will  be  held  Sun- 
day, February  6,  through  Tuesday,  February 
8,  1949,  at  the  Palmer  House,  Chicago. 

The  congress  is  made  up  of  three  organiza- 
tions— the  Advisory  Board  for  Medical  Spe- 
cialties, the  American  Medical  Association 
Council  on  Medical  Education  and  Hospitals, 
and  the  Federation  of  State  Medical  Boards 
of  the  United  States. 

The  Advisory  Board  for  Medical  Special- 
ties will  meet  Sunday,  February  6,  from  9 
a.m.  to  12:80  p.m.  for  a round  table  discus- 
sion on  “The  Effects  of  the  Specialty  Boards 
on  American  Medicine,”  followed  by  a period 
of  questions  and  general  discussion. 

Representatives  of  medical  schools,  hos- 
pitals, the  American  Medical  Association, 
the  armed  services,  general  practitioners, 
and  of  the  general  public  are  expected  to  at- 
tend. 

The  Council  on  Medical  Education  and 
Hospitals  will  meet  Monday,  February  7,  at 
9:30  a.m.  Dr.  H.  G.  Weiskotten  of  Syracuse, 
N.  Y.,  chairman  of  the  council,  will  preside. 

Announcement  of  the  availability  of  10  re- 
search fellowships  to  be  awarded  for  one 
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year  in  the  fields  of  medicine,  dentistry,  and 
pharmacy  has  been  announced  by  the  Uni- 
versity of  Illinois  Graduate  College  in  Chi- 
cago. 

The  fellowships  carry  stipends  of  $1,800 
per  year  for  medical  and  dental  graduates 
and  $1,200  for  pharmacy  graduates,  with  ex- 
emption from  tuition  fees  for  all  appointees. 
Registration  in  the  Graduate  College  for 
credit  toward  M.S.  or  Ph.D.  degrees  is  re- 
quired. 

Appointments  cover  a calendar  year  with 
a one  month  vacation.  Fellows  are  eligible 
for  re-appointment  in  competition  with  the 
new  applicants. 


AMERICAN  COLLEGE  OF  SURGEONS  TO  HOLD 
SECTIONAL  MEETING  IN  KANSAS  CITY 

The  third  of  a series  of  seven  Sectional  Meetings 
of  the  American  College  of  Surgeons  will  be  held 
in  Kansas  City  on  February  11  and  12,  with  head- 
quarters at  the  Hotel  President,  according  to  an 
announcement  by  Dr.  Irvin  Abell  of  Louisville,  Ky., 
Chairman  of  the  Board  of  Regents.  Illinois,  Iowa, 
Nebraska,  Kansas,  Oklahoma,  Arkansas,  and  Mis- 
souri will  be  the  main  participating  states  although 
there  is  no  geographic  restriction  on  attendance. 
The  preceding  two  Sectional  Meetings  were  held 
in  Edgewater  Park,  Mississippi,  January  7 and  8, 
and  in  Houston,  January  14  and  15.  Later  meetings 
will  be  held  in  Washington,  D.  C.,  Statler  Hotel, 
March  15  and  16;  Buffalo,  Statler  Hotel,  March  21 
and  22;  Butte,  Hotel  Finlen,  April  5 and  6;  and  Ed- 
monton, MacDonald  Hotel,  April  12  and  13. 

The  medical  profession  at  large,  medical  students, 
and  hospital  personnel  are  invited  to  join  with  the 
Fellows  of  the  College  in  the  meetings,  which  will 
be  addressed  by  national  prominent  visiting  and  local 
speakers.  Conferences  for  hospital  personnel  will 
be  held  concurrently  with  the  medical  sessions. 

Heading  the  Committee  on  Local  Arrangements 
for  the  Kansas  City  meeting  is  Dr.  Frank  D.  Dick- 
son, Clinical  Professor  of  Surgery,  University  of 
Kansas  School  of  Medicine. 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY,  INC. 

The  next  written  examination  and  review  of  case 
histories  (Part  I)  for  all  candidates  will  be  held  in 
various  cities  of  the  United  States  and  Canada  on 
Friday,  February  4,  1949. 

Arrangements  will  be  made  so  far  as  is  possible 
for  candidates  to  take  the  Part  I examination  (writ- 
ten paper  and  submission  of  case  records)  at  places 
convenient  for  them. 

New  Bulletins  are  now  available  for  distribution 
upon  application  and  give  details  of  all  changes  in 
Board  requirements  and  regulations  made  at  the 
annual  meeting  of  the  Board  held  in  Washington, 
D.  C.,  May  16  to  May  22,  1948.  These  relate  both 
to  candidates  and  to  hospitals  conducting  residency 
services  for  training. 


Application  forms  and  Bulletins  are  sent  upon  re- 
quest made  to  American  Board  of  Obstetrics  and 
Gynecology,  Inc.,  1015  Highland  Building,  Pittsburgh 
6,  Pennsylvania. 


Physicians  and  hospitals  of  Nebraska 
were  notified  a few  months  ago  that  the 
distribution  of  dried  Red  Cross  Plasma 
would  end  in  December  of  1948. 

Since  that  notice  was  given,  the  Depart- 
ment is  pleased  to  announce  that  a carload 
shipment  of  plasma  with  an  expiration  date 
of  December  1949  has  been  received.  This 
will  extend  for  approximately  a year  avail- 
ability of  this  valuable  product. 

Distribution  is  to  continue  in  the  same 
manner  followed  in  previous  years.  Hos- 
pitals have  been  notified  by  letter  of  the  ex- 
tension of  the  plan.  This  notice  is  intended 
to  inform  the  physicians  of  the  State  of  the 
extension  in  time  that  such  plasma  may  be 
secured. 

As  with  previous  shipments,  the  Red 
Cross  has  stipulated  that  no  charge  is  to  be 
made  for  the  plasma.  This  statement  is  hot 
intended  to  prevent  physicians  or  hospitals 
from  making  a reasonable  charge  for  its 
administration. 

Because  of  the  heavy  demands  for  blood- 
and  blood  products,  it  would  seem  wise  for 
the  various  communities  of  the  State  to  plan 
ahead  so  that  needs,  at  present  taken  care 
of  by  war  surplus  plasma,  may  be  provided 
for  in  some  other  manner  as  soon  as  the 
current  stock  is  exhausted.  It  is  estimated 
that  this  will  be  sometime  late  in  1949. 

STATE  OF  NEBRASKA  DEPT.  OF  HEALTH 
L.  O.  VOSE,  Director  of  Laboratories. 


MCH  COMMITTEE  REPORT  ON  MEDICAL 
CARE  FOR  OLD  AGE  ASSISTANCE 
CLIENTS 

The  present  plan  for  providing  medical 
services  to  assistance  recipients  is  working 
out  fairly  satisfactory.  In  most  instances, 
and  in  most  areas  doctors,  hospitals,  drug- 
gists, for  example,  are  cooperating  well.  Oc- 
casionally, however,  a person  providing 
medical  services  may  not  understand  the 
basis  upon  which  the  County  Department 
of  Assistance  and  Child  Welfare  makes 
plans  for  medical  services  for  recipients  of 
assistance.  Physicians  sometimes  feel  that 
the  information  which  the  county  depart- 
ment requests  of  them,  concerning  the  medi- 
cal needs  of  a patient,  is  confidential  and 
cannot  be  given  the  County  Department  of 
Assistance  and  Child  Welfare. 
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Assistance  payments  to  eligible  persons 
are  based  upon  the  need  of  that  individual. 
The  needs  for  food,  clothing,  shelter,  fuel, 
utilities,  household  equipment,  incidentals, 
necessary  transportation  and  medical  care 
are  taken  into  consideration.  On  only  four 
of  these  items,  food,  clothing,  incidentals, 
and  household  equipment,  does  the  State  De- 
partment of  Assistance  and  Child  Welfare 
establish  definite  standards.  The  other 
items  of  need,  including  medical  care,  are 
based  upon  the  individual’s  own  situation 
and,  of  course,  will  vary  greatly,  depending 
upon  the  circumstances.  However,  facts 
concerning  that  particular  need  must  be  se- 
cured. 

For  that  reason  persons  providing  medical 
services  are  asked  to  submit  to  the  patient 
statements  of  the  services  rendered,  show- 
ing the  type  of  service,  the  date,  the  quan- 
tity, and  the  unit  cost.  In  this  way  the 
service  can  be  evaluated  in  accordance  with 
the  standards  established  by  the  State  De- 
partment and  also  in  accordance  with  the 
Agencies,  as  compiled  by  the  Nebraska 
State  Medical  Association. 

The  individual  upon  making  application 
for  assistance  is  given  a careful  explanation 
of  the  eligibility  requirements  and  the  in- 
formation which  the  county  department  will 
need  in  order  to  determine  his  elgibility 
and  the  amount  of  his  assistance  payment. 
He  realizes  that  the  county  department 
must,  of  necessity,  inquire  thoroughly  into 
his  situation.  The  signing  of  the  application 
blank  is  considered  to  give  the  county  de- 
partment the  right  to  make  necessary  in- 
quiries concerning  his  situation. 

MRS.  RUTH  PIERCE.  Chief. 

Division  of  Public  Assistance. 
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The  American  Medical  Association  anounced  that 
Clem  Whitaker  and  Leone  Baxter,  managers  of  a 
public  relations  firm  which  has  its  home  offices  in 
San  Francisco,  have  been  retained  as  public  relations 
counsel  to  direct  a broad  program  of  public  educa- 
tion. 

The  firm  of  Whitaker  & Baxter,  said  Dr.  George 
F.  Lull,  secretary  and  general  manager  of  the  Amer- 
ican Medical  Association,  will  campaign  “to  promote 
voluntary  health  insurance  and  alert  the  American 
people  to  the  danger  of  a politically-controlled  com- 
pulsory health  system.” 

A 10-member  Planning  Committee  approved  em- 
ployment of  the  San  Francisco  firm  shortly  after 
the  House  of  Delegates,  the  policy-making  body  of 
the  A.M.A.,  voted  at  the  recent  St.  Louis  meeting  to 


assess  each  of  the  140,000  A.M.A.  members  $25  each 
for  a nationwide  plan  of  education  on  the  progress 
and  health  program  of  American  medicine. 


Blue  Shield  Plans  recorded  an  income  of  $48,445,- 
245  during  1947.  Payments  to  physicians  totaled 
$37,942,749,  or  78.14  per  cent  of  the  annual  income; 
15.37  per  cent  was  expended  for  operating  expenses; 
the  balance,  or  6.49  per  cent,  was  added  to  reserve 
accounts. 


The  University  of  Pittsburgh  has  anounced  ac- 
ceptance of  a $13,600,000  gift  from  the  A.  W.  Mel- 
lon Educational  and  Charitable  Trust  for  a new 
Graduate  School  of  Public  Health.  Dr.  Thomas  Par- 
ran,  former  Surgeon  General  of  the  U.S.P.H.S.,  has 
been  appointed  as  the  school’s  first  dean.  Efforts 
are  being  made  to  have  the  school  in  opei’ation  by 
the  fall  of  1949. 


Dr.  R.  E.  Dyer,  director  of  the  National  Institutes 
of  Health  in  Washington,  recently  received  the  1948 
award  of  Distinction  by  the  American  Pharmaceuti- 
cal Manufacturers’  Association  in  recognition  of  the 
Institutes’  “great  contributions  to  public  health 
through  fundamental  medical  research  for  the  pro- 
found benefit  of  mankind.” 

Presentation  of  the  award  was  made  by  Dr.  Ernest 
E.  Irons,  Chicago,  president-elect  of  the  A.M.A.,  at 
a dinner  in  the  Waldorf-Astoria  in  New  York. 

Dr.  Dyer  has  made  notable  contributions  to  medi- 
cal knowledge  in  the  fields  of  prevention  and  con- 
trol of  disease.  Early  in  his  career  in  the  U.  S. 
Public  Health  Service,  Dr.  Dyer  assisted  in  the  con- 
trol of  bubonic  plague;  carried  out  research  on  pel- 
lagra, the  cause  of  which  was  then  unknown,  and 
developed  methods  of  control  of  contagious  diseases 
in  Army  camps  during  World  War  I. 


The  University  of  Nebraska  Foundation 
was  named  sole  beneficiary  of  the  estate  of 
Miss  Alma  dock,  who  died  here  December 
12. 

The  will  specifies  that  the  entire  amount, 
estimated  at  about  10  thousand  dollars,  be 
used  within  the  next  five  years  for  treat- 
ment of  and  research  on  cancer  at  the  Uni- 
versity Medical  College. 


Hospitals  Sponsor  Anniversary  Event 

Plans  are  being  made  for  the  observance 
of  the  10th  anniversary  of  Nebraska’s  Blue 
Cross  Plan.  The  celebration  is  being  planned 
under  the  sponsorship  of  the  Nebraska  Hos- 
pital Assembly  and  will  be  held  during  the 
week  of  February  21-26. 

Nebraska  Blue  Cross  was  organized  in 
1939  by  the  hospitals.  It  operates  as  a com- 
munity service  on  a non-profit  basis  to  pro- 
vide hospital  care  to  employed  persons  and 
their  families.  Over  116,000  members  are 
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enrolled,  and  to  date  84  Nebraska  hospitals, 
in  all  sections  of  the  state,  guarantee  the 
services  provided  under  the  Plan. 

Blue  Cross  provides  hospital  care  to  its 
members  on  a service  basis  by  paying  direct- 
ly to  hospitals  for  services  rendered  its 
members.  In  1948  alone,  Blue  Cross  paid  a 
total  of  $755,000  to  hospitals. 

The  Nebraska  Blue  Cross  Plan  is  one  of 
the  80  similar  Plans  throughout  the  United 
States  and  Canada  approved  and  endorsed 
by  the  American  Hospital  Association. 


The  average  age  of  physicians  in  the 
United  States  is  slightly  less  today  than  it 
was  at  the  outbreak  of  World  War  II.  ac- 
cording to  a report  by  Frank  D.  Dickinson, 
Ph.D.,  Chicago,  director  of  the  Bureau  of 
Medical  Economic  Research  of  the  American 
Medical  Association.  The  report  appears  in 
the  Jan.  1 issue  of  The  Journal  of  the  Ameri- 
can Medical  Association.  This  age  decrease 
reflects  the  “relatively  large  number  of 
physicians  trained  since  1940,”  Dr.  Dickin- 
son says. 

Statistics  are  for  all  physicians  in  the 
United  States,  including  interns,  residents, 
and  doctors  not  in  active  practice.  The  me- 
dian age  of  the  199,745  doctors  of  the  nation 
is  44.4  years.  In  1940  the  median  age  for 
175.146  doctors  was  45.8  years. 

The  percentage  of  all  physicians  under  50 
years  rose  from  57.5  in  1940  to  60.2  in  1948. 
In  the  age  group  85  to  49  the  percentage 
rose  from  31.4  to  36.5. 

“The  medical  population  has  increased  14 
per  cent  since  1940  while  the  total  population 
of  the  country  increased  only  12  per  cent,” 
Dr.  Dickinson  points  out.  “Each  new  physi- 
cian is  destined  to  remain  in  the  medical 
population  approximately  40  years.” 

The  number  of  physicians  and  their  medi- 
an age  for  each  state  are  given  as  follows: 

Alabama  2,227,  48.1;  Arizona  794,  44.4;  Arkansas, 
1,728,  55.2;  California,  16,045,  45.2;  Colorado,  2,216, 
45.5;  Connecticut  3,267,  42.8;  Delaware  440,  43.6; 
Florida  2,925,  49.5;  Georgie  3,126,  45.5;  Idaho  470, 
45.0;  Illinois  13,320,  46.2;  Indiana  4,404,  45.5;  Iowa 
2,934,  49.7;  Kansas  2,206,  46.6;  Kentucky  2,662,  48.7; 
Louisiana  3,080,  38.7;  Maine  997,  49.8;  Maryland  3,- 
715,  40.3;  Massachusetts  9,078,  4.9. 

Michigan  7,173,  43.8;  Minnesota  4,290,  41.0;  Mis- 
sissippi 1,507,  52.9;  Misouri  5,345,  47.5;  Montana 
539,  46.1;  Nebraska  1,666,  49.3;  Nevada  201,  49.3; 
New  Hampshire  729,  44.9;  New  Jersey  6,578,  43.2; 
New  Mexico  497,  46.9;  New  York  30,981,  43.8;  North 


Carolina  3,367,  43.4;  North  Dakota  464,  48.5;  Ohio 
10,173,  44.4;  Oklahoma  2,245,  50.9;  Oregon  1,813, 
44.2;  Pensylvania  14,742,  43.0;  Rhode  Island  1,034, 
44.6. 

South  Carolina  1,519,  45.9;  South  Dakota  515, 
48.7;  Tennessee  3,255,  44.8;  Texas  7,863,  45.4;  Utah 
845,  40.5;  Vermont  583,  43.3;  Virginia  3,333,  44.5; 
Washington  2,774,  43.2;  West  Virginia  1,834,  47.7; 
Wisconsin  3,870,  44.8;  Wyoming  253,  46.5;  District 
of  Columbia  4,118,  41.7. 

Numbers  of  young  physicians  holding  internships 
and  residencies  in  metropolitan  areas  probably  ac- 
count for  the  lower  median  ages  of  physicians  in 
thickly  populated  states,  Dr.  Dickinson  indicates. 

“The  available  supply  of  medical  service  cannot 
be  measured  by  crude  numbers  of  living  physicians, 
since  they  include  interns  and  residents  still  in  train- 
ing and  physicians  not  engaged  in  the  active  prac- 
tice of  medicine,”  the  report  says. 

“An  adequate  inventory  of  medical  service  must 
also  include  an  evaluation  of  the  contributions  of  the 
large  force  of  technicians  and  medical  asistants  who 
enable  the  modern  physician  to  render  far  more  med- 
ical service  than  was  possible  only  a decade  ago.” 

An  acurate  analysis  of  medical  service  must  await 
the  completion  of  the  medical  service  area  study 
now  being  made  by  the  bureau,  Dr.  Dickinson  em- 
phasizes. 


ARMY  CIVILIAN  INTERN  AND  RESIDENCY 
PROGRAM 

The  opportunity  to  participate  in  the  Army  Medi- 
cal Department’s  Civilian  Residency  and  Civilian  In- 
tern Training  Programs  will  be  given  to  approxi- 
mately 300  selected  physicians  and  approximately 
300  selected  medical  school  graduates  beginning  15 
December  1948,  according  to  an  announcement  from 
Major  General  Raymond  W.  Bliss,  The  Surgeon 
General. 

The  two  programs  permit  the  training  of  these 
physicians  under  the  sponsorship  of  the  Army  Medi- 
cal Department. 

Under  the  Civilian  Residency  Program,  civilian 
physicians  who  have  obtained  a residency  acceptable 
to  the  Specialty  Board  at  an  institution  approved  by 
the  American  Medical  Association,  may  apply  for  a 
commission  in  the  Regular  Army  and  participate  in 
this  program  if  they  are  selected  by  The  Surgeon 
General  upon  review  of  their  qualifications. 

Physicians  who  are  profesionally  and  physically 
qualified  for,  and  accept  a Regular  Army  commis- 
sion, will  be  assigned  to  the  civilian  hosptal  in  which 
they  are  a resident  and  will  draw  full  pay  and  al- 
lowances of  the  grade  in  which  they  are  commis- 
sioned. They  will  be  commissioned  in  grades  of 
1st  Lieutenant  and  Captain. 

The  program  has  been  established  for  the  purpose 
of  providing  specialty  training  to  physicians  who 
are  sincerely  interested  in  pursuing  a career  in 
Army  Medicine.  Physicians  participating  in  this 
program  will  be  required  to  serve  two  years  of 
active  duty  for  each  year  of  formal  training  received 
under  the  auspices  of  the  Army  Medical  Department. 
Continuance  in  such  civilian  residency  training  is 
contingent  upon  selection  by  their  hospital  for  the 
higher  level  of  residency  training. 

It  is  the  purpose  of  the  Army  Medical  Depart- 
ment that  participants  will  complete  the  minimum 
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formal  resident  training  in  their  selected  specialty 
and  then  be  assigned  to  an  Army  installation  where 
they  can  obtain  practice  requirements  for  board 
certification. 


HIGHLIGHTS  OF  INTERIM  SESSION 
OF  A.M.A. 

The  total  registration  was  4,526.  This 
figure  included  2,200  physicians;  1,113 
guests;  219  technicians;  172  nurses;  337  in- 
terns and  484  medical  students. 

Dr.  W.  L.  “Buck”  Pressly,  who  has  been 
practicing  medicine  in  his  home  town  of  Due 
West,  South  Carolina,  for  32  years,  received 
the  1949  General  Practitioner  Award  of  the 
A.M.A.  at  the  St.  Louis  meeting. 

He  was  one  of  three  doctors  voted  on  by 
the  House  of  Delegates  at  the  first  Interim 
Session  held  in  St.  Louis  in  January,  1948, 
but  the  Award  went  to  Dr.  Archer  Chester 
Sudan  of  Kremling,  Colo. 

Dr.  Pressly,  who  is  considered  an  author- 
ity on  rural  health  and  sanitation  in  his 
state,  has  been  called  the  “Father  of  Public 
Health”  in  the  county  where  he  practices. 
He  got  in  the  fight  against  typhoid  the  day 
he  entered  practice  and  has  sponsored  well- 
baby  clinics  and  comparable  measures  for 
keeping  his  home  town  people  well. 

Newspapermen  who  interviewed  him  learned  that 
Dr.  Pressly  had  quite  a career  in  baseball.  In  his 
early  days,  he  turned  down  an  offer  from  the  Pitts- 
burgh Pirates  in  order  to  enter  medical  school.  He 
played  first  base  for  the  Roanoke,  Va.,  team  from 
1908  to  1912  and  managed  it  for  the  last  two  years 
at  $5,000  a year.  In  1913  and  1914,  he  moved  over 
to  the  Norfolk  team  as  playing  manager,  at  the 
same  salary.  Both  teams  won  pennants  in  their 
league  while  he  managed  them.  But  after  the  last 
pennant,  he  made  up  his  mind  to  enter  the  medical 
profession. 

“It  wasn’t  easy  for  a man,  earning  $5,000  in  those 
days,  to  give  up  his  job  and  enter  medical  school,” 
Dr.  Pressly  said  as  he  recounted  his  experiences  as 
a general  practitioner  to  newspapermen. 

In  accepting  the  award  later,  Dr.  Pressly  said  that 
it  was  his  friend,  Dr.  Hugh  H.  Trout,  Roanoke,  Va., 
who  induced  him  to  quit  baseball  and  enter  medical 
school. 

“It  was  my  privilege  to  work  with  him  for  three 
years  and  it  was  his  influence  and  advice  that  led 
me  to  the  definite  decision  that  I would  give  up 
the  life  of  a professional  ballplayer  and  devote  my 
life  to  the  practice  of  medicine,”  he  said,  adding: 
“In  entering  the  medical  field,  I resolved  and  have 
sought  rigidly  to  adhere  to  one  idea — that  my  life 
would  be  one  of  service  to  mankind.” 

A certificate  of  appreciation  and  a gold 
medal,  emblematic  of  outstanding  effort  for 
the  public  welfare  on  a national  level,  were 


awarded  to  the  Rev.  Alphonse  Schwitalla, 
S.J.,  Dean  of  St.  Louis  University  Medical 
School,  by  the  House  of  Delegates  at  St. 
Louis. 

The  resolution  passed  by  the  House  said 
that  in  making  the  award  to  Father  Schwi- 
talla, the  delegates  recognize  the  “service  to 
the  public  and  to  American  medicine  ren- 
dered by  a distinguished  and  nationally 
known  layman.” 

Dr.  E.  J.  McCormick,  Toledo,  0.,  a mem- 
ber of  the  A.M.A.  Board  of  Trustees  and 
president  of  the  alumni  association  of  St. 
Louis  University  Medical  School,  made  the 
award  to  Father  Schwitalla  at  a public  cere- 
mony in  the  opera  house.  The  beloved 
priest,  who  has  been  ill  for  some  time,  ap- 
peared on  the  stage  in  a wheel  chair.  He 
was  able,  however,  to  walk  to  the  lectern, 
accept  his  award  and  deliver  a brief  re- 
sponse. 

Commenting  on  the  award,  Dr.  McCorm- 
ick said  “it  is  certainly  a fine  token  of  ap- 
preciation to  a man  who  has  worked  un- 
tiringly for  years  in  behalf  of  medicine  for 
the  benefit  of  mankind.” 

The  proposal  of  Associated  Medical  Care 
Plans  to  form  a national  insurance  company 
in  cooperation  with  Blue  Cross  was  given 
full  consideration  by  the  House  of  Delegates 
at  St.  Louis.  The  matter  was  referred  to 
the  House  only  after  this  Reference  Com- 
mittee had  studied  the  Supplementary  Re- 
port of  the  Council  on  Medical  Service  and 
held  an  open  session,  lasting  three  hours. 

In  the  final  action  by  the  House  of  Dele- 
gates, the  Council’s  Supplementary  Report 
on  the  A.M.C.P.  proposal  was  adopted  with 
one  addition  as  recommended  by  the  Ref- 
erence Committee. 

By  this  action,  the  House  approved  the 
formation  of  a national  enrollment  agency 
and  the  further  development  of  coordina- 
tion of  and  reciprocity  among  the  local  plans 
—and  disapproved  the  proposal  for  a na- 
tional insurance  company.  It  also  approved 
the  statement  delineating  the  field  of  oper- 
ation of  the  Council  on  Medical  Service  and 
A.M.C.P.,  together  with  the  recommenda- 
tions that  A.M.C.P.  make  necessary  changes 
in  its  Constitution  and  By-Laws  which 
would  take  it  out  of  the  policy  making  field. 

Finally,  the  action  of  the  House  reaffirm- 
ed the  Council’s  authority  to  promote  the 
voluntary  prepayment  medical  care  plan 
movement  in  America. 
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WOMAN'S  AUXILIARY 


AN  OPEN  LETTER  TO  ALL  DOCTORS 

Dear  Doctor:  Won’t  you  please  call  to 

the  attention  of  your  wife,  the  article  on 
this  page  of  the  Nebraska  Medical  Journal 
by  Dr.  J.  E.  M.  Thomson,  state  president 
of  the  N.M.A.  It  is  regarding  member- 
ship in  the  Medical  Auxiliary,  and  the  form- 
ing of  more  auxiliaries.  The  undersigned, 
president  of  the  state  Auxiliary,  is  very 
anxious  that  more  members  be  enlisted,  and 
that  more  auxiliaries  be  formed,  and  a letter 
to  her  will  bring  her  to  your  assistance  in 
the  matter.  Won’t  you  do  that?  I need 
not  go  info  details  as  to  “Why.”  That  is 
covered  in  Dr.  Thomson’s  article. 

Sincerely, 

Mrs.  P.  0.  Marvel 


WHAT  IT  WOULD  MEAN 

What  would  it  mean  to  the  Nebraska 
State  Medical  Association  to  have  the  Wo- 
man’s Auxiliary  completely  organized  on  a 
County  and  Councillor  District  basis?  This 
question  has  been  put  to  me  several  times 
during  the  past  months,  and  I must  admit 
that  I did  not  know  that  the  Auxiliary  was 
not  fully  organized.  I always  had  the  im- 
pression that  it  was  a very  active  group 
of  spirited  women,  which  it  is.  But,  at  a 
recent  meeting,  where  your  President,  Mrs. 
Marvel  was  speaking,  I learned  that  there 
were  but  six  chapters  of  your  organization 
in  the  State.  Actually,  this  seems  deplor- 
able. Certainly  the  time  is  ripe  to  quicken 
your  membership  committee  and  get  the 
State  completely  organized. 

Never  was  there  a time  in  medical  his- 
tory when  there  was  such  a need  for  the 
doctors’  wives  to  take  their  full  share  of 
responsibility  for  the  economic  welfare  of 
their  families’  future  as  there  is  today.  The 
cry  of  the  past  has  been,  “The  Auxiliary 
has  nothing  to  do.”  “It  is  a great  social 
organization  for  helping  at  the  State  medi- 
cal meetings.”  That  time  has  passed. 
Right  now  you  face  an  “all  out  challenge” 
to  get  every  doctor’s  wife  in  the  entire  State 
as  an  Auxiliary  member.  Further,  to  have 
every  member  active,  not  only  in  organized 
local  unit,  but  also  in  the  State  organiza- 
tion as  well. 


You  ask  why  I think  this  such  an  im- 
portant challenge.  Well,  let  us  get  down  to 
fundamentals.  I think  it  is  the  most  im- 
portant challenge  that  Nebraska  doctor’s 
wives  face.  First,  because  you  women  are 
the  first  line  of  defense  against  the  im- 
mediate trend  of  socialized  medicine.  Sec- 
ond, because  today  the  woman’s  influence 
is  only  limited  by  her  capacity  potential. 
Third,  because  she  is  in  constant  contact 
with  schools,  churches,  clubs,  and  other 
civic  and  lay  organizations  made  up  of  think- 
ing people  whom  she  can  touch  with  the 
message  of  the  importance  of  free  enter- 
prise in  medicine. 

We  are  entering  just  now  on  an  expanded 
program  of  activity  for  every  doctor  in  the 
State.  I can  assure  you  a well-organized 
Auxiliary  throughout  the  State  could  carry 
a large  share  of  the  problems  that  confront 
us  with  respect  to  public  relations,  lay  edu- 
cation, and  public  health  programs  in  a 
manner  that  would  even  outweigh  at  times 
what  the  medical  men  themselves  could  do. 
They  could  stimulate  the  sympathy  of  every 
organization  they  come  in  contact  with. 
They  could  work  in  and  through  these  or- 
ganizations to  keep  up  the  interest  and  keep 
alive  our  cause. 

Today  we  live  in  a woman’s  world.  That 
is  putting  it  modestly,  and  you  may  not 
realize  it,  but  it  is  more  true  than  it  has 
ever  been  before.  Today  it  is  the  woman’s 
vote  that  has  elected  every  candidate,  be- 
cause when  she  is  convinced,  she  will  get 
out  and  vote.  And  that  is  more  than  many 
men  will  do.  It  is  the  women  that  can  get 
votes  and  influence  sentiment  with  their 
every  day  activities,  in  and  out  of  the  home. 
I was  so  impressed  in  little  Finland — -which 
country,  by  the  way,  was  the  first  country 
to  have  complete  women  suffrage — to  see 
the  major  part  which  women  play  in  every 
phase  of  daily  life.  They  are  outstanding 
in  the  professions,  the  arts,  and  the  home- 
crafts. But  in  addition  to  that,  they  are 
great  politicians  and  diplomats.  I think 
I am  correct  in  saying  that  in  their  little 
Parliament,  there  are  twenty-one  women 
members.  They  are  extremely  active  in 
taking  major  parts  in  political  welfare. 
Women’s  organization  are  strong  and  virile 
and  get  results. 

To  be  the  effective  organization  that  the 
Auxiliary  should  be  in  this  State,  all  you 
have  to  do  is  to  perfect  your  organization  by 
getting  a full  membership  and  outline  what 
you  want  your  local  units  to  accomplish. 
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Secure  their  confidence  and  interest,  and 
whatever  you  set  out  to  do  will  be  success- 
ful. Remember  the  doctor’s  wife  in  a com- 
munity is  an  important  person.  Her  indi- 
vidual influence  is  outstanding.  Her  col- 
lective influence  is  far-reaching. 

The  day  is  past  for  finding  a program 
for  the  Auxiliary.  You  have  the  greatest 
challenge  of  your  lives.  Go  all  out  on  your 
program.  Get  every  doctor’s  wife  as  a 
member.  Organize  your  local  groups.  Then 
enter  heart  and  soul  into  the  battle  to  save 
the  free  economy  in  medicine  that  has  given 
American  medicine  world  prominence  and 
supreme  respect. 


The  Lancaster  County  Medical  Auxiliary 
held  its  regular  monthly  meeting  on  Mon- 
day, January  3,  at  the  home  of  Mrs.  Harold 
S.  Morgan,  3460  East  Pershing  Road,  Lin- 
coln. Following  the  coffee-sandwich  lunch- 
eon, Dr.  C.  H.  Arnold  spoke  on  his  recent 
experiences  in  China. 


DELEGATES  REPORT  ON  THE  PRO- 
CEEDINGS OF  THE  INTERIM  SESSION 

OF  HOUSE  OF  DELEGATES,  A.M.A. 

HELD  IN  ST.  LOUIS,  MISSOURI,  NOVEMBER 
30  AND  DECEMBER  1,  1948 

The  Interim  Session,  the  second  in  the 
long  history  of  the  American  Medical  As- 
sociation, again  proved  its  worth  in  that  it 
functions  as  a stopgap  between  Annual 
Sessions,  permitting  the  House  of  Delegates 
to  transact  business  dealing  with  the  six 
months’  accumulation  of  matters  having  to 
do  with  policies  of  the  Association,  and  af- 
fording opportunity  to  unfold,  especially  to 
the  general  practitioner,  through  scientific 
sessions  and  exhibits,  the  progress  made  in 
diagnosis,  treatment  and  preventive  medi- 
cine. 

The  overall  registration  at  this  session 
was  4,526,  2,200  of  whom  were  practicing 
physicians.  Scientific  sessions  were  well 
attended,  as  were  the  scientific  exhibits, 
the  latter  being  highlighted  by  clinics  tele- 
vised to  the  Auditorium  from  local  hos- 
pitals. The  technical  exhibits  were  many 
and  the  exhibitors  were  pleased  with  the 
interest  shown  by  the  attending  physicians. 

The  House  of  Delegates  convened  in  the 
St.  Louis  Auditorium  November  30th  and 
December  1st.  The  first  meeting,  held 
Tuesday  morning,  November  30th,  was 
called  to  order  by  the  Speaker,  Dr.  F.  F. 
Borzell  of  Philadelphia.  Dr.  Borzell,  Vice 


Speaker  for  the  past  three  years,  succeeded 
our  own  Dr.  Roy  W.  Fouts.  Dr.  Borzell 
handled  his  difficult  position  admirably. 
Your  delegates  should  be  forgiven,  however, 
for  the  few  twinges  experienced  when  look- 
ing up  at  the  rostrum  and  not  seeing  there 
the  familiar  figure  of  Roy  Fouts.  Dr.  Hoh- 
len  and  I have  always  recognized  the  status 
and  influence  of  Dr.  Fouts  in  American 
Medicine.  That  we  are  not  alone  in  this 
belief  was  attested  to  by  the  officers  of  the 
American  Medical  Association  and  our  dele- 
gate confreres,  whose  highly  complimentary 
remarks  reflected  on  his  twenty-five  years 
of  integrity,  vision  and  high  ideals  in  his 
role  as  delegate,  chairman  and  member  of 
numerous  reference  committees,  Vice  Speak- 
er, and  then  Speaker  of  the  House  of  Dele- 
gates. 

The  first  order  of  business  following  the 
adoption  of  the  Proceedings  of  the  House 
of  Delegates  at  the  Chicago  Session  in  June 
1948  was  the  selection  of  the  outstanding 
general  practitioner  of  the  year.  Dr.  E.  L. 
Henderson,  Chairman  of  the  Board  of  Trus- 
tees, stated  that  the  biographies  of  twenty- 
three  physicians  had  been  received  by  the 
Board,  and  after  careful  screening  the  names 
of  three  nominees  had  been  selected  for 
presentation  to  the  House  of  Delegates. 

These  were  Drs.  Lyle  Hare  of  Spearfish, 
South  Dakota;  W.  L.  Pressly  of  Due  West, 
South  Carolina;  and  C.  M.  Horton  of  Frank- 
lin, South  Carolina.  Their  biographies  were 
read  and  the  Delegates  then  proceeded  to 
ballot.  Dr.  Pressly  was  elected  on  the  first 
ballot  and  received  the  General  Practitioner 
Award  at  the  open  meeting  in  the  Opera 
House  of  the  Auditorium  Thursday  even- 
ing, December  2nd.  Dr.  Pressly  was  a popu- 
lar choice,  for  in  the  opinion  of  many  his 
contributions  to  American  Medicine  as  a 
general  practitioner  and  as  an  authority  on 
rural  health  and  sanitation  in  his  state  are 
outstanding. 

Father  Alphonse  M.  Schwitalla,  S.  J.,  well 
known  throughout  the  medical  and  lay 
world  as  a militant  exponent  of  all  that  is 
best  for  public  welfare,  scientific  medicine 
and  hospitals,  was  awarded  a citation  and 
gold  medal  by  the  American  Medical  As- 
sociation. This  is  the  first  time  in  the  his- 
tory of  the  Association  that  a meritorious 
citation  has  been  awarded  to  a layman. 
Father  Schwitalla’s  accomplishments  are 
many,  achieved  through  long  hours  of  travel 
and  hard  work.  Since  receiving  this  honor, 
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due  to  the  fact  that  his  health  is  not  the 
best,  he  has  relinquished  the  Deanship  of 
St.  Louis  University  Medical  School  after 
twenty  years  of  service. 

Most  of  the  remainder  of  the  morning 
was  given  over  to  an  address  by  the  Speak- 
er, supplemental  reports  by  Dr.  George  F. 
Lull,  Secretary  and  General  Manager;  Dr. 
E.  L.  Henderson,  Chairman  of  the  Board  of 
Trustees,  and  reports  from  Dr.  J.  W.  Cline 
of  California  on  the  World  Medical  Associ- 
ation, Dr.  H.  H.  Bockus  of  New  York  on 
Veterans  Affairs,  Dr.  J.  R.  McVay  of  Mis- 
souri for  the  Council  on  Medical  Service, 
and  Dr.  H.  R.  Viets  of  Massachusetts  for 
the  Council  on  Scientific  Assembly.  Dr.  R. 
L.  Sensenich,  President,  addressed  the 
House;  the  Speaker  then  presented  Dr.  El. 
E.  Irons,  President-Elect.  The  remainder 
of  the  Tuesday  morning  meeting  was  given 
over  to  the  presentation  of  resolutions. 

At  the  meeting  Tuesday  afternoon  a sup- 
plemental report  from  the  Board  of  Trustees 
was  read  by  Dr.  Henderson  and  more  reso- 
lutions were  presented.  All  reports  and  res- 
olutions were  referred  to  the  appropriate 
reference  committees  by  the  Speaker  for 
study  and  recommendations. 

For  details  of  the  aforementioned  reports 
and  resolutions,  it  is  respectfully  suggested 
that  those  interested  refer  to  “Minutes  of 
the  Interim  Session  of  the  House  of  Dele- 
gates” which  will  be  found  in  The  Journal 
of  the  American  Medical  Association,  Vol- 
ume 138,  Numbers  16  and  17,  Pages  1,161 
to  1,178  and  1,233  to  1,242.  Of  the  many 
resolutions  and  reports  presented,  I would 
like  to  comment  on  two  resolutions  and  one 
supplemental  report. 

A resolution  presented  by  Dr.  A.  B.  All- 
man  of  New  Jersey  had  to  do  with  the  need 
for  medical  officers  in  the  armed  services. 
It  called  for  giving  the  National  Security 
Resources  Board  adequate  statutory  author- 
ity to  meet  the  requirements  of  the  armed 
forces  for  medical  personnel,  but  suggested 
the  following:  (1)  deferment  of  recent 

graduates  until  completion  of  an  intern- 
ship not  to  exceed  two  years;  (2)  defer- 
ment of  medical  students  until  completion 
of  their  medical  education  and  internship, 
the  latter  not  to  exceed  two  years;  (3)  ob- 
ligation of  the  physicians  in  the  above 
groups  to  accept  one  year  of  service  in  the 
armed  forces  on  completion  of  internship, 
regardless  of  their  attained  age;  (4)  acquis- 


ition of  the  needed  complement  of  special- 
ists and  other  especially  qualified  physi- 
cians on  a contract  basis  without  regard  to 
age  limitations  and  on  a salary  sufficient 
to  attract  such  personnel;  (5)  institution 
of  a survey  of  the  personnel  of  medical 
teaching  institutions  to  the  end  that  each 
institution  release  one  or  more  of  its  staff 
for  a period  of  at  least  one  year  for  service 
with  the  armed  forces. 

The  resolution  was  referred  to  the  Refer- 
ence Committee  on  Medical  Education,  which 
in  turn  recommended  that  the  resolution 
be  referred  to  the  Council  on  National 
Emergency  Medical  Service  for  consider- 
ation at  its  next  meeting. 

I call  your  attention  to  this  particular 
resolution,  for  it  is  the  opinion  of  many  that 
this  plan  or  a similar  one  will  be  activated 
shortly.  There  is  no  doubt  that  the  armed 
forces  are  sorely  in  need  of  medical  person- 
nel, and  if  the  medical  profession  is  to 
escape  a draft  it  will  only  be  because  enough 
physicians,  especially  those  in  the  younger 
age  bracket,  will  have  volunteered  for 
service. 

Four  resolutions  similar  in  content  deal- 
ing with  socialized  medicine  and  compul- 
sory sickness  insurance  were  presented  by 
(1)  the  Board  of  Trustees;  (2)  Colorado; 
(3)  California;  and  (4)  Michigan.  The  Ref- 
erence Committee  on  Legislation  and  Public 
Relations  combined  into  one  resolution  the 
thoughts  contained  in  these  four  resolutions, 
the  framework  of  which  was  based  on  the 
resolution  introduced  by  the  California  Medi- 
cal Association.  It  reaffirmed  the  confi- 
dence of  the  House  of  Delegates  in  the 
Board  of  Trustees  and  their  ability  to  carry 
out  the  objects  and  execute  the  mandates  of 
the  House.  It  authorized  the  Board  of 
Trustees  to  levy  an  assessment  of  twenty- 
five  dollars  on  the  members  of  the  Ameri- 
can Medical  Association.  It  recommended 
the  expansion  of  the  Washington  Office, 
the  direction  and  control  to  be  transferred 
from  the  Council  on  Medical  Service  to  the 
Board  of  Trustees.  It  advised  the  employ- 
ment of  suitable  public  relations  counsel  to 
assist  in  carrying  out  the  program  and  to 
disseminate  information  to  (a)  the  general 
public,  (b)  the  Congress  of  the  United 
States,  and  (c)  the  state  and  county  medical 
societies  and  individual  physicians.  This 
resolution  was  adopted  unanimously  by  the 
House  of  Delegates.  It  may  be  found  in  The 
Journal  of  the  American  Medical  Associ- 
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ation,  Volume  138,  Number  17,  Page  1,241, 
December  25,  1948. 

I would  like  to  point  out  that  in  the  one 
hundred  years  of  its  existence  the  Ameri- 
can Medical  Association  has  never  levied 
dues  nor  assessments  against  its  members. 
The  only  revenue  received  by  the  American 
Medical  Association  from  individual  phy- 
sicians has  been  the  Fellowship  dues,  which 
include  subscription  to  the  Journal.  Now 
for  the  first  time  an  assessment  has  been 
levied  against  members  for  the  purpose  of 
activating  the  plans  outlined  in  the  afore- 
mentioned resolution. 

This  assessment  should  provide  the  Amer- 
ican Medical  Association  with  approximately 
3,500,000  dollars,  and  you  may  be  sure  that 
this  will  be  used  strictly  for  educational 
purposes,  primarily  pointed  at  the  lay  pub- 
lic, with  the  hope  that  if  they  are  informed 
on  all  that  socialized  medicine  and  compul- 
sory sickness  insurance  implies  they  will 
join  with  the  profession  in  opposing  such 
schemes. 

The  Board  of  Trustees  has  named  a Plan- 
ning Committee,  the  duties  of  which  shall 
be  to  govern  the  overall  policies  of  the  edu- 
cational campaign.  Ten  members  have  been 
appointed  to  this  committee,  four  from  the 
Board  of  Trustees,  three  from  the  House  of 
Delegates,  with  the  President,  the  Chair- 
man of  the  Board,  and  the  Secretary  and 
General  Manager  serving  as  ex  officio  mem- 
bers, all  of  whom  shall  have  the  right  to 
vote.  The  composition  of  this  committee  is 
as  follows:  Drs.  E.  S.  Hamilton,  Illinois; 

Gunnar  Gunderson,  Wisconsin;  W.  B.  Mar- 
tin, Virginia;  and  L.  H.  Bauer,  New  York, 
all  members  of  the  Board  of  Trustees;  Drs. 
W.  Bates,  Pennsylvania;  J.  W.  Cline,  Cal- 
ifornia; and  R.  B.  Robbins,  Democratic  Na- 
tional Committee  of  Arkansas,  all  members 
of  the  House  of  Delegates;  President  R.  L. 
Sensenich,  Indiana;  Chairman  E.  L.  Hen- 
derson of  the  Board  of  Trustees,  Kentucky; 
and  George  F.  Lull,  Secretary  and  General 
Manager  of  the  American  Medical  Associ- 
ation, Chicago.  This  committee  has  already 
met  and  has  chosen  Clem  Whitaker  and 
Leone  Baxter  of  the  public  relations  firm 
of  Whitaker  and  Baxter  of  San  Francisco 
as  public  relations  counsel  to  direct  the  cam- 
paign. Their  efforts  will  be  coordinated 
with  the  Chicago  and  Washington  offices 
and  the  public  relations  department  of  the 
American  Medical  Association. 

The  Council  on  Medical  Service  in  their 


supplemental  report  dealt  with  the  proposal 
of  the  Associated  Medical  Care  Plans  to  form 
a national  insurance  company.  This  report 
was  referred  to  the  Reference  Committee 
on  Medical  Service  and  Prepayment  Insur- 
ance Plans.  The  Council  unalterably  op- 
posed the  amalgamation  of  the  Blue  Cross 
and  Blue  Shield  to  form  a national  insurance 
company.  A three  hour  open  meeting  was 
held  by  the  Reference  Committee,  at  which 
proponents  for  and  opponents  to  the  pro- 
posals were  given  opportunity  to  be  heard. 

The  Reference  Committee  recommended 
the  adoption  of  the  supplementary  report 
of  the  Council  on  Medical  Service,  which  in 
brief  recommended  (1)  approval  of  the  for- 
mation of  a national  enrollment  agency  but 
disapproval  of  the  formation  of  a national 
insurance  company;  (2)  approval  of  the 
statement  delineating  the  field  of  operation 
of  the  Council  and  Associated  Medical  Care 
Plans  which  was  approved  by  the  Board  of 
Trustees  in  1946  but  was  not  approved  by 
AMCP  commission;  (3)  recommended  that 
AMCP  make  necessary  changes  in  its  con- 
stitution and  by-laws  which  would  take  it 
out  of  the  policy  making  fields;  (4)  reaf- 
firmation of  the  Council’s  authority  to  pro- 
mote the  voluntary  prepayment  program  in 
America.  The  report,  with  one  minor  addi- 
tion recommended  by  the  Reference  Com- 
mittee, was  adopted  by  the  House  of  Dele- 
gates. For  detailed  information  regarding 
this  important  and  far  reaching  decision 
I suggest  that  members  of  the  Nebraska 
State  Medical  Association  read  the  supple- 
mental report  of  the  Council  on  Medical 
Service,  which  may  be  found  in  The  Journal 
of  the  American  Medical  Association,  Vol- 
ume 138,  Number  16,  Pages  1,168  to  1,170, 
December  18,  1948. 

COMMENTS 

1.  The  Nebraska  State  Medical  Associ- 
ation should  do  all  in  its  power  to  obtain 
physicians  for  duty  with  the  armed  services. 

2.  Your  Delegates  are  of  the  opinion 
that  the  1948  Interim  Session  was  a suc- 
cess from  every  standpoint  and  that  it  will 
be  looked  back  upon  as  the  session  at  which 
the  House  of  Delegates,  in  the  name  of 
American  Medicine,  made  its  declaration  to 
militantly  oppose  legislation  which  would 
regiment  the  profession  in  any  way  or  force 
upon  the  people  of  the  United  States  any 
form  of  compulsory  insurance  which  would 
have  to  do  with  medical  care. 
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Your  Delegates  were  impressed  more  than 
ever  before  with  the  strong  trends  toward 
some  form  of  federal  control  of  the  practice 
of  medicine.  The  efforts  of  the  few  to  com- 
bat these  trends  are  no  longer  sufficient. 
Unless  there  is  an  awakening  on  the  part  of 
every  physician  to  combat  these  trends,  we 
will  find  ourselves  in  the  same  position  as 
are  the  physicians  in  Great  Britain,  Aus- 
tralia, New  Zealand  and  all  other  countries 
now  under  the  yoke  of  governmental  super- 
vision. 

If  the  federal  control  of  medicine  is  to  be 
defeated,  the  medical  profession  must  gain 
the  support  of  their  patients  and  friends. 
They  must  impress  upon  the  minds  of  the 
laity  that  medical  care  under  the  control 
of  politicians  is  fraught  with  many  dangers. 
The  press  is  showing  an  increasing  interest 
and  numbers  of  articles  and  editorials  op- 
posing the  socialization  of  medicine  have 
appeared  recently.  Physicians  should  en- 
courage the  press  in  their  communities  to 
publish  items  supporting  the  medical  pro- 
fession’s opposition  to  all  legislation  pointed 
toward  any  form  of  socialization.  In  the 
past  informed  citizens  have  been  able  to 
defeat  legislation  which  would  imperil  the 
future  welfare  of  their  country. 

3.  The  fund  to  be  created  will  be  used 
for  the  sole  purpose  of  preventing  any  basic 
change  in  the  practice  of  medicine  as  we 
know  it  in  this  country  and  of  maintaining 
the  high  level  of  medical  care  now  available 
to  the  American  public.  Members  of  the 
Nebraska  State  Medical  Association  are 
urged  (1)  to  give  their  complete  accord  to 
the  proposed  plans,  and  (2)  to  promptly 
pay  the  twenty-five  dollar  assessment. 

Respectfully  submitted, 

J.  D.  McCarthy,  M.D.,  Delegate 
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NEW  BILLS  INTRODUCED 

On  the  first  day  there  were  introduced  in  the 
House  570  bills  and  92  resolutions  and  in  the  Sen- 
ate 238  bills  and  37  resolutions,  which  indicates 
that  we  can  expect  a busy  winter.  We  have  se- 
lected from  this  list  the  following,  named  by  title 
only.  They  will  be  commented  upon  when  printed 
copies  of  the  bills  are  available. 

S.  5— NATIONAL  HEALTH  INSURANCE.  By 
Mr.  Murray,  of  Montana,  January  5 (for  himself, 
Mr.  Wagner,  Mr.  Pepper,  Mr.  Chavez,  Mr.  Taylor, 
and  Mr.  McGrath).  Provides  a national  health  insur- 
ance and  public  health  program.  Referred  to  the 
Committee  on  Labor  and  Public  Welfare. 

S.  68— CANCER  RESEARCH.  By  Mr.  Neely,  of 


West  Virginia,  January  5.  Authorizes  and  requests 
the  President  to  undertake  to  mobilize  at  some 
convenient  place  in  the  United  States  an  adequate 
number  of  the  world’s  outstanding  experts,  and  co- 
ordinate and  utilize  their  services  in  a supreme 
endeavor  to  discover  means  of  curing  and  prevent- 
ing cancer.  Referred  to  the  Committee  on  Labor 
and  Public  Welfare. 

S.  102— MULTIPLE  SCLEROSIS  RESEARCH. 
By  Mr.  Tobey,  of  New  Hampshire,  January  5 (for 
himself  and  Mr.  O’Mahoney).  Amends  the  Public 
Health  Service  Act  to  provide  for  research  and  in- 
vestigation with  respect  to  the  cause,  prevention, 
and  treatment  of  multiple  sclerosis  and  related 
neurological  diseases,  and  for  other  purposes.  Re- 
ferred to  the  Committee  on  Labor  and  Public  Wel- 
fare. 

S.  104  — FOOD  COUPONS.  By  Mr.  Aiken,  of 
Vermont,  January  5.  Safeguards  the  health,  effi- 
ciency, and  morale  of  the  American  people;  to  pro- 
vide for  improved  nutrition  through  a more  effec- 
tive distribution  of  food  supplies  through  food- 
allotment  program;  to  assist  in  maintaining  fair 
prices  and  incomes  to  farmers  by  providing  ade- 
quate outlets  for  agricultural  products;  to  prevent 
burdening  and  obstructing  channels  of  interstate 
commerce;  to  promote  the  full  use  of  agricultural 
resources;  and  for  other  purposes.  Referred  to  the 
Committee  on  Agriculture  and  Forestry. 

S.  132— LOCAL  PUBLIC  HEALTH  UNITS.  By 
Mr.  Chapman,  of  Kentucky,  January  5.  Assists 
the  States  in  the  development  and  maintenance  of 
local  public  health  units  and  for  other  purposes. 
Referred  to  the  Committee  on  Labor  and  Public 
Welfare. 

S.  231— HOSPITAL  CONSTRUCTION.  By  Mrs. 
Smith,  of  Maine,  January  5.  Amends  the  Hospital 
Survey  and  Construction  Act.  Referred  to  the 
Committee  on  Labor  and  Public  Welfare. 

S.  RES.  16— HOSPITALIZATION  FOR  FEDER- 
AL EMPLOYEES.  By  Mr.  Langer,  of  North  Da- 
kota, January  5.  Authorizes  the  Committee  on 
Post  Office  and  Civil  Service,  or  any  duly  author- 
ized subcommittee  thereof,  to  conduct  a full  and 
complete  study  and  investigation  with  respect  to 
all  matters  relating  to  the  desirability  and  feasi- 
bility of  instituting  a hospitalization  program  for 
the  benefit  of  civilian  employees  of  the  Government 
of  the  United  States,  such  program  to  include  pro- 
vision for  prepayment  of  hospitalization  and  surgi- 
cal costs  in  hospitals  to  be  designated  by  such  em- 
ployees to  be  attended  by  physicians  and  surgeons 
also  of  their  choice.  Referred  to  the  Committee  on 
Post  Office  and  Civil  Service. 

H.R.  12— SCIENCE  BILL.  By  Mr.  Priest,  of 
Tennessee,  January  3.  Promotes  the  progress  of 
science;  to  advance  the  national  health,  prosperity, 
and  welfare;  to  secure  the  national  defense;  and 
for  other  purposes.  Referred  to  the  Committee  on 
Interstate  and  Foreign  Commerce. 

H.R.  36— X-RAY  TECHNICIANS.  By  Mr.  Davis, 
of  Tennessee,  January  3.  Authorizing  the  appoint- 
ment of  x-ray  technicians  and  commissioned  offi- 
cers in  the  Medical  Corps  of  the  Army  and  the  Med- 
ical Corps  of  the  Navy.  Referred  to  the  Commit- 
tee on  Armed  Services. 

H.R.  62— MULTIPLE  SCLEROSIS.  By  Mr.  Ful- 
ton, of  Pennsylvania,  January  3.  Amends  the  Pub- 
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lie  Health  Service  Act  to  provide  for  research  and 
investigation  with  respect  to  the  cause,  prevention, 
and  treatment  of  multiple  sclerosis,  and  for  other 
purposes.  Referred  to  the  Committee  on  Inter- 
state and  Foreign  Commerce. 

H.R.  184— CABINET  DEPARTMENT.  By  Mr. 
Harris,  of  Arkansas,  January  3.  Creates  an  execu- 
tive department  of  the  Government  to  be  known 
as  the  Department  of  Health,  Education  and  Se- 
curity. Referred  to  the  Committee  on  Expenditures 
in  the  Executive  Department. 

H.R.  185— SCIENCE  BILL.  By  Mr.  Harris,  of 
Arkansas,  January  3.  Promotes  the  progress  of 
science;  to  advance  the  national  health,  prosperity, 
and  welfare;  to  secure  the  national  defense;  and 
for  other  purposes.  Referred  to  the  Committee  on 
Interstate  and  Foreign  Commerce. 

H.R.  267— PUBLIC  HEALTH  UNITS.  By  Mr. 
Priest,  of  Tennessee,  January  3.  Asists  the  States 
in  the  development  and  maintenance  of  local  public- 
health  units,  and  for  other  purposes.  Referred  to 
the  Committee  on  Interstate  and  Foreign  Commerce. 

H.R.  311— SCIENCE  BILL.  By  Mr.  Wolverton, 
of  New  Jersey,  January  3.  Promotes  the  progress 
of  science;  to  advance  the  national  health,  pros- 
perity, and  welfare;  to  secure  the  national  defense; 
and  for  other  purposes.  Referred  to  the  Committee 
on  Interstate  and  Foreign  Commerce. 

H.R.  323— HOSPITAL  CONSTRUCTION.  By 
Mr.  Bartlett,  of  Alaska,  January  3.  Amends  sec- 
tion 1 of  the  act  entitled  “An  act  to  amend  section 
624  of  the  Public  Health  Service  Act  so  as  to  pro- 
vide a minimum  allotment  of  $100,000  to  each 
State  for  the  construction  of  hospitals”  (Public 
Law  830,  80th  Cong.)  Referred  to  the  Committee 
on  Interstate  and  Foreign  Commerce. 

H.R.  345— NATIONAL  HEALTH  INSURANCE, 
By  Mr.  Celler,  of  New  York,  January  3.  Provides 
a national  health-insurance  and  public-health  pro- 
gram. Referred  to  the  Committee  on  Ways  and 
Means. 

H.R.  359— NATIONAL  SCIENCE.  By  Mr.  Cel- 
ler, of  New  York,  January  3.  Promotes  the  prog- 
ress of  science  and  the  useful  arts,  to  secure  the 
national  defense,  to  advance  the  national  health 
and  welfare,  and  for  other  purposes.  Referred  to 
the  Committee  on  Interstate  and  Foreign  Com- 
merce. 

H.R.  362— DISABILITY  BENEFITS.  By  Mr. 
Celler,  of  New  York,  January  3.  Amends  title  II 
of  the  Social  Security  Act  to  provide  disability 
insurance  benefits  and  to  reduce  the  age  require- 
ments for  old-age  and  survivors  insurance  bene- 
fits from  65  to  60  in  the  case  of  men,  and  from  65 
to  55  in  the  case  of  women.  Referred  to  the  Com- 
mittee on  Ways  and  Means. 

H.R.  488— ARMY  CREDITS.  By  Mr.  Keogh,  of 
New  York,  January  3.  Credits  to  active  and  re- 
tired officers  of  the  Medical  Department  of  the 
Army  all  service  performed  as  interns  in  Army 
hospitals  on  a civilian-employee  status.  Referred 
to  the  Committee  on  Armed  Services. 

H.R.  545— CANCER.  By  Mr.  Rooney,  of  New 
York,  January  3.  Authorizes  and  requests  the 
President  to  undertake  to  mobilize  at  some  conven- 


ient place  in  the  United  States  an  adequate  num- 
ber of  the  world’s  outstanding  experts,  and  coordi- 
nate and  utilize  their  sendees  in  a supreme  en- 
deavor to  discover  means  of  curing  and  preventing 
cancer.  Referred  to  the  Committee  on  Foreign 
Affairs. 

H.R.  782— CABINET  DEPARTMENT.  By  Mr. 
Dawson,  of  Illinois,  January  5.  Constitutes  the 
Federal  Security  Agency  a Department  of  Welfare. 
Referred  to  the  Committee  on  Expenditures  in  the 
Executive  Departments. 

H.R.  783— NATIONAL  HEALTH  INSURANCE. 
By  Mr.  Dingell,  of  Michigan,  January  5.  Provides 
a national  health  insurance  and  public  health  pro- 
gram. Referred  to  the  Committee  on  Interstate  and 
Foreign  Commerce. 

H.R.  785— HEALTH  UNITS,  By  Mr.  Dolliver, 
of  Iowa,  January  5.  Assists  the  States  in  the  de- 
velopment and  maintenance  of  local  public-health 
units,  and  for  other  purposes.  Referred  to  the 
Committee  on  Interstate  and  Foreign  Commerce. 

H.R.  922— BARBITURATES.  By  Mrs.  Rogers, 
of  Massachusetts,  January  5.  Provides  for  the 
coverage  of  barbiturates  under  the  Federal  nar- 
cotic laws.  Referred  to  Committee  on  Ways  and 
Means. 

H.R.  923— TUBERCULOSIS.  By  Mrs.  Rogers, 
of  Massachusetts,  January  5.  Provides  minimum 
ratings  for  service-connected  arrested  tuberculosis. 
Referred  to  the  Committee  on  Veterans’  Affairs. 

H.R.  928— TUBERCULOSIS.  By  Mr.  Teague, 
of  Texas,  January  5.  Provides  minimum  ratings 
for  service-connected  arrested  tuberculosis.  Refer- 
red to  the  Committee  on  Veterans’  Affairs. 

JOS.  S.  LAWRENCE,  M.D.. 

Director,  Washington  Office. 
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Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor.  Nebraska  State 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ing, Omaha. 


Dr.  and  Mrs.  J.  W.  Redfield  vacationed  in  Texas 
in  December. 

Dr.  Samuel  T.  Thierstein  has  moved  to  the  Sharp 
Building  in  Lincoln. 

Dr.  W.  A.  Shreck  of  Holdrege  suffered  a broken 
hip,  when  he  fell  in  his  home  in  December. 

Locating  in  Newman  Grove  recently  was  Dr. 
M.  A.  Kellett,  formerly  of  Little  Rock,  Ark. 

Dr.  Herman  M.  Jahr  has  moved  his  office  from 
the  Medical  Arts  Building  to  111  South  39th  Street, 
in  Omaha. 

Dr.  and  Mrs.  Charles  W.  Weekes  of  Ord,  Ne- 
braska, announce  the  birth  of  a son,  Charles  Wil- 
liam, Jr.  on  December  11,  1948. 

A new  member  of  the  staff  of  the  Norfolk  State 
Hospital  is  Dr.  R.  D.  Roadruck,  a native  of  Albion, 
a graduate  of  the  University  of  Nebraska  Medical 
College.  Dr.  Roadruck  was  formerly  connected 
with  the  Veterans’  Administration  in  Bath,  N.  Y. 
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KNOW  YOUR 
BLUE  SHIELD  PLAN 


In  1948,  each  dollar  of  Blue  Shield  income  was 
distributed  as  follows:  73  cents  returned  to  sub- 

scribers in  the  form  of  benefits,  11  cents  to  re- 
serves and  16  cents  for  administration  of  the  Plan. 


Office  salaries  250.00 

Medical  Director  100.00 

Attorney  100.00 

Advertising  12.50 

Printing  and  stationery 48.88 

Home  Office  travel  and  expense ' 159.01 

Hospital  records  f 22.00 

Collection  expense  5.00 

Refunds  102.50 

Dues  50.66 

U.  S.  Bonds 25,160.00  71.579.67 


Cash  on  hand,  December  31,  1948 $ 80,615.29 

Bank  Balances,  December  31,  1948 — 

Packers  National  Bank,  Omaha $ 79,468.13 

First  National  Bank,  Omaha 1,147.16 


$80,615.29 


The  Blue  Shield  Plan  helps  your  patients  pay 
you.  It  will  continue  to  grow  and  serve  you  and 
your  patients  in  direct  proportion  to  the  cooperation 
given  it  by  the  physicians. 


All  members  of  the  Nebraska  State  Medical 
Association  have  received  packets  containing  Blue 
Cross-Blue  Shield  folders  and  inquiry  cards.  Will 
you  place  these  in  your  reception  room  where  they 
are  accessible  to  your  patients? 


A reminder:  Claims  for  In-hospital  medical  care 

are  paid  only  when  the  patient  is  hospitalized  for 
non-surgical  illness  for  FOUR  OR  MORE  CONTIN- 
UOUS AND  CONSECUTIVE  DAYS. 


When  your  patients  inquire  about  Blue  Cross- 
Blue  Shield,  you  can  help  them  by  explaining  that 
they  may  enroll  if  they  are  under  65  years  of  age, 
regularly  employed,  and  if  they  enroll  with  a group 
established  according  to  requirements. 


“The  Blue  Shield  Plans  were  founded  to  give 
the  American  people  an  opportunity  to  budget 
their  costs  for  medical  care  by  utilizing  the  in- 
surance principle.  These  Plans  make  it  possible 
for  the  people  to  accept  personal  responsibility 
for  their  own  health  and  welfare.  They  preserve 
the  dignity  of  man  by  making  it  possible  for  him 
to  provide  good  health  care  for  his  wife  and 
children.  They  have  the  potential  power  of  mak- 
ing man  independent  of  his  federal  or  state  govern- 
ment in  the  matter  of  personal  health  care.” 


Address  all  correspondence  regarding  Blue  Cross 
and  Blue  Shield  to  518  Kilpatrick  Building,  Omaha 
2,  Nebraska. 


REPORT  OF  EXECUTIVE  DIRECTOR  OF 
NEBRASKA  MEDICAL  SERVICE 

CASH  RECEIPTS  AND  DISBURSEMENTS 
December  31,  1948 

Cash  on  hand,  December  1,  1948 $ 94,817.61 

Receipts : 

From  dues  $55,756.50 

From  enrollment  fees 1,362.00 

Taxes  deducted  from  salaries 40.10 

Interest.  U.  S.  Bonds 218.75  57,377.35 


$152,194.96 

Disbursements : 

Claims  paid  $38,488.50 

Administrative  expense  (Regular 
$6,472.04  ; Adv.  Cam- 
paign $483.58)  6,955.62 

Professional  fees,  E.K.M 125.00 


BALANCE  SHEET 


December  31,  1948 

Assets : 

Cash  in  banks $ 80,615.29 

Premiums  in  process  of  collection 5,905.98 

U.  S.  bonds  (cost  plus  accrued 

interest)  124,872.66 


$211,393.93 

Liabilities : 

Accounts  payable.  Blue  Cross $ 6,376.90 

Accounts  payable,  monthly  invoices 198.45 

Accrued  payroll  taxes 127.80 

Claims  payable  : 

Unreported  29,500.00 

Pending  2,456.00 

Contingent  5,000.00 

Accrued  audit  expense 375.00 

Unearned  premiums  61,192.50  105,226.65 


Reserve  for  Maternity  Care $ 5,000.00 

Reserve  for  Public  Relations  Campaign 1,000.00 

Unassigned  Surplus  - 100,167.28 


$211,393.93 


12  Months 
to  Date 
$505,114.93 
13,946.00 
937.50 


INCOME  AND  EXPENSE 
December  31,  1948 

Income : 

Month  of 
December 

From  dues  $ 50,806.38* 

From  enrollment  fees 1,362.00 

Interest,  U.  S.  Bonds 510.41 


Expenses : 

Claims  

Administrative  expense : 

Regular  

Adv.  Campaign  

Professional  fees  

Office  salaries  

Medical  Director  

Attorney  

Advertising  

Stationery  

Printing  

Home  Office  erpense 

Collection  expense  

Taxes  and  licenses 

Dues  

Postage  

Miscellaneous  

Insurance  

Interest  on  surplus  notes 


$ 52,678.79* 


.$  41,194.50 

5,962.99 

413.91 

125.00 

250.00 

100.00 
100.00 


193.45 

159.01 

5.00 

2.50 

50.66 


8.00 


$519,998.43 


$379,296.25 


59.359.11 

3.678.68 

1.500.00 
3.000.00 

1.200.00 
1.200.00 

515.28 

731.20 

4,036.34 

2,351.43 

283.25 

211.64 

501.56 

1.600.00 

173.00 

122.00 

837.07 


$ 48.690.02  $462,121.81 


Net  Gain — Year.  1948  $ 3.988.77 


57.876.62 


Administrative  expense  

Additional  payment,  prior  years  4,500.00 


Net  addition  to  reserves $ 3,988.77  $ 53,376.62 

*NOTE:  Indicates  end-of-year  adjustment  of  earned  income 

and  unearned  premium.  The  decrease  in  earned  income,  how- 
ever, is  only  temporary.  January  earned  income  figures  will 
probably  be  in  excess  of  those  shown  in  our  November  report. 


MEMBERSHIP  SUMMARY— DECEMBER,  1948 


Sub-  De- 

scribes pendents 


Membership,  December  1,  1948 26.937  37,442 

Additions  1,332 

Less  Terminations  323 

Net  Gain  1,009 

Membership,  January  1,  1949 27.946  38,845 


Groups  enrolled  during  December 

Groups  cancelled  during  December 

Number  of  active  groups,  January  1,  1949 


Total 

64,379 


66.791 

54 

4 

1.636 
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DECEMBER  ENROLLMENT  BY  COUNTY 


. 23 

4 

Box  Butte 

16 

Keith  

: 2 

1 

1 

Brown 

24 

Lancaster 

. 185 

Buffalo 

14 

Lincoln 

. 21 

2 

47 

18 

2 

1 

7 

Cheyenne 

9 

Perkins 

5 

Custer 

_ _ 3 

Phelps 

12 

_ 41 

10 

Dawson 

4 

Red  Willow 

8 

58 

4 

. 663 

1 

2 

2 

2 

1 

1 

. 61 

39 

1 

Greeley 

6 

Thomas 

i 

Hall  

53 

Washington 

i 

1 

York  __  

3 

Hitchcock 

1 

DEATHS 

Harry  Edward  Dorwart,  M.D.,  Lexington.  Born 
in  Friend,  Neb.  in  1903.  Graduated  from  Creighton 
University  School  of  Medicine  in  1927.  Practiced 
in  Overton  untill  1933  when  he  moved  to  Lexing- 
ton, to  join  his  brother  Thomas  Y.  Dr.  Dorwart 
was  active  in  professional  and  civic  life  of  the 
district.  He  was  a member  of  the  County  and 
State  medical  association  and  on  several  occasions 
served  as  Delegate  to  the  state  association.  He 
died  of  a coronary  occlusion  December  22,  1948. 
Surviving  are  his  wife,  two  sons,  and  one  daugh- 
ter, his  mother,  and  three  brothers,  Dr.  Tom  Y.,  of 
Lexington,  Dr.  Clinton,  of  Sidney,  and  Clair  of 
San  Diego,  and  two  sisters. 


Don  Carlos  Stansberry,  M.D.,  Hastings,  (retired). 
Born  in  Iowa  in  1860,  graduated  from  College  of 
Physicians  and  Surgeons  at  Keokuk,  la.,  in  1890. 
Practiced  in  various  parts  of  Eastern  Nebraska 
for  over  fifty  years  before  retiring  in  the  early 
’30s.  Died  in  Hastings  December  25,  1948.  Sur- 
viving are  his  wife,  two  sons,  and  four  daughters. 


What  effect  would  compulsory  sickness  insur- 
ance have  upon  the  health  of  the  nation  ? This 
is  the  question  explored  by  the  Research  Council 
for  Economic  Security,  Chicago,  in  its  recent  study 
entitled  “The  Health  of  Nations.” 

It  is  often  claimed  that  the  nation’s  health  would 
be  greatly  improved  under  a compulsory  system 
of  prepayment  for  medical  and  hospital  care.  This 
study  shows  little  evidence  to  support  this  view. 
The  record  under  one  system  is  hardly  better  than 
that  under  another. 

The  study  is  based  on  a comparison  of  certain 
health  indices — infant  mortality,  male  life  expec- 
tancy at  birth,  death  rates  from  selected  causes. 
Prewar  figures  were  used  to  avoid  distortions  from 
wartime  conditions. 

Countries  having  compulsory  sickness  insurance 
include  France,  England,  and  Germany.  Those  with 
a private  fee-for-service  voluntary  system  are  hte 
United  States,  Canada,  and  Australia.  A third 
system,  where  health  insurance  plans  are  nominally 
voluntary  but  actively  subsidized  and  regulated  by 
government,  is  found  in  Sweden,  Denmark,  and  Bel- 
gium. Since  the  war,  however,  Australia,  Sweden, 
and  Belgium  have  made  their  systems  compulsory. 

“The  system  of  paying  for  medical  care  does 
not  in  itself  appear  to  play  a major  role  in  the 
health  of  a nation,”  the  study  says.  “Therefore, 


one  should  be  careful  in  assuming  that  the  adop- 
tion of  any  system  of  paying  for  medical  care, 
compulsory  or  otherwise,  will  of  itself  make  for  a 
decided  improvement  in  the  health  indices.” 

The  Council  points  out  that  better  results  might 
be  expected  by  developing  and  expanding  medical 
facilities,  eliminating  economic  and  social  inequal- 
ities between  races,  paying  more  attention  to  living 
standards,  nutrition,  and  other  factors  which  di- 
rectly affect  the  health  of  the  people. 


Smith,  Kline  & French  Laboratories  of  Phila- 
delphia has  awarded  in  1948  a total  of  seventy- 
three  grants  amounting  to  $314,761  in  support  of 
medical  research,  according  to  an  announcement 
by  Mr.  W.  Furness  Thompson,  Vice-President  in 
charge  of  research.  Twenty-seven  of  these  grants 
were  made  to  twenty  medical  schools,  and  the 
balance  to  institutes,  clinics  and  individual  in- 
vestigators. The  funds  were  provided  under  three 
main  categories:  as  scholarships  and  fellowships; 
as  aids  to  pre-clinical  research  in  such  fields  as 
pharmacology,  bacteriology  biochemistry,  histol- 
ogy, microanalysis,  mycology,  organic  chemistry, 
pharmaceutical  chemistry  and  physical  chemistry; 
and  for  support  of  investigators  in  various  fields 
of  clinical  medicine  as  hypertension,  pain,  cardio- 
vascular conditions,  epilepsy,  anemia,  dermatology, 
obesity,  etc. 


Hyde  Sweet  of  the  Nebraska  City  News  Press 
takes  no  delight  in  the  prospect  of  socialized 
medicine.  Recently  he  viewed  it  this  way: 

The  President  will  take  personal  charge  of  the 
proposed  “socialized  medicine”  project  which,  I am 
told,  will  go  through  Congress  a-whooping. 

The  arguments  in  favor  of  a Better  Plan  are 
numerous  and  more  pressing.  It  is  an  era  in  which 
only  two  classes  of  people  really  can  afford  medi- 
cal and  hospital  care,  what  with  the  rising  costs: 
1.  The  very  Rich.  2.  The  very  Poor.  The  mass 
of  the  people  are  ground  between  the  upper  and 
neither  grindstones.  They  are  seeking  and  should 
have  relief,  pecuniary  as  well  as  medical. 

Whether  Mr.  Truman’s  plan  to  collect  a payroll 
tax  from  both  employer  and  employe  is  good  or 
not  must  await  more  information.  Also,  whether 
it  will  reach  enough  people,  those  outside  the  pur- 
view of  industrial  employment,  is  something  else 
again. 

The  President’s  plan  is  fairly  simple  so  far  as 
it  goes  and  leaves  entirely  up  to  the  beneficiary 
the  choice  of  physician  and  hospital.  The  huge 
sum  collected,  less  administrative  expense — which 
will  be  heavy,  depend  on  that! — would  be  allo- 
cated to  the  states  in  proportion  to  population, 
and  the  states  in  turn  would  allocate  to  the  coun- 
ties. 

The  physicians  and  dentists  in  each  county,  to 
say  nothing  of  hospitals,  would  divvy  the  money 
among  themselves.  (I  want  to  see  that!). 

How  to  divide  is  admittedly  the  problem  but 
Washington  believes  it  can  be  done  on  the  basis 
of  a medico’s  reputation,  social  standing  and  the 
amount  of  business  he  does. 

Suppose,  though,  I prefer  to  consult  a chiro- 
practor or  osteopath,  having  paid  in  my  dough. 
Where  do  I stand,  and  how  does  he  rate  as  a bene- 
ficiary of  the  “divvy?”  You  tell  ’em. 

— From  Beatrice  Times. 
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THE  TWELVE-POINT  PROGRAM 

On  page  109  we  publish  the  12-point  pro- 
gram recently  proposed  by  the  American 
Medical  Association  in  an  effort  to  stave  off 
federal  interference  with  the  practice  of 
medicine.  The  program,  as  will  be  noted, 
includes  a good  many  acceptable  provisions 
of  the  various  national  health  bills  proposed 
in  the  past  and  some  that  are  now  in  the 
stage  of  planning  by  those  favoring,  and 
those  opposing  national  compulsion  in  sick- 
ness insurance.  A recent  editorial  in  the 
Journal  of  the  American  Medical  Association 
points  out  that  “it  can  be  developed  and  ad- 
ministered in  as  a logical  evolution  from  ex- 
isting institutions  in  the  United  States 
without  bringing  about  chaos  through  an 
overthrow  of  what  has  already  been  admit- 
ted by  everyone  to  be  the  highest  quality  of 
medical  care  available  in  any  country  in  the 
world.”  The  program  represents  a crystal- 
lization of  studies  and  conclusions  over  a 
period  of  years  and  was  approved  and  adopt- 
ed by  the  Board  of  Trustees  of  the  Amer- 
ican Medical  Association. 

We  print  the  copy  at  this  time  in  view  of 
the  expanded  program  of  our  own  State 
Medical  Association  in  an  effort  to  stimulate 
thinking  along  the  various  problems  which 
American  medicine  faces.  It  is  doubtful 
that  the  12-point  program,  if  put  into  ef- 
fect, would  solve  ALL  of  the  problems  asso- 
ciated with  medical  care,  yet  we  feel  that 
thus  far  there  has  been  no  program  sug- 
gested which  would  achieve  an  overall  rem- 
edy. Certainly  compulsory  insurance  will 
not  do  it.  We  have  had  no  opportunity  to 
analyze  the  advantages  of  the  various  indi- 
vidual points  in  the  program,  but  a glance 


at  the  program  itself  should  convince  any 
right  thinking  American  citizen  of  the  ad- 
vantages of  these  proposals  over  any  federal- 
ly conceived  methods  thus  far  advanced. 

We  urge  every  reader  to  study  the  copy 
to  the  effect  that  he  may  inform  himself  on 
the  nature  of  these  proposals  and  thus  be 
enabled  to  discuss  them  seriously  and  intel- 
ligently with  those  in  a position  to  help  put 
them  into  operation. 


THE  BLIZZARDS  OF  1949 

When  the  history  of  the  blizzards  of  1949 
is  written,  the  deeds  of  the  medical  profes* 
sion  should  occupy  an  important  chapter. 
Aside  from  those  directly  concerned  with 
digging  and  plowing  through  drifts,  no  other 
group  has  made  the  personal  sacrifices  in 
comfort  and  in  health  which  in  any  way  ap- 
proximate those  made  by  the  doctors  in  the 
stricken  areas.  To  quote  but  a few  head- 
lines from  local  publications,  we  read:  “Doc- 
tors Miller,  Krause,  Beat  Stork  in  Arcadia.” 
The  story  is  told  simply.  The  doctors  an- 
swered a long  delayed  call,  they  drove  their 
car  as  far  as  they  could,  they  were  met  by 
various  farmers  along  the  way,  and  relayed 
first  by  tractor,  then  by  horseback,  then 
by  another  tractor,  finally  ended  up  by  walk- 
ing about  three  miles  to  deliver  a baby.  Or, 
“Doctor  Brown  Performs  a Heroic  Deed.” 
The  patient  was  a three  month  old  infant, 
the  family  living  west  of  Howells.  Again, 
the  doctor  drove  as  far  as  he  could,  walked 
two  miles  and  returned  with  the  baby  to  his 
car,  to  be  placed  in  a hospital  at  Columbus. 
Then  there  is  Dr.  Don  Jones  of  Holdrege. 
Dr.  Jones  was  taxied  more  than  two  and  a 
half  miles  on  a caterpillar  tractor,  and  ended 
up  by  walking  3 miles. 

There  is  Dr.  F.  L.  Frink  of  Newman 
Grove,  who  is  eighty-six  years  old.  With  the 
aid  of  snowplow  and  a team  of  horses  the 
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doctor  plowed  through  drifts  to  see  a dying 
patient.  Dr.  Frink  made  many  trips  in  a 
lumberwagon  and  team  to  see  his  sick  pa- 
tients in  and  around  the  snow  ridden  com- 
munity. There  is  Dr.  T.  E.  Dent  of  North 
Platte  who  travelled  to  Hershey  in  order 
to  care  for  a family  of  five  victims  of  pto- 
maine poisoning.  He  too  drove  as  far  as  he 
could  which  was  five  miles  from  the  goal, 
then  transferred  to  snowplow.  He  ended  up 
by  walking  two  miles  back  and  forth. 

Some  of  these  unsung  heroes  made  their 
calls  by  plane  and/or  helicopters.  Dr.  Mutz 
of  Spaulding,  Dr.  Shaughnessy  of  North 
Platte,  Dr.  Bennie  of  Clearwater,  Dr.  C.  H. 
Swift,  Jr.,  of  Crofton,  and  Dr.  David  Ikast 
of  Lincoln,  made  a number  of  such  visits  to 
bring  medical  help  desperately  needed  in  iso- 
lated homes. 

We  need  not  depict  the  hardships  endured 
by  these  physicians.  There  is  for  example 
the  case  of  Dr.  H.  D.  Runty  of  Dewitt  whose 
automobile  was  stalled  in  a snowdrift  for 
seven  hours  west  of  Wilber.  Or  of  the  doc- 
tor in  Atkinson  who  started  out  on  a call 
at  10  p.m.  on  Saturday  night  and  did  not 
return  until  Sunday  evening.  These  are  but 
a few  cases  culled  from  our  clipping  service. 
They  undoubtedly  represent  but  a small  frac- 
tion of  the  actual  number  of  mercy  calls 
made  by  Nebraska  physicians. 

The  Journal  salutes  them  all!  They  have 
kept  the  faith  of  the  Medical  profession. 


ABOUT  THE  AMA  ASSESSMENT 

As  stated  in  the  last  issue  of  this  Journal, 
the  $25.00  assessment  by  the  AMA  is  to  be 
collected  by  the  secretary  of  each  county 
medical  society  in  the  State.  In  spite  of  re- 
peated announcements,  inquiries  are  still 
coming  in  on ; a.  what  is  the  assessment 
for,  b.  to  whom  shall  I send  the  check? 
The  last  three  issues  of  the  Journal  have  car- 
ried full  accounts  of  the  necessity  for  the 
action  by  the  House  of  Delegates  of  the 
American  Medical  Association.  All  we  can 
say  at  this  time  is  that  the  plan  calls  for  a 
broad  program  of  public  education  to  present 
our  side  of  the  problem  of  medical  economics. 
The  second  question  can  be  answered  by  the 
plea:  send  your  check  to  your  local  sec- 

retary. Do  it  now  before  you  forget. 


Have  you  made  your  hotel  reservation  for 
the  annual  session  of  the  Nebraska  State 
Medical  Association  to  be  held  in  Omaha  the 
first  week  in  May?  If  not,  please  do  so  now. 


STATE  MEDICINE  IN  ACTION 

A ringside  view  of  state  medicine  as  it  operates 
in  Britain  is  reported  by  Bill  McGaffin,  former 
Lincoln  newswriter,  in  a dispatch  from  London. 

Nothing  the  labor  government  ever  did  has  been 
so  popular  as  this,  he  reports,  yet  the  system  is 
so  full  of  “bugs”  that  it  will  be  a long  time  be- 
fore it  will  function  as  was  intended— and  it  may 
not  survive  so  long.  For  like  so  many  Santa  Claus 
plans  hatched  in  California,  and  elsewhere,  state 
medicine  is  so  unexpectedly  costly  to  operate  that 
its  financing  is  a major  problem.  Minister  of 
Health  Bevan  thought  it  could  be  done  for  $705,- 
700,000  a year.  He  was  so  wrong,  it  isn’t  even 
funny. 

Since  income  taxes  in  England  have  long  ap- 
proximated 97  cents  on  the  dollar,  and  the  sturdy 
people  have  tightened  their  belts  and  carried  on 
through  a regime  of  austerity  that  would  terrify 
an  American,  the  question  of  where  additional 
funds  for  medical  service  are  to  come  from  is  no 
small  one.  It  is  the  little  people  who  are  now 
reaping  the  benefits  of  the  system;  should  it  turn 
out  that  they  must  be  taxed  for  it,  they  will  see 
that  after  all  there  is  no  such  thing  as  “free” 
medicine.  There  can  be  a re-distribution  of  its 
benefits — if  a way  can  be  found  to  finance  it. 

Free  hospitalization  is  the  most  expensive  of 
all  types  of  socialized  activity,  says  another  ob- 
server, Dr.  Edward  D.  Churchill,  distinguished 
Boston  surgeon.  The  American  voluntary  hos- 
pital service  is  based  on  British  models,  and  one 
enormous  sector  of  our  population — the  veterans — 
are  living  partly  under  a form  of  socialized  medi- 
cine. The  doctor  wonders  whether  this  country 
might  bankrupt  itself  by  successive  extensions  of 
that  principle,  and  he  particularly  fears  for  the 
stifling  of  research  and  initiative  by  government 
control. 

British  doctors  and  dentists  are  all  so  rushed 
they  can  hardly  breathe,  save  those  who  weren’t 
so  lucky  as  to  draw  densely  populated  posts,  and 
the  shortage  of  qualified  practitioners  is  becoming 
more  glaringly  apparent  every  day.  At  the  same 
time  there  is  a limit  on  what  they  may  charge  for 
public  service,  so  that  only  a very  few  can  hope  to 
get  a commensurate  return  on  the  heavy  costs  of 
their  preparation.  Methods  are  being  sought  to 
increase  the  number  of  doctors  and  dentists. 

Well,  the  United  States  of  America  has  a doctor 
shortage,  too,  and  has  had  since  the  outbreak  of 
World  War  II,  so  that  can’t  be  charged  up  against 
state  medicine.  What  the  medical  men  fear  in 
England,  Mr.  McGaffin  says,  is  that  eventually  they 
will  become  salaried  workers. 

But  medicine  as  a science  is  still  very  young, 
and  already  its  achievements  are  tremendous.  Dr. 
Churchill  surmises  that  in  time  it  can  reduce  the 
cost  of  care.  Meanwhile  he  warns  that  state  medi- 
cine, wrong  and  dangerous  as  it  might  be,  cannot 
be  talked  out  of  existence.  And  the  chief  hope  of 
outflanking  it  is  research  with  a view  towards 
lower  costs  of  medical  cai'e — not  mere  anguished 
outcries. 

For  as  Mr.  McGaffin  concludes  in  his  dispatch: 

“There  are  those  in  England  who  look  not  at  the 
future  but  at  the  past.  They  say  there  would 
not  be  this  socialist  rush  toward  nationalization 
if  the  masses  had  fared  better  under  private  enter- 

P^se‘  — From  Lincoln  State  Journal. 
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One  night  last  January  I went  to  hear 
Randolph  Churchill  lecture  on  the  subject, 
“Europe  Today.”  His  theme  was  quite  good 
particularly  with  respect  to  a Western  Un- 
ion and  the  importance  of  integrating  the 
economics  and  problems  of  the  various  coun- 
tries outside  the  Iron  Curtain. 


Unfortunately,  conservative  Winston 
Churchill’s  boy,  Randolph,  seemed  to  con- 
fuse his  issues  during  the  question  period, 
when  asked  what  he  thought  about  the  na- 
tionalization of  the  steel  industry.  He  em- 
phatically stated  that  he  was  absolutely 
against  nationalization  of  industry  but  that 
we  should  recognize  a “welfare  state”  and 
that  medical  care  and  personal  services 
should  be  nationalized.  You  can  imagine 
how  I would  have  liked  to  then  and  there, 
jump  down  his  throat,  but  being  inherently 
modest  and  just  one  of  the  audience  and  he 
a distinguished  guest  speaker,  I held  on  to 
my  seat. 

Later  in  the  evening  I had  the  opportunity 
of  conversing  with  Mr.  Churchill  and  asked 
him  how  he,  a conservative,  could  justify 
government  medicine  and  not  government 


industry.  He  answered  something  like  this. 
“Surely  your  people  believe  in  Social  Secur- 
ity, you  have  it,  you  voted  for  it.  You  be- 
lieve in  free  medical  care.  We’ve  had  it  for 
forty  years  in  England  in  some  form  or 
other.”  I told  him  with  feeling  of  what  I 
had  seen  of  the  British  Panel  System  dur- 
ing the  past  twenty-eight  years  and  as  I saw 
it  on  my  last  brief  visit  and  suggested  that 
if  they  were  so  devoutly  interested  in  the 
welfare  of  their  people,  why  not  give  them 
in  addition  more  food,  clothing  and  housing 
as  these  factors  seemed  to  influence  general 
health  far  more  thon  compulsory  health  in- 
surance. So  much  for  Mr.  Churchill,  the 
younger. 

Why  we  must  follow  the  example  of  Eng- 
land or  any  of  the  rest  of  the  little  socialized 
European, countries  that  are  drifting  or  who 
have  drifted  into  insolvency  and  medical 
deterioration  is  more  than  I can  understand. 
If  their  own  trial  of  these  plans  leads  them 
to  financial  ruin  and  internal  chaos,  why 
should  we,  a great  successful  country,  try 
to  bring  our  economy  to  their  unfortunate 
level.  The  National  Health  Service  of  Eng- 
land has  just  celebrated  its  six  months’ 
Birthday.  The  taxpayers  (the  patients)  are 
startled  with  the  costliness.  It  is  estimated 
that  it  will  cost  240  or  250  million  dollars 
more  than  the  budget  allowed  to  maintain 
this  service  the  first  year. 
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Now  if  these  shrewd  foreign  calculators 
with  much  past  experience  with  health  serv- 
ice in  a war-strickened  country  can  get  so 
far  off  in  their  estimates,  how  far  off  do  you 
think  our  blundering  Congress  will  get  with 
a program  about  which  they  know  absolute 
ly  nothing? 

Four  million  pairs  of  spectacles  are  quite 
a dish  (on  the  State).  The  general  practi- 
tioner with  rural  or  neighborhood  practice 
is  feeling  the  pinch  (on  the  State).  The 
time  is  not  far  when  the  five  guinea  fee  of 
the  Specialist  on  Hartley  Street  will  be  as 
rare  as  a mastodon  on  Fifth  Avenue  in  New 
York.  At  the  rate  they  are  soaking  the  rich, 
it  won’t  be  long  before  the  only  wealthy 
people  you  will  find  in  England  will  be  the 
wax  replicas  of  them  in  Madame  Tussaud’s 
museum.  Perhaps  it  is  all  for  the  good  in 
England.  They  truly  have  many  more  needy 
poor  than  we  do,  who  are  living  in  medieval 
discomort  under  war-torn,  over-crowded  con- 
ditions as  the  result  of  the  years  of  bombing 
and  economic  depression. 

Most  people  do  not  realize  that  the  present 
compulsory  health  insurance  bill  does  not 
contemplate  taking  care  of  the  poor  but  only 
of  those  who  have  income  and  can  pay  a 
share  towards  this  service.  The  poor  we 
will  still  have  with  us  though  actually  in 
this  country  most  of  the  people  now,  includ- 
ing laborers,  farmers,  clerks  and  so  forth, 
are  of  the  middle  class  of  self-respecting, 
auto-buying,  home-buying,  radio-television- 
buying, liquor-buying,  entertainment-seek- 
ing, pleasure-loving  people.  According  to 
the  National  Industrial  Conference  Board, 
the  wage-earners  lot  has  been  steadily  im- 
proving in  this  country.  In  1914  it  took 
thirty  hours’  work  in  a sixty  hour  week  for 
a laborer  to  provide  for  his  family’s  vittles, 
while  today  it  only  takes  twelve  hours  to  pay 
for  the  week’s  grocery  bill.  The  World  War 
I worker  spent  three-fifths  of  his  fifty  hour 
week  wage  for  food  while  a Worker  in 
1949  spends  only  one-third  of  his  forty  hour 
weekly  take-home  for  that  purpose.  In 
France  he  kicks  in  eighty  per  cent  of  his 
earnings  to  fill  the  family’s  stomachs  poor- 
ly. In  China,  India,  Germany  and  in  the 
Soviet  stellate  states,  the  prime  objective 
is  to  have  enough  to  avoid  death  by  malnu- 
trition while  our  bread  winner  has  paid  for 
the  week’s  choice  foods  by  Tuesday  noon. 
Not  bad  in  a free  country  where  the  doctor 
works  sixty  hours  a week  and  many  much 
more  to  care  for  the  health  and  needs  of 


his  flock  and  does  it  gladly  even  though  he 
antes  heavily  to  the  calls  of  the  tax  collector. 

England  has  just  gone  hog-wild  on  its 
“Social  State”  program.  Right  now  free 
legal  service  is  being  considered  by  parlia- 
ment so  the  lawyers  will  be  the  next  ones 
to  be  put  on  the  government  payroll.  Ray- 
mond Moley  recently  called  attention  to  the 
threat  of  parliament  of  socializing  the  bars. 
The  English  “pub”  has  long  been  a social 
institution  exemplifying  their  life  and  has 
ever  been  a pillar  of  free  enterprise. 

Are  we  to  follow  in  all  these  suits  and 
drag  the  nation  of  our  parent  language 
down?  I hope  not.  A recent  survey  of  the 
National  Research  Council,  according  to  an 
A.P.  report,  made  a study  of  the  infant  mor- 
tality and  the  male  life  expectancy  rates 
in  nine  countries  having  compulsory,  State- 
subsidized  or  private  health  plans.  It  has 
come  to  the  following  conclusions:  (1)  The 

type  of  health  plan,  compulsory  or  other- 
wise, has  little  effect  upon  death  rates,  (2) 
The  principle  factors  in  health  are  an  ade- 
quate number  of  doctors,  nurses  and  hos- 
pitals, adequate  nutrition  and  high  living 
standards.  In  other  words,  it  is  not  the 
amount  or  kind  of  insurance  you  have,  it 
is  the  way  you  live  that  makes  the  differ- 
ence. 

The  people  must  know  the  facts  so  they 
may  influence  Congress  in  its  deliberation 
and  not  have  them  make  a catastrophic  mis- 
take by  passing  a compulsory  insurance  plan. 
Who  are  the  people?  They  are  the  drug- 
gist, the  barber,  the  mechanic,  the  clerk,  the 
stenographer,  the  hair  dresser,  the  laborer, 
the  farmer,  and  the  patient.  It  is  up  to 
you,  DOCTOR,  to  carry  on  this  missionary 
work  in  your  community.  The  radio  and 
press  releases  of  State  and  National  scope 
are  fruitless  without  your  help.  But  how 
can  you  do  this?  First  by  your  humble  at- 
titude in  the  home,  hospital  and  the  office; 
second,  by  your  contacts  and  interest  in  the 
welfare  of  your  fellow  man;  and  third,  by 
your  constant  preaching  gospel  of  freedom 
of  choice  and  action  which  has  made  our 
nation  the  healthiest  nation  in  the  world. 


MAKE  PLANS  NOW 

TO 

ATTEND 

THE  ANNUAL  CONVENTION  OF 

YOUR  ASSOCIATION 

IN 

OMAHA 

MAY  3,  4,  AND  5. 

Surgical  Treatment  of  Gall  Bladder  Disease" 

JOHN  T.  REYNOLDS,  M.D. 

University  of  Illinois,  College  of  Medicine 
Chicago,  Illinois 


It  is  well  known  that  the  most  satisfac- 
tory results  from  gall  bladder  surgery  are 
obtained  if  operations  are  done  only  on  pa- 
tients who  have  stones  which  produce  symp- 
toms. A series  of  cases  who  are  not  bene- 
fited is  likely  to  result  if  cholecystectomy 
is  done  on  patients  who  do  not  have  stones  or 
who  have  stones  without  symptoms.  A sur- 
geon must  always  be  certain  that  the  pa- 
tient upon  whom  cholecystectomy  is  contem- 
plated is  a patient  whose  stones  may  cause 
symptoms  or  a patient  whose  symptoms  are 
likely  to  be  due  to  stones.  If  one  elects  to 
operate  for  asymptomatic  stones  (and  I 
sometimes  do)  it  should  be  with  the  idea 
of  avoiding  a catastrophe.  Since  unsatisfac- 
tory results  frequently  follow  the  removal 
of  gall  bladders  which  do  not  contain  stones, 
great  care  must  be  exercised  to  be  certain 
that  the  diagnosis  of  cholelithiasis  is  cor- 
rect. Patients  who  have  complaints  which 
are  not  typical  gall  bladder  colics  should  be 
very  carefully  investigated.  Such  frequent 
diseases  as  irritable  colon,  thoracic  spinal 
arthritis,  lesions  of  the  stomach  and  duo- 
denum, kidney  lesions,  occasional  liver  dis- 
eases, disturbance  in  carbohydrate  absorp- 
tion from  the  gastro-intestinal  tract,  so- 
called  chronic  appendicitis,  etc.,  must  be 
carefully  excluded. 

It  is  obvious  that  the  correct  diagnosis 
must  be  made.  Sometimes  this  is  not  easy 
to  do.  The  clinical  history,  carefully  taken, 
will  greatly  facilitate  the  establishment  of 
a correct  diagnosis.  The  severity  of  the 
pain  should  be  emphasized.  Its  characteris- 
tics are  of  importance,  particularly  when  one 
is  called  upon  to  differentiate  the  etiology 
of  the  pain  from  which  a patient  suffers  in 
an  acute  abdominal  crisis.  We  usually  think 
that  the  worst  pains  a patient  can  experience 
are  those  of  stones  passing  through  a duct, 
i.e.  kidney  stones,  gall  stones,  etc.  We  have 
found  that  if  a patient  has  had  children, 
she  will  tell  us  that  her  gall  bladder  attacks 
are  worse  than  childbirth.  We  also  know 
that  these  colics  usually  last  a long  time — a 
matter  of  hours.  (Pain  of  only  a few  sec- 
onds or  minutes  duration  is  not  caused  by 
gall  stones).  The  pain  increases  in  inten- 
sity from  its  onset  until  it  reaches  a peak 

* Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May,  1948. 


and  stays  at  this  plateau  for  some  time. 
Usually  these  patients  cannot  obtain  com- 
fort from  any  position  they  assume,  so  that 
characteristically  they  lie  down,  walk  the 
floor,  double  up  over  a pillow,  etc.  The  re- 
lief usually  obtained  by  morphine  is  asso- 
ciated with  sleep,  following  which,  on  awak- 
ening, there  is  almost  no  discomfort  left. 
Usually  a detailed  hour-by-hour  history  of 
the  patient’s  symptoms  during  the  onset  of 
the  development  of  the  acute  pain  will  be  of 
great  value.  X-ray  studies  should  show 
nonfunction  of  the  gall  bladder  and  if  visual- 
ization occurs  there  should  be  evidence  of  a 
filling  defect  caused  by  the  stones  in  the 
non-opaque  bile.  Obviously,  if  radio-opaque 
stones  are  present,  they  will  be  seen. 

Since  unsatisfactory  results  follow  inac- 
curate diagnosis  and  treatment,  it  is  obliga- 
tory that  a satisfactory  and  confirmed  diag- 
nosis of  cholecystitis  and  cholelithiasis  be 
made  before  operation  is  undertaken. 

Consultation  with  an  internist  should  be 
sought  before  operating  upon  any  patient  in 
whom  the  diagnosis  is  doubtful. 

We  have  had  a number  of  cases  who  have 
had  a congenital  stricture  of  the  cystic  duct. 
A completely  normal  cystic  duct  and  com- 
mon duct  distal  to  the  point  of  occlusion  is 
found.  In  time  changes  develop  in  the  gall 
bladder  wall  which  extend  from  the  fundus 
of  the  gall  bladder  up  to  the  point  in  the 
cystic  duct  at  which  the  stricture  occurs. 
Such  patients  have  severe  symptoms  (fre- 
quently off  and  on  since  childhood)  in  the 
right  upper  quadrant  similar  to  those  of  gall 
bladder  colic,  but  on  x-ray  study  their  gall 
bladder  visualizes  well  only  to  empty  very 
slowly  or  apparently  not  at  all.  The  diag- 
nosis can  usually  be  established  by  follow- 
ing the  emptying  time  of  the  gall  bladder 
much  longer  than  usual.  If  at  the  end  of 
6 hours  the  gall  bladder  still  is  quite  full,  a 
second  fat  meal  can  be  given  and  the  empty- 
ing time  watched.  These  patients  obtain 
complete  relief  from  extirpation  of  the  gall 
bladder.  It  is  obviously  necessary  to  be 
extremely  careful  about  establishing  the  di- 
agnosis. 

The  question  of  the  exact  time  at  which 
cholecystectomy  should  be  recommended 


85 


86 


GALL  BLADDER  DISEASE:  REYNOLDS 


Nebr.  S.  M.  Jour. 
March,  1949 


must  be  discussed.  It  should  be  kept  in 
mind  that  the  average  patient  who  suffers 
from  an  acute  gall  bladder  attack  is  unlike- 
ly to  develop  into  a serious  surgical  emer- 
gency. This  is  so,  possibly  because  in  acute 
gall  bladder  disease  the  precipitating  factor 
is  chemical — bacterial  infection  being  a rare 
thing.  Smears  and  cultures  of  the  bile  ob- 
tained from  the  gallbladder  in  patients  suf- 
fering from  acute  cholecystitis  rarely  show 
bacteria,  but  rather  show  heavy  concentra- 
tions of  crystalline  cholesterol.  Without 
bacterial  invasion,  ulcerative  cholecystitis  is 
unlikely  to  develop  and  for  this  reason  gall 
bladder  perforation  is  a rare  occurrence. 
While  seen  occasionally  in  general  practice, 
it  is  a very  rare  entity  in  a teaching  hos- 
pital. The  rarity  with  which  gall  bladders 
develop  perforation  has  justified  the  stand 
of  many  surgeons  that  conservative  treat- 
ment for  an  acute  gall  bladder  attack  is  as 
strongly  indicated  as  is  the  emergency  treat- 
ment of  acute  appendicitis. 

When  a perforation  of  the  gall  bladder 
does  occur,  it  is  more  likely  to  occur  several 
days  after  the  attack  has  started.  In  such 
cases  the  gall  bladder,  already  acutely  in- 
flamed, is  very  likely  to  be  well  walled  off. 
The  perforation  then  occurs  into  an  inflam- 
matory phlegmon  and  results  not  in  a per- 
foration into  an  uninvolved  peritoneum,  but 
rather  into  an  area  of  cellulitis,  and  results 
in  a pericholecystic  abscess.  Such  an  ab- 
scess is  likely  either  to  subside  spontaneous- 
ly or  to  cure  itself  by  perforating  into  a 
neighboring  viscus  — duodenum,  colon  or 
stomach  (rarely  does  perforation  occur 
through  the  skin).  When  surgical  interven- 
tion seems  justified  in  such  an  instance,  it 
is  obvious  that  the  only  aim  is  to  provide 
drainage  of  the  abscess.  This  consists  of 
incision  into  the  abscess  and  usually  the  gall 
bladder.  If  stones  are  encountered  either 
in  the  gall  bladder  or  free  in  the  perichole- 
cystic abscess,  they  should  be  removed — 
great  care  being  taken  not  to  break  down 
adhesions  which  have  separated  this  area 
from  the  general  peritoneal  cavity.  It  is 
needless  to  say  that  in  such  cases  surgery 
should  be  limited  to  evacuating  pus  and  bile 
and  that  the  radical  cure  of  the  gall  bladder 
disease  should  be  delayed  until  complete  re- 
covery from  the  local  inflammatory  process 
has  occurred  usually  a matter  of  several 
months. 

When  an  acute  gall  bladder  attack  pro- 
ceeds to  an  immediate  perforation,  the  symp- 


toms will  be  those  of  any  acute  perforative 
peritonitis.  In  this  rare  instance  the  imme- 
diate danger  of  developing  a generalized 
peritonitis  is  great  if  the  bile  continues  to 
drain  into  the  peritoneal  cavity.  When  this 
occurs,  surgical  intervention  must  be  done  at 
once.  If  the  gall  bladder  wall  is  in  such  con- 
dition that  cholecystectomy  can  be  safely 
performed,  it  obviously  should  be  done. 
When  it  is  not,  cholecystostomy  is  in  order. 

In  every  attack  of  acute  gallbladder  dis- 
ease, the  danger  of  pancreatitis  should  be 
kept  in  mind — this  particularly  if  there  is 
any  thought  of  doing  an  immediate  chole- 
cystectomy. It  is  now  well  agreed  that  sur- 
gical intervention  is  contraindicated  in  the 
presence  of  pancreatitis,  therefore  the  dem- 
onstration of  markedly  elevated  serum  amy- 
lase level  in  the  majority  of  cases  will  ex- 
clude the  possibility  or  even  the  safety  of 
cholecystectomy  as  an  emergency  proce- 
dure. 

Basic  to  our  concern  about  the  indica- 
tions, contraindications  and  hazards  of  sur- 
gical intervention  in  gall  bladder  disease  are 
the  technical  problems  which  present  them- 
selves in  performing  this  operation.  From  a 
technical  point  of  view,  the  danger  of  do- 
ing irreparable  harm  to  the  structures  in  the 
porta  hepatis  must  always  be  kept  in  mind. 
Dissection  in  this  area  must  be  done  care- 
fully and  slowly.  It  may  become  impossible 
to  perform  dissection  with  safety  when  the 
changes  of  acute  inflammation  are  present. 
Such  changes  occur  very  frequently  in  as- 
sociation with  an  attack  of  gall  bladder  colic. 
These  usually  become  troublesome  about  48 
hours  after  the  attack  of  pain  and  may  last 
for  as  long  as  2 to  3 weeks  — this  in  spite 
of  the  fact  that  the  patient  feels  well  and 
the  physical  findings  are  often  normal. 
These  changes  usually  are  those  of  edema, 
swelling,  infiltration  of  the  local  tissues,  par- 
ticularly the  loose  connective  tissue  in  the 
gastro-hepatic  omentum,  together  with  open- 
ing of  many  small  and  otherwise  closed  cap- 
illaries. The  result  is  that  this  tissue  not 
only  dissects  with  difficulty — it  bleeds  from 
the  slightest  touch — but  tears  readily  under 
the  influence  of  infiltrations  there.  The 
edema  and  swelling  obscure  the  otherwise 
visible  structures  and  this  increases  the 
likelihood  of  damage  to  these  structures. 
Operation  performed  during  the  period  of 
time  in  which  these  changes  are  present  is 
associated  with  great  danger.  If  operation 
becomes  necessary  in  a case  of  status  colicus, 
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or  if  perforation  of  a gall  bladder  occurs  in 
a patient  who  has  had  an  acute  attack  sev- 
eral days  before,  i.e.  where  porta  hepatis  is 
likely  to  be  severely  involved,  it  is  probable 
that  a cholecystostomy  is  a safer  procedure 
than  is  cholecystectomy.  This  cannot  be  a 
hard  and  fast  rule  since  local  findings  must 
influence  the  decision. 

Because  of  the  great  frequency  of  ano- 
malies which  are  likely  to  be  encountered  in 
this  region,  it  is  incumbent  upon  us  to  know 
that  we  can  dissect  safely  in  the  small  area 
at  our  disposal.  This  area  contains  many 
minute  structures,  whose  positions  vary 
from  patient  to  patient.  There  is  an  inti- 
mate relationship  between  the  common  duct, 
hepatic  artery  and  portal  veins.  These,  how- 
ever, are  not  the  only  important  relation- 
ships as  frequently  the  ampulla  of  the  gall- 
bladder lies  next  to  the  common  duct.  This 
proximity  illustrates  more  clearly  than  do 
words  the  reason  inflammatory  change  of 
the  gall  bladder  can  so  soon  affect  the  area 
and  tissues  of  the  porta  hepatis.  Frequent- 
ly a stone  lodged  in  the  cystic  duct  causes 
dilatation  of  the  ampulla  of  the  gall  bladder. 
This,  in  turn  inflamed,  becomes  adherent  to 
the  hepatic  artery  and/or  the  common  duct. 
When  such  a situation  exists,  the  possibility 
of  doing  damage,  often  irreparable,  to  either 
the  artery,  duct  or  both  is  apparent.  The 
most  serious  damage  that  can  occur  at  the 
time  of  operation  is  an  injury  to  the  hepatic 
artery.  If  the  hepatic  artery  is  occluded 
(it  must  usually  be  ligated  if  it  is  torn) 
liver  infarction  develops  in  a very  large 
number  of  cases.  In  many  instances  the  pa- 
tient dies  of  hepatic  insufficiency,  usually 
within  36  to  48  hours.  Such  damage  is  much 
less  likely  to  occur  if  the  changes  of  acute 
inflammation  are  absent.  In  the  selection  of 
an  optimum  operative  time,  we  feel  that 
either  an  operation  should  be  done  so  early 
in  the  attack  that  the  inflammatory  changes 
have  not  had  an  opportunity  to  develop 
(i.e.  before  36  hours  have  passed),  or  if  pos- 
sible not  until  3 months  have  gone  by.  In 
cases  in  which  status  colicus  occur,  with  at- 
tacks 2 or  3 times  a day,  such  a choice  of 
time  for  operation  is  often  impossible.  (We 
have  been  frequently  surprised,  however,  to 
find  that  in  such  cases  inflammatory  reac- 
tion about  the  hilus  of  the  liver  is  minimal). 

One  of  the  hazards  which  the  surgeon 
must  specifically  avoid,  i.e.  the  placing  of 
forceps  on  the  cystic  duct  so  close  to  the 
common  duct  that  in  clamping  the  cystic 


duct  off  the  common  duct  is  either  cut  or 
crushed,  and  later  occluded  by  ligation.  A 
gall  bladder  so  removed  may  show  no  seg- 
ment of  common  duct  attached  to  the  cystic 
duct  (such  as  we  would  ordinarily  expect 
to  see  if  a segment  of  the  common  duct 
were  removed  with  the  gall  bladder)  and  we 
would  therefore  have  no  clue  as  to  damage 
which  had  been  done  from  inspecting  the 
gall  bladder.  We  must  even  more  insistent- 
ly urge  that  dissection  in  this  region  be  so 
clear  that  there  is  no  doubt  as  to  the  struc- 
tures and  the  level  at  which  the  instru- 
ments are  put  on.  It  is  our  feeling  that 
about  V^-mch  of  cystic  duct  should  be  left 
attached  to  the  common  duct.  Such  a short 
segment  allows  us  to  be  certain  both  by  pal- 
pation and  by  probing  that  it  is  free  of 
stones  (stones  left  in  the  cystic  duct  on  oc- 
casion produce  symptoms  almost  as  disturb- 
ing as  those  caused  by  the  original  chole- 
lithiasis) and  still  allow  us  enough  space 
between  the  common  duct  and  the  cut  end  of 
the  cystic  duct  so  that  ligation  (done  with  a 
stick-tie)  is  not  a danger  to  the  commpn 
duct. 

When  a patient  has  had  an  injury  to  the 
common  duct,  he  will  develop  either  a biliary 
fistula  or  jaundice  post-operatively.  Since 
a biliary  fistula  particularly  is  likely  to  be 
preceded  by  signs  of  peritonitis  until  free 
bile  drainage  is  established,  it  is  mandatory 
that  cigarette  drains  be  left  under  the  bed 
of  the  liver  in  every  case. 

SUPPURATIVE  CHOLANGITIS 

One  of  the  relative  emergencies  which  oc- 
cur in  gallbladder  disease  is  encountered 
when  suppurative  cholangitis  develops.  The 
characteristic  chills  and  fever  associated 
with  a varying  amount  of  jaundice  are  well 
known.  Such  a patient  with  pus  in  the  com- 
mon duct  is  obviously  in  grave  danger.  Un- 
less the  condition  is  relieved  spontaneously 
(by  the  passing  of  bile  from  the  common 
duct)  or  surgery  (by  the  establishment  of 
drainage  of  the  common  duct  to  the  out- 
side) liver  abscess  may  develop  and  death 
ensue.  Every  patient  with  suppurative  chol- 
angitis is  not  deeply  jaundiced,  the  extent 
of  the  jaundice  depending  upon  the  com- 
pleteness of  the  obstruction  in  the  common 
duct.  In  fact,  occasionally  the  jaundice  may 
be  so  slight  that  unless  one  is  alert  to  the 
possibility  that  a patient  with  chills  and 
fever  suffers  from  suppurative  cholangitis 
this  diagnosis  may  be  overlooked. 
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With  the  idea  of  avoiding  the  catastrophe 
of  liver  abscess,  we  feel  that  such  patients 
should  be  considered  as  potential  surgical 
emergencies.  Should  the  chills  increase  in 
severity  surgical  intervention  must  be  un- 
dertaken, whereas  if  they  disappear  after 
two  or  three  rigors,  surgery  may  well  be 
postponed.  Although  such  patients  must  re- 
ceive the  benefits  of  chemotherapy,  it  has 
not  been  our  experience  that  such  drugs  are 
curative;  rather  is  it  our  impression  that 
they  lessen  the  severity  of  the  patient’s  tox- 
icity and  provide  us  with  maximum  obtain- 
able protection  with  or  without  surgical  in- 
tervention. Such  patients,  being  very  ill, 
ought  to  be  operated  upon  with  caution. 
Obviously,  choledochostomy  under  general 
anesthesia  on  a patient  with  a temperature 
of  104  carries  a greater  risk  than  a similar 
operation  done  upon  a patient  who  is  afeb- 
rile. Operation  in  these  cases  should  not  be 
done  at  the  surgeon’s  convenience,  but  at  a 
time  when  the  patient’s  temperature  is 
normal.  Although  this  occasionally  may  re- 
quire an  emergency  laparotomy  at  a bizarre 
hour,  the  very  gratifying  recovery  fully  war- 
rants any  unusual  hour  of  operating.  At 
the  time  of  operation  in  such  a case,  one 
may  open  the  common  duct  and  not  find 
demonstrable  pus.  The  bile  obtained,  how- 
ever, should  be  sent  to  the  laboratory  at 
once  for  emergency  staining  while  the  ab- 
domen is  open.  We  have  often  found  that 
apparently  normal  bile  in  such  cases  was 
loaded  with  bacteria  even  in  the  absence  of 
gross  pus.  This  must  be  kept  in  mind  since 
otherwise  the  aspiration  of  apparently  nor- 
mal bile  would  be  interpreted  as  evidence 
against  the  diagnosis  of  suppurative  cholan- 
gitis, and  would  lead  to  the  avoidance  of 
choledochostomy  — the  only  curative  proce- 
dure for  the  disease.  Such  a serious  error 
in  judgment  is  not  likely  to  be  made  if  it 
is  remembered  that  the  diagnosis  may  actu- 
ally depend  upon  bacteriological  proof  of  the 
presence  or  absence  of  bacteria  in  the  bile 
at  the  time  of  laparotomy. 

The  common  duct  should  be  opened,  not 
only  to  establish  drainage  in  suppurative 
cholangitis,  but  to  remove  stones  if  present. 
Stones  can  rarely  be  palpated  in  the  com- 
mon duct,  are  almost  never  seen,  so  that  we 
rely  upon  other  factors  in  making  our  deci- 
sion as  to  the  desirability  of  choledochos- 
tomy. The  history  of  jaundice,  the  presence 
of  a markedly  dilated  duct  and  particularly 
the  presence  of  a markedly  dilated  cystic 
duct  indicate  to  us  the  likelihood  that  stones 


may  have  passed  the  cystic  duct  into  the 
common  duct  and  may  still  be  present  there. 
Of  course  every  gall  bladder  should  be  in- 
spected after  removal  and  while  the  abdo- 
men is  still  open,  in  order  to  determine  by 
the  comparison  of  the  difference  in  the  size 
of  the  cystic  duct  with  the  size  of  the  stones 
in  the  gall  bladder,  whether  or  not  stones 
would  have  been  likely  to  pass  down  the 
duct.  When  the  common  duct  has  been 
opened,  the  proximal  portion  of  the  duct 
should  first  be  palpated  with  the  stone  for- 
ceps, so  that  if  possible  no  stones  temporar- 
ily lodged  near  the  site  of  the  opening  will 
have  an  opporunity  of  falling  back  into  the 
liver.  Following  this,  stone  forceps  and/or 
scoop  should  be  passed  down  toward  the  am- 
pulla and  any  and  all  impacted  stones  re- 
moved. In  the  absence  of  jaundice,  we  do 
not  feel  that  it  is  obligatory  to  establish  the 
patency  of  the  ampulla,  that  already  having 
been  done  by  the  absence  of  jaundice.  How- 
ever, in  the  presence  of  jaundice  the  am- 
pulla must  be  proven  to  be  open,  and  in  op- 
erating upon  a patient  who  has  had  not  only 
jaundice  but  chills  and  fever,  if  possible 
there  should  be  no  doubt  that  the  ampulla 
is  wide  open.  I particularly  emphasize  this 
point  since  occassionally  patients  with  what 
we  refer  to  as  “dirty  bile”  (i.e.  bile  with 
a great  deal  of  sediment  in  it)  may  have 
inspisated  bile  pigment  in  the  lower  end  of 
the  common  duct,  which  will  not  allow  a 
probe  to  pass  into  the  duodenum.  In  the 
presence  of  suppurative  cholangitis,  par- 
ticularly in  the  absence  of  stones  and  in  the 
presence  of  “dirty  bile”  the  diagnosis  of  ul- 
cerative carcinoma  of  the  ampulla  of  Vater 
must  be  excluded.  This  may  often  require 
a transduodenal  approach  to  the  ampulla. 
The  author  has  twice  found  a very  small 
carcinoma  in  such  cases,  and  once  has  found 
heavily  inspisated  bile  pigment  in  the  lower 
Vo-inch  of  the  common  duct  through  which 
a probe  had  passed  with  ease  into  the  duo- 
denum. 

From  a practical  point  of  view,  the  meth- 
od of  handling  the  common  duct  after  it  is 
opened  should  be  mentioned.  Among  the 
hazards  of  placing  a tube  and  causing  in- 
jury to  the  duct  may  be  the  continued  leak- 
age of  infected  bile  into  the  peritoneal  cav- 
ity. Damage  to  the  duct  will  be  negligible 
if  normal  ducts  are  not  opened  (and  by  nor- 
mal I particularly  mean  small  ducts,  in  which 
instance  there  is  rarely  any  indication  for 
opening  the  duct)  and  if  tubes  which  are 
placed  in  the  common  duct  are  smaller  than 
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the  duct.  These  tubes  should  not  be  su- 
tured to  the  duct  since  removal  of  the  tube 
will  inevitably  be  associated  with  tears  in 
the  duct  wall.  Rather  should  the  duct  be 
closed  snugly  around  the  T tube  so  that  bile 
leakage  is  prevented. 

The  T tube  should  not  be  sutured  to  the 
abdominal  wall  since  postoperative  disten- 
tion may  actually  pull  a T tube  anchored  to 
the  abdominal  wall  out  of  its  position  in  the 
common  duct.  The  T tube  may  be  stabilized, 
however,  by  tying  it  with  one  or  two  small 
stitches  at  a great  enough  distance  from  the 
skin  to  relieve  the  traction  between  the  point 
of  tieing  the  duct  and  the  skin.  The  T tube 
should  be  allowed  to  drain  without  any  con- 
nections into  an  open-mouthed  bottle.  This 
bottle  should  be  fastened  to  the  patient’s 
dressings  near  the  incision.  We  must,  how- 
ever, avoid  the  attaching  to  the  T tube  of 
any  device  for  facilitating  collection  of  bile. 
Such  things  as  gloves  tied  to  the  T tube, 
bottles  tied  to  the  T tube,  rubber  tubes  pass- 
ing from  the  T tube  to  the  side  of  the  bed, 
etc.,  only  offer  means  whereby  inadvertent 
turning  by  the  patient  will  disengage  the  T 
tube  and  pull  if  from  its  bed  in  the  common 
duct.  Frequently  the  nursing  staff  feels  that 
the  spilling  of  bile  is  a disgrace  to  their  care. 
The  relative  importance  of  maintaining  the 
position  of  the  T tube  is  of  much  greater 
importance  than  the  neatness  of  the  bed, 
and  this  fact  should  be  pointed  out  so  that 
there  is  no  untoward  attempt  made  at  keep- 
ing the  bed  immaculate. 

The  T tube  may  be  removed  very  early 
from  patients  who  have  had  no  inflamma- 
tory change  in  the  common  duct.  It  should 
not  be  removed  before  the  end  of  three 


weeks,  and  during  the  period  before  removal 
should  be  clamped  off  progressively  and  in- 
creasingly. This  allows  the  bile  to  flow  out 
of  the  ampulla.  Block  of  the  distal  duct, 
i.e.,  edema  of  the  ampulla  (which  would 
make  it  necessary  that  we  leave  the  T tube 
in  place  for  a longer  period  of  time)  will  an- 
nounce itself  by  the  appearance  of  pain  when 
the  tube  is  closed.  In  the  presence  of  sup- 
purative cholangitis,  particularly  in  the  pres- 
ence of  sediment  with  positive  bile  cultures, 
common  duct  drainage  should  be  continued 
for  a longer  period  of  time — probably  about 
three  months.  In  this  length  of  time  maxi- 
mum drainage  of  the  common  duct  may  oc- 
cur, and  yet  the  T tube  should  be  removed 
before  sedimentation  has  reached  such  a 
stage  that  the  sediment  may  pull  off  into 
the  common  duct  as  the  T tube  is  pulled 
from  the  duct.  Removal  of  the  T tube  does 
not  require  anesthesia. 

In  conclusion,  I would  like  to  emphasize 
the  importance  of  accurate  diagnosis  and 
limiting  of  surgery  on  the  gall  bladder  and 
biliary  passages  to  patients  in  whom  it  is 
more  than  reasonable  to  suppose  that  stones 
or  tumors  are  the  cause  of  the  trouble. 

Second,  in  view  of  the  technical  hazards, 
operation  should  be  carried  out  at  an  opti- 
mum time  in  relation  to  the  attack. 

Third,  careful,  meticulous  dissection  be- 
fore any  structures  are  cut  with  identifica- 
tion of  all  structures  should  be  a routine  in 
order  to  avoid  technical  hazards. 

Fourth,  some  of  the  factors  which  influ- 
ence variations  in  our  technic  and  care  have 
been  mentioned. 


* * * 


U.  S.  COMPARATIVELY  WELL 
SUPPLIED  WITH  DOCTORS 

The  United  States  has  more  doctors  in  proportion 
to  population  than  any  other  country  except  Jewish 
Palestine,  where  there  are  great  numbers  of  refugee 
physicians,  points  out  an  editorial  in  the  Jan.  1 is- 
sue of  The  Journal  of  the  American  Medical  As- 
sociation. 

In  a broadcast  over  the  Mutual  Chain  entitled 
“Meet  the  Press”  early  in  December,  Oscar  R.  Ew- 
ing, Administrator  of  the  Federal  Security  Agency, 
was  asked  the  question,  “Do  you  know  of  any  coun- 
try that  has  more  doctors  in  proportion  to  its  popu- 
lation than  the  United  States?” 

To  this  Mr.  Ewing  replied,  “I  don’t  ...  I just 


don’t  know  the  answer  one  way  or  the  other.  Wheth- 
er there  are  or  aren’t.  I can’t  tell  you.” 

For  the  information  of  Mr.  Ewing  and  of  others 
who  may  not  know  how  the  United  States  ranks  in 
proportion  of  doctors  to  population,  The  Journal 
editorial  presents  a recent  table  based  on  a survey 
conducted  in  1948  by  the  World  Medical  Association. 


The  United  States  rate  of  710  persons  for  each 
physician  may  be  compared  to  260  for  Jewish  Pal- 
estine, 870  for  Great  Britain,  950  for  Denmark,  970 
for  Canada,  1,100  for  Australia,  Switzerland,  Swe- 
den, Spain,  Norway,  and  the  Netherlands,  1,300  for 
France,  1,500  for  Eire  and  Bulgaria,  2,200  for  Fin- 
land, 2,400  for  the  Union  of  South  Africa,  4,200  for 
Egypt,  and  25,000  for  China. 
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Many  of  us  have  seen  a physician  exper- 
ienced in  the  problems  of  chronic  joint  dis- 
ease, such  as  the  late  Dr.  Martin  Dawson  of 
New  York,  examine  only  a patient’s  hands 
and  make  a diagnosis  of  Rheumatoid  Ar- 
thritis. Few  of  us  have  the  right  to  dupli- 
cate this  performance  for  our  own  students, 
but  the  fact  that  an  accurate  diagnosis  “at 
a glance”  is  possible  for  a physician  who  has 
concentrated  on  the  subject  for  many  years 
is  an  indication  of  the  present  state  of  know- 
ledge. 

Our  position  in  the  study  of  chronic  joint 
disease  may  be  compared  to  that  of  Jona- 
than Hutchinson  in  the  study  of  syphilis. 
In  an  age  in  which  there  were  none  of  the 
laboratory  aids  available,  he  could  distin- 
guish the  many  manifestations  of  syphilis 
wdth  almost  unerring  accuracy,  although  he 
was  forced  to  rely  entirely  on  the  descrip- 
tive type  of  approach  to  a diagnosis.  Such 
an  approach  is  time-consuming  and  cannot 
be  mastered  overnight  but  all  sound  medical 
progress  has  been  based  on  careful  separa- 
tion and  classification  of  the  clinical  aspects 
of  a disease.  Even  now,  the  “biologic  false 
positive”  serologic  test  for  syphilis  remains 
as  a possibility  and  we  must  study  the  dis- 
ease itself,  not  just  methods  for  reversing 
the  serologic  findings. 

DEFINITION  AND  CLASSIFICATION 

The  contributions  of  many  students  of 
chronic  joint  disease  and  rheumatism  are 
regularly  summarized  and  edited  in  the  cur- 
rent literature.  The  most  frequent  editorial 
complaint  seems  to  be  that  the  cases  de- 
scribed or  treated  are  inadequately  classi- 
fied or  that  no  distinction  is  made  between 
actual  evidences  of  inflammation  and  the 
patient’s  complaint.  The  development  of  a 
more  uniform  approach  to  the  study  of  these 
conditions  was  a purpose  of  the  American 
Rheumatism  Association  at  the  time  it  was 
formed.  The  publication  of  the  “Primer  on 
Arthritis”  in  1942  and  of  the  annual  “Rheu- 
matism Reviews”  in  the  Annals  of  Internal 
Medicine  now  makes  it  possible  for  any 
physician  to  keep  himself  oriented  in  the 
general  field  of  joint  disease.  It  is  still 
necessary  for  him  to  study  his  patient  in- 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May.  1948. 
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dividuallv  and  to  avoid  being  led  astray  by 
misconceptions  and  apparent  “short-cuts.” 

MISCONCEPTIONS 

To  anyone  familiar  with  recent  studies 
it  must  be  clear  that  at  least  two  miscon- 
ceptions have  influenced  the  treatment  of 
arthritic  patients.  The  first  is  the  idea  that 
the  presence  of  inflammation  always 
means  the  presence  of  infection.  Inflam- 
mation is  a form  of  the  reaction  of  body 
tissue  to  an  injury  and  this  injury  is  not 
necessarily  the  direct  result  of  the  presence 
of  an  infecting  agent  or  of  an  allergic  type 
of  response  to  a bacterial  agent  (Gout  is  an 
obvious  example).  The  second  misconcep- 
tion, now  strong  in  the  lay  mind  and  still 
too  often  encouraged  by  physicians  and  den- 
tists, is  that  a focus  of  infection  must  be 
present  “somewhere”  if  a patient  continues 
to  have  arthritic  symptoms.  This  notion 
was  pursued  enthusiastically  for  twenty- 
five  years  subsequent  to  1912  but  no  satis- 
factory support  for  it  has  been  produced. 
Most  workers  now  believe  that  a focus  of 
infection,  if  present,  may  act  as  an  addi- 
tional burden  to  the  patient  and  that  it 
should  be  treated  only  for  such  a reason. 

PROGRESS  BY  SEPARATION 

While  the  field  of  chronic  joint  disease 
and  rheumatism  is  broad,  and  there  are 
many  gaps  in  our  knowledge  which  result 
in  confusion,  it  is  not  too  optimistic  to  say 
that  definite  progress  is  being  made.  Im- 
provements in  descriptions  and  classifica- 
tions have  made  it  possible  for  us  to  tell 
many  patients  that  they  do  not  have  the 
clinical  findings  of  a chronic  progressive 
joint  disease. 

Perhaps  the  best  example  of  this  type  of 
progress,  through  the  separation  of  new 
clinical  entities,  is  the  present  status  of  our 
knowledge  with  relation  to  protrusion  of  an 
intervertebral  disc,  as  compared  with  the 
older,  but  still  not  too  old,  diagnosis  of 
“sciatic  rheumatism”  (many  cases  of  which 
were  thought  to  have  been  “cured”  by  ton- 
sillectomy) . It  is  fair  to  mention  the  recent 
improvement  in  the  recognition  of  Gout  as 
a cause  of  chronic  joint  disease,  since  recent 
publicity,  emanating  largely  from  two  or 
three  small  groups  of  physicians,  has  very 
greatly  shortened  the  period  during  which 
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these  patients  are  treated  as  having  ar- 
thritis. 

The  relief  which  can  be  obtained  from 
injection  of  procaine  into  the  muscles  of  the 
back,  in  people  subject  to  recurrent  pain 
and  burdened  by  the  fear  of  a progressive 
disabling  joint  disease  indicates  a signifi- 
cant advance.  It  is  not  yet  clear  what  pro- 
portion of  these  patients  have  small  fat 
hernias  into  the  spinal  muscles,  but  it  ap- 
pears that  only  a small  number  need  look 
forward  to  being  crippled. 

The  concept  of  “palindromic  rheumatism” 
is  an  interesting  and  instructive  one,  wheth- 
er or  not  it  be  interpreted  as  a manifesta- 
tion of  rheumatoid  arthritis.  These  patients 
have  acute  and  often  disabling  pain  in  their 
joints,  lasting  only  a few  hours  and  recur- 
ring at  frequent  intervals  for  months  or 
years  without  the  development  of  any  joint 
disability  and  with  no  evidence  of  systemic 
depletion.  It  is  often  helpful  to  be  told  that 
they  apparently  have  little  reason  to  worry 
about  the  prospect  of  life  in  a wheel  chair. 

STANDARD  TERMINOLOGY 

Passing  on  to  those  cases  in  which,  after  study, 
there  appears  to  be  a significant  problem  of  arth- 
ritis, arthropathy  or  arthralgia,  it  becomes  import- 
ant to  go  as  much  further  as  possible  in  the  classi- 
fication if  treatment  is  to  be  properly  planned.  It 
seems  appropriate  to  review  the  classification  which 
has  been  recently  approved  for  inclusion  in  the 
“Standard  Nomenclature  of  Disease”  as  follows: 

1.  Arthritis  due  to  specific  infection.  Specify  or- 
ganism when  known. 

2.  Arthritis  due  to  rheumatic  fever. 

3.  Arthritis,  rheumatoid.  Specify  as  multiple  or 
of  spine. 

4.  Degenerative  joint  disease,  multiple  due  to 
unknown  cause;  osteoarthritis. 

5.  Arthritis  due  to  direct  trauma. 

6.  Arthritis  due  to  gout. 

7.  Neurogenic  arthropathy. 

8.  New  growths  of  joints. 

9.  Hydrarthrosis,  intermittent. 

10.  Periarticular  fibrositis. 

11.  Diseases  in  which  arthritis,  arthropathy  or 

arthralgia  is  frequently  associated  (diagnose  dis- 
ease, list  joint  manifestation  as  symptom):  Acro- 

megaly; Osteochrondritis  dissecans;  Acute  dissen- 
inated  lupus  erythematosus;  Cyst  of  meniscus  of 
knee;  Osteochondromatosis;  Dermatomyositis;  Peri- 
arteritis nodosa;  Drug  intoxication,  specify;  Psori- 
asis; Erythema  multiforme  exudativum;  Pulmonary 
osteo-arthropathy;  Erythema  nodosum;  Purpura, 
various  types;  Hemophilia;  Raynaud’s  disease;  Hys- 
teria; Reiter’s  disease;  Ochronosis;  Scleroderma; 
Serum  sickness. 

Much  of  this  classification  presents  little 
difficulty.  Such  factors  as  specific  infec- 
tion, direct  trauma,  new  growths  and  neurol- 
ogic deficits  are  usually  open  to  very  little 


argument  when  they  are  present.  It  is  im- 
portant to  note  that  arthritis  due  to  rheu- 
matic fever  is  classified  separately,  partic- 
ularly in  view  of  recent  reports  that  a high 
percentage  of  patients  with  rheumatoid 
arthritis  may  show  lesions  of  the  heart  mus- 
cle at  autopsy.  The  true  significance  of 
these  lesions  is  hard  to  estimate,  but  a re- 
vision of  a classification  which  is  based  on 
clinical  findings  is  not  yet  justified. 

There  are  four  points  at  which  difficulties 
arise  in  the  application  of  this  classification, 
namely,  Rheumatoid  Arthritis,  degenerative 
joint  disease,  periarticular  fibrositis,  and 
hysteria  as  a disease  associated  with  ar- 
thralgia or  what  has  been  called  “Psycho- 
genic Rheumatism.”  In  relation  to  these  four 
forms,  it  often  seems  that  barely  a majority 
of  patients  can  be  definitely  diagnosed  as  a 
single  entity  and  there  is,  at  times,  unques- 
tionable evidence  that  more  than  one  of 
these  terms  should  be  used. 

However,  each  of  them  requires  a plan  of 
medical  and,  in  the  broad  sense,  psychiatric 
treatment.  It  usually  falls  to  the  physician 
to  determine  and  indicate  the  needs  for 
orthopedic  care,  physical  methods  of  treat- 
ment or  intensive  psychiatric  investigation, 
and  he  must  at  the  least,  formulate  a “work- 
ing” diagnosis  or  classification. 

The  frequency  with  which  cases  falling 
into  these  four  groups  will  be  encountered 
will  vary  with  the  type  of  practice  being 
done.  It  has  so  often  been  found  that  only 
about  one-third  of  the  cases  seen  are  in  the 
rheumatoid  group  that  one  should  be  on 
guard  against  making  that  diagnosis  too 
often.  In  an  older  age  group  and  among 
farmers  and  laborers  the  incidence  of  de- 
generative joint  disease  will  be  higher,  while 
the  problems  of  fibrositis  and  psychogenic 
rheumatism  are  always  with  us. 

RHEUMATOID  ARTHRITIS  VERSUS 
DEGENERATIVE  JOINT  DISEASE 

The  separation  of  the  cases  showing  ob- 
jective changes  on  physical  examination  and 
by  x-ray  into  the  rheumatoid  and  the  de- 
generative groups  depends  on  a series  of 
contrasts  rather  than  on  any  single  feature. 
The  differences  in  the  hands  and  the  ten- 
dency to  symmetrical,  generalized  joint  in- 
volvement in  the  former  and  to  difficulties 
with  the  weight-bearing  joints  in  the  latter, 
are  well  known.  In  rheumatoid  disease 
there  are  evidences  of  systemic  disturbances 
and  depletion,  while  age  and  body  habitus 
are  factors  in  osteoarthritis.  Both  condi- 
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tions  tend  to  occur  in  people  who  are  or 
have  been  overactive,  but  the  patient  with 
rheumatoid  disease  tends  to  show  manifes- 
tations of  “strain”  and  tension,  while  chronic 
fatigue  is  not  usually  a feature  in  the  life 
of  the  patient  with  degenerative  joint  dis- 
ease. 

This  latter  difference  is  a very  important 
one  in  planning  treatment.  The  osteoarth- 
ritic  has  only  to  adjust  to  living  with  his 
handicap.  The  sufferer  from  rheumatoid 
arthritis  has  a chronic  systemic  disease  and 
must  make  every  effort  to  husband  his  phys- 
ical resources  and  improve  his  general  re- 
sistance. 

FIBROSITIS  VERSUS  HYSTERIA 

The  distinction  between  fibrositis  and 
psychogenic  rheumatism  is  often  much  more 
difficult,  since  these  cases  do  not  show  ob- 
jective changes  and  one  must  rely  on  the 
symptomatology  described  by  the  patient. 
As  Hench  has  pointed  out,  fibrositis  reacts 
to  changes  in  the  external  environment  and 
is  associated  with  the  objective  attitude  on 
the  part  of  the  patient  toward  the  symptoms 
described,  which  always  include  stiffness 
on  rising  and  after  periods  of  inactivity. 
Psychoneurotic  symptoms  which  are  refer- 
red to  the  locomotor  system,  on  the  other 
hand,  tend  to  vary  with  the  emotional  status 
of  the  individual  at  any  given  time.  The 
pain  is  poorly  described  and  the  patient  may 
seem  to  resent  detailed  questions.  It  is  not 
related  to  anv  particular  movement  or  activ- 
ity and  is  often  said  to  have  been  constant 
for  weeks,  months  or  years,  although  the 
patient  reveals  no  evidence  of  discomfort 
or  lack  of  rest. 

It  is  not  an  overstatement  to  say  that  the 
most  important  single  aspect  of  the  treat- 
ment if  this  latter  group  of  patients  is  that 
the  nhvsician  should  avoid  allowing  the  word 
“arthritis”  to  be  applied  to  the  patient’s 
complaints.  In  fibrositis,  it  adds  a worry 
as  to  the  possibility  of  a crippling  deformity 
which  is  usually  not  necessary.  In  the 
psychoneurotic  it  serves  to  dignify  and  con- 
firm a set  of  symptoms  which  can  only  be 
relieved  by  a totally  different  approach. 

THE  BASIS  OF  TREATMENT 

There  is  not  time  to  discuss  most  of  the 
aspects  of  treatment  in  these  conditions. 
The  approach  which  has  been  suggested  in- 
dicates very  clearly  that  therapy  must  be 
highly  individuallized  and  that  each  patient 
presents  a separate  problem. 

In  rheumatoid  arthritis  and  fibrositis  we 


are  dealing  with  inflammatory  conditions 
of  unknown  cause  for  which  no  specific 
treatment  is  available.  Remissions  and  even 
apparent  cures  are  frequent,  occurring  for 
reasons  which  we  do  not  know.  There  must 
be,  somewhere  in  the  human  body,  a strong 
factor  of  resistance  to  this  type  of  inflam- 
mation, present  to  marked  degree  in  many 
individuals,  since  the  majority  of  cases  run 
a prolonged  course  and  fulminating  cases 
of  true  rheumatoid  disease  are  uncommon. 
The  only  rational  approach  is  a positive  one 
of  attempting  to  remove  all  burdens  which 
can  be  found.  Pain  is  the  foremost  of  these 
and  orthopedic  and  physical  therapy  mea- 
sures and  drugs  are  of  great  importance. 
Foci  of  infection  should  be  removed  if  they 
seem  to  be  definite  and  significant,  but  oc- 
cupational, environmental  and  psychologic 
burdens,  including  fear  of  incapacity  and 
dependency  should  never  be  overlooked. 

The  use  of  gold  is  still  controversial. 
There  is  no  evidence  that  it  can  be  used  as 
a substitute  for  the  more  thorough  approach 
which  is  suggested  here.  Gold  will  not  per- 
mit a farmer’s  wife  who  has  two  children 
to  continue  to  teach  the  fourth  grade  in 
spite  of  rheumatoid  arthritis  of  the  hands 
and  ankles.  Those  who  use  the  drug  and 
many  patients  who  receive  it  feel  that  it  has 
promoted  a more  rapid  and  complete  re- 
mission than  would  have  been  likely  without 
its  administration. 

SUMMARY 

Our  present  knowledge  of  chronic  joint 
disease  is  such  that  we  must  be  familiar 
with  the  descriptive  aspects  and  study  each 
patient  individually.  Routines  of  treatment 
based  on  unproven  hypotheses  should  be 
avoided.  The  separation  of  other  clinical 
entities  from  the  group  of  arthritic  diseases 
is  a valuable  foward  step,  and  a simple 
standard  classification  is  helpful  in  planning 
treatment  for  the  individual  case.  The 
greatest  simple  problem  confronting  us  in 
the  nature  of  the  inflammatory  process  in- 
volved in  rheumatoid  disease  and  of  the 
factor  of  resistance  in  the  human  organism 
which  is  responsible  for  remissions  and 
chronicity. 
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Neurosurgical  Procedures  for  Relief 
of  Pain" 

GUY  L.  ODOM,  M.D. 

From  the  Neurosurgical  Division,  the  Duke  Hospital 
and  Medical  School, 

Durham,  North  Carolina 


The  relief  of  pain  is  believed  to  be  the 
most  common  reason  for  which  a patient 
will  consult  a physician.  This  complaint  will 
frequently  be  found  to  be  due  to  a severe 
neuralgia,  causalgia  or  more  commonly,  an 
inoperable  neoplasm,  which  can  only  be  re- 
lieved by  interrupting  the  proper  pain  path- 
ways or  altering  the  patient’s  reaction  to 
pain.  In  order  to  accomplish  this,  the  follow- 
ing procedures  are  performed  at  the  present 
time:  1.  Rhizotomy.  2.  Sympathectomy.  3. 
Section  of  spinothalamic  tract,  and  4.  Pre- 
frontal lobotomy. 

RHIZOTOMY 

Nerve  sections  are  usually  confined  to  the 
cranial  and  upper  cervical  nerves  for  the 
relief  of  pain  due  to  malignant  lesions  of 
the  face  and  nasopharynx,  or  the  severe 
facial  neuralgias.  Occasionally,  a malignant 
neoplasm  may  be  confined  to  the  face  en- 
tirely in  the  distribution  of  the  trigeminal 
nerve  and  section  of  the  posterior  root  of 
this  nerve  will  give  the  desired  result.  If  it 
extends  into  the  pharynx  and  region  of  the 
tonsillar  fossa,  which  is  supplied  by  the 
glossopharyngeal  nerve,  it  then  becomes  nec- 
essary to  section  both  the  5th  and  9th  crani- 
al nerves.  The  majority  of  cases  in  which 
the  lesion  is  large  enough  to  involve  both 
areas  supplied  by  the  5th  and  9th  nerves, 
it  also  will  infiltrate  the  side  of  the  neck, 
especially  just  below  the  mandible.  These 
patients  will  fail  to  obtain  relief  if  the  pos- 
terior roots  of  the  upper  cervical  nerves  are 
not  sectioned.  This  adds  very  little  to  the 
operative  procedure,  which  is  performed  as 
a unilateral  suboccipital  craniotomy  and  up- 
per cervical  laminectomy.  It  is  our  feeling 
that  cases  which  necessitate  section  of  the 
5th  and  9th  nerves,  although  they  do  not 
have  pain  in  the  neck  at  the  time,  should  also 
have  the  upper  cervical  roots  on  that  side 
sectioned,  because  one  can  expect  infiltra- 
tion and  pain  into  the  area  at  a later  time. 

There  are  two  other  conditions,  although 
not  caused  by  malignant  lesions,  which  pro- 
duce severe  intractable  pain  about  the  face 
and  nasopharynx  which  we  would  like  to 

♦Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  5,  1948. 


mention  at  this  time.  They  are  tic  doulou- 
reux (trigeminal  neuralgia)  and  glossopha- 
ryngeal neuralgia. 

Tic  douloureux  is  a very  typical  syndrome 
of  facial  pain  which  very  seldom  can  be 
mistaken  for  any  other  type  of  pain.  The 
pain  may  be  referred  to  one  or  two,  or  at 
times,  all  three  branches  of  the  5th  nerve. 
It  comes  on  suddenly,  lasting  for  a few  mo- 
ments and  disappears  as  fast  as  it  came. 
The  pain  may  be  brought  on  by  sensory 
stimulation  to  the  face  or  by  talking,  chew- 
ing or  swallowing.  Between  attacks  these 
patients  are  entirely  asymptomatic,  with  the 
exception  that  they  are  extremely  appre- 
hensive and  fear  a recurrence  of  the  pain. 
It  nearly  always  has  its  onset  after  the  age 
of  twenty-five  and  the  great  majority  of 
cases  occur  in  the  older  age  group.  There 
may  be  remissions  for  varying  periods  but 
there  has  never  been  a spontaneous  cure  re- 
ported. This  typical  tic-like  pain  has  to  be 
differentiated  from  the  constant  pain  which 
occurs  in  the  distribution  of  the  5th  cranial 
nerve,  which  is  usually  due  to  a neoplasm  in- 
volving the  nerve  or  gasserian  ganglion. 
Malignant  lympho-epitheliomas  may  extend 
up  from  the  nasopharynx,  eroding  the  base 
of  the  middle  fossa  and  involving  the  nerve 
or  ganglion.  Tumors  within  the  ganglion 
or  the  posterior  root  may  be  compressed  at 
the  cerebellopontine  angle  by  meningiomas, 
cholesteatomas,  acoustic  neuromas,  etc.  It 
is,  therefore,  important  to  obtain  an  accu- 
rate description  of  the  type  of  facial  pain  in 
order  not  to  overlook  a neoplasm  or  some 
other  etiological  factor.  It  also  must  be 
stressed  that  certain  conditions,  such  as  in- 
fected teeth  or  sinuses,  are  never  responsible 
for  the  pain  of  typical  tic  douloureux.  This 
point  is  mentioned,  because  one  seldom  sees 
such  a patient  in  the  Neurosurgical  Clinic 
before  all  of  his  teeth  have  been  extracted, 
whether  they  were  infected  or  not. 

The  operative  procedure  for  the  relief  of 
this  severe  pain  is  a posterior  root  section, 
either  by  a temporal  or  posterior  fossa  ap- 
proach. Temporary  relief  may  be  obtained 
by  alcohol  injection  of  the  individual  branch 
or  branches,  which  is  justified  in  some  cases 
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in  order  that  they  may  experience  the  sen- 
sation of  numbness  which  is  going  to  be 
permanent  after  a root  section.  It  may  also 
be  necessary  to  do  an  injection  in  cases 
where  the  physical  condition  will  not  per- 
mit a major  surgical  procedure. 

Glossopharyngeal  neuralgia,  which  is  real- 
ly tic  douloureux  of  the  glossopharyngeal 
nerve,  has  been  established  as  a definite 
clinical  entity.  This  condition  is  similar  in 
all  respects  to  tic  douloureux  of  the  5th 
nerve,  with  the  exception  of  the  distribu- 
tion of  the  pain  and  the  location  of  the 
trigger  area.  The  pain  is  located  in  the 
region  of  the  tonsillar  fossa  and  base  of  the 
tongue.  It  occurs  in  paroxysms  as  a sudden 
severe  flash,  lasting  for  only  a period  of 
seconds.  It  may  be  precipitated  by  talking, 
swallowing  or  by  chewing  or  by  direct  stim- 
ulation of  the  trigger  area,  which  is  usually 
located  at  the  base  of  the  tongue,  tonsillar 
fossa  or  rarely  the  ear.  The  etiologv  of 
glossopharyngeal  neuralgia  has  not  been 
established.  The  only  relief  from  this  ago- 
nizing type  of  pain  is  section  of  the  9th 
cranial  nerve,  which  is  carried  out  through 
a unilateral  suboccipital  craniotomy. 

SYMPATHECTOMY 

Incomplete  lesions  of  the  peripheral  nerves 
may  result  in  a painful  condition  termed 
causalgia.  This  type  of  pain  may  vary  in 
intensity  from  a burning  sensation  to  one  of 
severe  torture.  In  most  cases  it  is  described 
as  a constant  burning  sensation  which  mav 
be  aggravated  by  the  slightest  physical  or 
emotional  stimulus.  The  patient  is  con- 
stantly on  the  defense  and  protects  his  ex- 
tremity to  such  an  extent  that  it  is  fre- 
quently difficult  to  examine  the  involved 
part.  The  skin  undergoes  rather  character- 
istic changes,  becoming  thin,  glossy,  cold 
and  sweaty  or  dry,  scaly  and  varies  in  color 
from  red  to  cyanotic.  This  condition  is 
seen  more  commonly  following  injuries  to 
the  median  and  sciatic  nei’ves.  In  some 
cases  the  condition  graduallv  subsides  but 
in  others  it  continues  indefinitely  and  the 
patient’s  morale  becomes  greatly  affected. 
Operative  procedures  directed  toward  the 
involved  peripheral  nerve  have  no  beneficial 
effect.  Once  the  condition  is  recognized, 
a paravertebral  sympathetic  procaine  injec- 
tion should  be  done.  If  this  gives  relief, 
then  a preganglionic  sympathectomy  is  in- 
dicated. The  results  are  rather  dramatic 
in  these,  if  the  patient  has  not  become  a 
drug  addict. 


Sympathectomies  are  also  performed  for 
the  relief  of  pain  in  angina  pectoris,  Sudek’s 
atrophy,  and  for  some  cases  of  visceral  pain. 

CORDOTOMY 

In  the  lower  abdomen  and  pelvis  many 
inoperable  malignant  neoplasms  are  encoun- 
tered, which  produce  severe  intractable  pain. 
This  is  especially  true  in  cases  of  carcinoma 
of  the  cervix,  which  infiltrate  the  pelvis  and 
involve  the  lumboscral  plexus.  These  cases 
are  not  suitable  for  posterior  root  section 
but  are  ideal  cases  for  cordotomy.  Spiller 
in  1912  was  the  first  to  suggest  that  the 
spinothalamic  tracts  in  the  spinal  cord  could 
be  sectioned  for  relief  of  intractable  pain  in 
the  lower  abdomen  and  lower  extremities. 
At  his  request  the  first  cordotomy  was  per- 
formed by  Edward  Martin  and  then  pop- 
ularized by  Frazier.  At  the  present  time 
the  operation  carries  very  little  risk  when 
performed  in  the  upper  dorsal  region.  There 
is  complete  loss  of  sensation  to  pain  and 
temperature  from  a level  several  segments 
below  the  section  of  the  spinothalamic  tract 
with  preservation  of  light  touch  and  joint 
position  and  no  impairment  to  motor  func- 
tion. Following  a bilateral  section  of  the 
spinothalamic  tract,  there  is  usually  bladder 
involvement  for  several  weeks  and  in  some 
cases,  a urinary  residual  of  various  amounts 
may  be  permanent.  This  complication  does 
not  occur  following  a unilateral  section.  For 
the  relief  of  pain  in  the  lower  abdomen  or 
legs,  the  spinothalamic  tract  is  sectioned  at 
the  level  of  the  third  dorsal  vertebra. 

Unilateral  and  bilateral  sections  of  the 
spinothalamic  tracts  are  performed  in  the 
cervical  region  and  medulla  for  the  relief 
of  pain  in  the  chest  and  upper  extremity, 
but  both  locations  are  much  more  serious 
than  in  the  dorsal  region. 

PREFRONTAL  LOBOTOMY 

The  most  recent  surgical  procedure  ad- 
vocated for  the  relief  of  intractable  pain  is 
prefrontal  lobotomy.  Watts  and  Freeman 
observed  that  a number  of  the  psychotic 
patients  they  operated  upon  complained  of 
unbearable  pain  after  a bilateral  prefrontal 
lobotomy,  this  complaint  was  seldom  men- 
tioned. Following  this  observation,  they 
operated  upon  patients  suffering  from  se- 
vere pain  of  known  organic  etiology,  such 
as  carcinoma,  radiculitis,  and  tabes  dorsalis, 
with  excellent  results.  We  have  performed 
this  operation  in  two  cases  of  intractable 
pain  with  a very  satisfactory  outcome.  The 
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first  patient  suffered  from  a severe  thalamic 
type  of  pain,  involving-  the  entire  left  side 
of  the  body,  which  developed  following  a 
cerebral  thrombosis.  He  required  sedatives 
several  times  a day  and  was  addicted  to 
morphine.  A bilateral  prefrontal  lobotomy 
was  performed,  following  which  he  has 
never  mentioned  the  pain  on  the  left  side 
of  his  body  and  has  not  asked  for  any  type 
of  sedation.  The  second  case  was  a severe 
arthritic,  with  an  agitated  depression,  who 
complained  constantly  of  pain  in  the  swollen 
joints  of  both  extremities.  Following  oper- 
ation, she  has  been  more  cheerful  and  has 
not  complained  of  pain  unless  her  joints 
were  passively  flexed.  When  questioned 
directly  about  their  old  pain  following  oper- 
ation, they  have  both  stated  that  the  pain 
is  still  present,  but  that  it  did  not  bother 
them. 

This  procedure  alters  one’s  reaction  to 
pain  but  does  not  affect  his  ability  to  feel 
pain.  It  relieves  the  marked  anxiety,  ap- 
prehension, fear  of  pain,  and  the  depression 
which  is  so  often  associated  with  intrac- 
table pain  due  to  incurable  lesions. 

The  exact  merits  of  this  procedure  in  the 
relief  of  intractable  pain  cannot  definitely  be 
stated  at  this  time,  because  there  have  not 
been  sufficient  cases  reported.  It  seems  to 
have  a definite  value  in  those  cases  of  in- 
tractable pain  associated  with  marked  anxi- 
ety and  fear,  who  cannot  be  relieved  by  rhiz- 
otomy or  cordotomy. 

COMMENT 

Intractable  pain  in  any  portion  of  the 
body  can  almost  always  be  relieved  by  sur- 


gical means.  The  severe  constant  pain  due 
to  inoperable  malignant  neoplasms  produces 
an  extremely  difficult  problem.  These  peo- 
ple may  be  unfortunate  endugh  to  live  for 
many  months  and  even  years,  suffering 
untold  agony  that  is  not  relieved  by  large 
doses  of  morphine  or  other  drugs.  This 
immediately  presents  an  unpleasant  situ- 
ation, not  only  for  the  patient,  but  his  fam- 
ily, as  well  as  the  physician.  Constant  hos- 
pitalization becomes  a large  financial  burden 
if  they  are  to  receive  adequate  nursing 
care.  To  keep  the  patient  at  home  has  a 
psychological  effect  upon  the  rest  of  the 
family,  because  no  one  can  endure  seeing 
one  suffer  constantly  from  an  incurable 
lesion.  It  also  has  the  same  effect  upon 
the  attending  physician,  who  has  to  make 
repeated  visits  to  administer  drugs  that  will 
only  ease  the  pain  for  a matter  of  hours. 
For  these  reasons,  we  feel  that  any  patient 
who  is  suffering  from  intractable  pain,  pro- 
duced by  an  inoperable  neoplasm  and  who  is 
expected  to  live  for  a period  of  months, 
should  have  some  surgical  procedure  car- 
ried out  that  will  assure  him  of  at  least  re- 
lief of  suffering.  The  discouraging  aspect 
of  the  malignant  condition  which  is  inevi- 
tably fatal,  should  not  enter  into  the  de- 
cision. The  time  interval  in  these  cases  of 
inoperable  malignancies  is  an  extremely  im- 
portant factor  in  the  welfare  of  these  people. 
It  is  felt  that  as  soon  as  the  fact  has  been 
established  that  the  lesion  is  incurable,  then 
is  the  time  to  perform  a procedure  for  the 
relief  of  the  pain.  One  should  not  wait  un- 
til the  patient  has  become  addicted  to  mor- 
phine or  has  become  emotionally  unstable. 


❖ * * 


DOCTORS  SUPPORT  VOLUNTARY 
PREPAYMENT  PLAN 

If  anyone  has  an  idea  that  the  physicians  of  this 
country  are  fighting  any  and  all  plans  that  would 
give  the  American  people  better  medical  attention 
at  a cost  which  is  within  their  means,  he  is  sadly 
misinformed. 

It  is  true  that  the  great  majority  of  doctors  are 
strongly  opposed  to  compulsory  government  health 
insurance,  and  kindred  schemes  which  would  open 
the  gates  wide  to  completely  socialized  medicine. 
The  basic  reason  for  this  opposition  is  found  in  a 
statement  issued  by  the  American  Medical  Associa- 
tion, which  said:  “The  experience  of  all  countries 

where  government  has  seized  control  of  medical  care 
has  been  progressive  deterioration  of  the  standards 
of  that  care  to  the  serious  detriment  of  the  sick  and 
needy.” 

The  wholehearted  cooperation  and  support  of  doc- 


tors, on  the  other  hand,  has  been  one  of  the  biggest 
factors  in  the  remarkable  growth  of  the  low-cost 
voluntary  prepayment  plans,  which  now  provide  a 
vital  protection  to  tens  of  millions  of  citizens.  These 
plans  represent  the  most  positive  and  most  success- 
ful idea  yet  devised  to  lessen  the  economic  pressure 
that  follows  unexpected  illness  or  accident. 

There  is,  of  course,  a small  proportion  of  the 
population  which  cannot  afford  any  kind  of  pro- 
tection. The  medical  profession  is  aware  of  this, 
and  is  working  to  do  something  about  it.  According 
to  Medical  Economics,  the  private  physicians  are 
developing  a national  health  program  of  their  own, 
and  adequate  care  for  the  indigent  will  be  one  of 
its  important  provisions. 

The  typical  doctor,  in  other  words,  is  interested 
in  the  best  possible  medical  attention  for  the  most 
possible  people.  He  knows  that  political  medicine 
is  not  the  way  to  attain  that  goal.  From  Sidney 
(Nebr.)  Telegraph. 


Inertia  Complicating  Labor 

SAMUEL  T.  THIERSTEIN,  M.D. 
Lincoln,  Nebraska 


Inertia  is  a serious  complication  of  labor 
deserving  of  consideration  in  our  efforts  to- 
ward therapeutic  improvement.  This  discus- 
sion does  not  offer  new  methods,  but  rather 
summarizes  the  present  day  trends  in  the 
management  of  inertia.  The  seriousness  of 
this  complication  is  seen  in  its  immediate 
consequences  as  well  as  in  the  residual  ef- 
fects produced  by  injuries  to  both  mother 
and  infant.  Exhaustion  is  an  immediate 
danger,  making  the  patient  an  easy  victim 
of  shock,  hemorrhage,  and  infection.  A seri- 
ous sequence  following  inertia  is  the  fre- 
quency with  which  the  labor  is  terminated 
in  a major  operative  delivery.  Major  oper- 
ative obstetrics  is  associated  with  a sharp 
rise  in  infant  and  maternal  morbidity  and 
mortality.  Inertia  often  continues  into  the 
third  stage  of  labor  with  delayed  placental 
separation  and  hemorrhage. 

Inertia  is  defined  as  inactivity  and  lack 
of  progress  in  labor.  Uterine  contractions 
are  infrequent,  short  or  weak.  Frequency, 
length  and  intensity  of  contractions  are  rela- 
tive factors  because  contractions  of  a cer- 
tain quality  may  be  effective  in  one  patient 
but  entirely  inadequate  for  progress  in  an- 
other patient.  Ineffective  as  the  contrac- 
tions may  be  in  advancing  labor,  they  may 
be  very  painful  and  allow  the  patient  no  rest. 

The  first  step  in  the  management  of  a 
patient  with  inertia  is  an  accurate  evalua- 
tion of  the  problems  involved.  1.  Is  the  pa- 
tient in  labor?  2.  Does  a cephalopelvic  dis- 
proportion exist?  3.  What  is  the  condition 
of  mother  and  infant?  4.  What  causes  the 
inertia  ? 5.  Is  abdominal  delivery  indicated  ? 
6.  Is  vaginal  interference  indicated? 

The  patient  who  is  not  in  labor  had  best 
be  given  a good  night’s  sleep  and  sent  home 
the  following  morning.  The  patient  and 
family  sometimes  force  the  issue  by  demand- 
ing to  have  labor  brought  about.  However, 
the  welfare  of  the  patient  is  served  better 
and  the  physician  relieved  of  unnecessary 
trouble,  by  waiting  for  the  natural  onset  of 
labor. 

When  the  case  has  been  diagnosed  as  an 
inertia  it  must  be  clarified  whether  the  in- 
ertia is  complicated  by  cephalopelvic  dis- 
proportion. Much  confidence  will  be  por- 
trayed by  the  physician  who  has  given  ade- 


quate prenatal  care  and  knows  on  what 
ground  he  stands.  When  blood  picture  and 
general  health  are  good,  it  offers  excellent 
support  in  the  prognosis. 

Pelvic  measurements  must  be  known  in 
all  labors,  but  it  is  especially  true  in  long 
labors  with  inertia.  Where  doubt  exists  in 
the  manual  measurements  there  should  be 
confirmation  by  x-ray  pelvimetry.  In  ceph- 
alic presentations,  engagement  of  the  head 
is  an  indication  that  the  pelvic  inlet  is  ade- 
quate even  though  no  previous  measure- 
ments are  available.  Engagement  does  not 
assure  adequate  outlet  diameters.  However, 
the  outlet  diameters  may  be  determined  by 
external  and  rectal  measurements  and  done 
during  labor  without  interruption  of  the 
usual  aseptic  technic. 

Predisposing  causes  of  inertia  are  listed 
as  follows.  Almost  without  exception  one  or 
more  of  these  factors  are  present.  Good 
prenatal  care  will  help  reduce  a few  of  these 
factors. 

PREDISPOSING  CAUSES  OF  INERTIA 

1.  Debilitating  diseases. 

2.  Anemia. 

3.  Frequent  parity. 

4.  Pelvic  tumors. 

5.  Premature  loss  of  amniotic  fluid. 

6.  Polyhydramnios. 

7.  Multiple  pregnancy. 

8.  Abnormal  presentation  and  position. 

9.  Hypocalcemia. 

10.  Dystocia  dystrophy  syndrome. 

Patients  who  are  known  to  have  a debili- 
tating disease,  or  those  who  have  had  fre- 
quent pregnancies  should  have  vigorous 
treatment  in  the  prenatal  period  to  correct 
blood  and  nutritional  deficiencies  and  to  re- 
move foci  of  infection.  Prophylactic  treat- 
ment will  prevent  some  of  these  patients 
from  having  an  inertia,  but  in  spite  of  good 
care,  patients  of  this  group  will  come  to 
labor  in  an  unsatisfactory  condition  and 
uterine  contractions  will  be  poor. 

Obstructing  elements  in  the  pelvis  are 
prone  to  cause  an  inertia  by  preventing  the 
presenting  part  from  pressing  against  the 
cervix.  The  labor  mechanism  is  best  stimu- 
lated by  pressure  from  a globular  object 
such  as  a fetal  head.  Cervical  tumors,  pel- 
vic tumors,  a distended  bladder,  or  a full 
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rectum  all  interfere  with  advancement  of 
the  presenting  part  and  are  responsible  for 
a poor  stimulating  mechanism. 

Premature  loss  of  amiotic  fluid  is  rarely 
a cause  of  inertia,  but  when  it  is  a factor 
it  is  a serious  complication.  The  absence  of 
fluid  allows  the  uterine  wall  to  closely  adapt 
itself  to  the  fetus  similar  to  a cast.  The  ir- 
regular shape  of  the  fetus  and  the  close 
approximation  of  the  uterus  to  it  interfere 
with  rhythmic  contractions  and  expansion. 
Friction  delays  advancement,  rotation  is  ar- 
rested and  there  may  even  be  interference 
with  placental  circulation  due  to  the  com- 
pression. The  uterus  tends  to  become  irrit- 
able and  painful  in  contrast  to  regular  con- 
traction waves  spreading  over  the  uterus. 

Multiple  pregnancy  and  polyhydramnios 
cause  an  overdistention  of  the  uterus  to  the 
extent  that  muscle  tone  is  weakened  and 
contractions  are  intermittent.  Often  slow 
progress  is  noted  from  the  beginning  with 
effacement  and  dilatation  brought  about  by 
nagging  irregular  pains  which  accomplish 
little  more  than  exhaustion  of  the  mother. 

Abnormal  presentations  such  as  breech, 
shoulder  or  face  presentations  and  abnormal 
positions  such  as  occiput  posterior,  are  often 
seen  in  connection  with  an  inertia.  Each 
has  its  own  etiologic  mechanism.  The  pre- 
senting part  of  a breech,  especially  a frank 
breech,  is  cone  shaped.  Pressure  is  exerted 
only  on  a smaller  area  of  the  cervix  in  con- 
trast to  the  stimulation  of  the  entire  cervix 
and  lower  uterine  segment  by  pressure  of 
the  occiput  in  the  anterior  position.  Shoul- 
der presentations  remain  high  during  the 
first  stage  of  labor  with  little  or  no  stimu- 
lating pressure  on  the  cervix.  The  same  ap- 
plies to  face  presentations.  Labor  some- 
times progresses  normally  in  spite  of  the 
high  station  of  the  presenting  part,  but  the 
odds  are  in  favor  of  some  degree  of  inertia. 
Occiput  posterior  positions  remain  at  a 
higher  station  than  occiput  anterior  and  the 
mechanism  of  a posterior  is  at  a greater 
disadvantage.  The  presenting  part  of  an 
occiput  anterior  advances  near  the  center  of 
the  pelvic  cylinder,  having  always  a free 
passageway  ahead,  while  the  presenting  part 
of  the  occiput  posterior  presses  on  the  pos- 
terior pelvic  wall,  thus  expending  the  force 
of  the  uterine  contractions  in  an  unfavorable 
direction. 

Calcium  deficiency  plays  a role  in  inertia. 
Low  blood  calcium  lowers  the  threshold  for 


muscular  contraction  and  by  experiment 
this  is  especially  true  of  uterine  muscle. 
Danforth  and  Ivy  have  shown  that  when 
calcium  is  present  in  adequate  amounts,  the 
uterine  musculature  is  depressed  and  re- 
fractory to  oxytocic  drugs.  Calcium  therapy 
in  the  prenatal  period  has  therefore  more 
merit  than  supplying  calcium  required  for 
the  teeth  and  general  nutrition. 

Woodbury  and  associates  have  made  rec- 
ords of  intrauterine  pressure  during  labor. 
During  the  first  stage  of  a normal  labor  the 
intrauterine  pressure  rises  to  35  to  60  mm. 
Hg.  at  the  peak  of  a contraction  and  falls 
to  5 to  8 mm.  Hg.  between  pains.  In  the 
second  stage  the  pressure  may  rise  to  110 
mm.  Hg.  while  the  interval  pressure  re- 
mains higher  at  10  to  12  mm.  Hg.  With  a 
strong  bearing  down  effort  of  the  second 
stage  bringing  into  play  the  force  of  the 
abdominal  muscles  the  pressure  may  reach 
260  mm.  Hg. 

In  the  above  study,  patients  of  the  dys- 
tocia dystrophy  syndrome  type  were  * in- 
cluded. These  are  a heavy  stocky  women 
with  short  stubby  fingers,  decrease  in  the 
length  of  long  bones,  etc.  These  patients 
are  notoriously  poor  obstetrical  candidates, 
not  because  of  pelvic  abnormalities,  but  be- 
cause of  abnormal  uterine  contractions.  Con- 
tractions in  such  patients  are  short,  irregu- 
lar and  of  variable  amplitude.  The  intercon- 
traction pressure,  during  the  first  stage,  re- 
mains 15  to  18  mm.  Hg.  which  is  much  above 
the  normal  of  5 to  8 mm.  Hg.  This  high  in- 
tercontraction pressure  does  not  permit 
proper  retraction  of  the  lower  segment  and 
interferes  with  dilatation.  This  pressure 
also  interferes  with  the  proper  blood  and 
oxygen  supply  for  the  uterine  wall  and  for 
the  fetus. 

Inertia  necessarily  prolongs  labor.  The 
added  length  of  labor  entails  more  examina- 
tions with  the  introduction  of  greater  pos- 
sibilities of  infection.  Sepsis  and  exhaus- 
tion are  dangers  which  must  be  taken  into 
account.  Management  of  the  family  be- 
comes a problem  of  considerable  magnitude 
after  the  first  day. 

A patient  with  inertia  seen  early  in  the 
first  stage  of  labor  permits  a proper  evalua- 
tion of  her  condition  as  outlined  in  six  steps 
earlier  in  this  paper.  The  type  of  delivery 
is  open  to  choice  at  this  stage.  When  mem- 
branes have  been  ruptured  12  hours  and  an 
inertia  exists  after  having  used  the  ordinary 
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accepted  stimuli,  it  is  necessary  to  decide 
whether  the  patient  will  be  able  to  deliver 
vaginally.  If  the  vaginal  route  presents 
other  complications  such  as  cephalopelvic 
disproportion,  face  or  shoulder  presentation 
or  a dystocia  dystrophy  syndrome  type  of 
patient  it  is  advisable  to  deliver  by  cesarean 
section.  When  the  patient  has  an  occiput 
presentation,  intact  membranes,  an  ade- 
quate size  pelvis  and  is  in  good  general  con- 
dition, a vaginal  delivery  is  the  method  of 
choice.  Supportive  treatment  in  the  form  of 
fluids,  nourishment  and  sedation  are  indi- 
cated in  amounts  to  meet  the  requirements 
of  the  patient. 

When  vaginal  delivery  has  been  decided 
upon  stimuli  are  a necessary  part  of  the 
treatment  of  inertia.  The  safest  stimulus 
is  given  first  and  this  is  usually  a hot  enema 
or  a laxative  followed  by  an  enema.  A pa- 
tient with  polyhydramnios  will  be  stimulat- 
ed by  artificial  rupture  of  membranes.  Mus- 
sey  and  Patten  recommend  20  cc.  of  a 10% 
calcium  gluconate  solution  given  slowly  by 
intravenous  injection.  In  their  series  it  in- 
creased both  the  frequency  and  the  strength 
of  contractions.  Three  injections  may  be 
given  at  hourly  intervals.  Calcium  is  not  to 
be  given  to  a patient  who  receives  drugs  of 
the  digitalis  group. 

Pituitary  extract  has  a place  in  the  treat- 
ment of  inertia  when  used  judiciously  and 
when  given  by  a competent  person  who  re- 
mains at  the  bedside  to  evaluate  the  amount 
and  frequency  of  the  dosage.  The  dosage 
should  in  no  case  exceed  one  minim  and  the 
interval  no  less  than  30  minutes.  In  East- 
man’s opinion  pituitrin  shortens  prolonged 
labor  in  some  cases  and  helps  avoid  some 
midforceps  applications.  This  outweighs  the 
dangers  of  the  drug.  Rigid  rules  must  be 
observed  in  giving  pituitrin.  Any  patient 
who  shows  an  inclination  toward  tetanic 
uterine  contractions  has  further  injections 
permanently  discontinued.  Pituitrin  should 
not  be  given  to  a patient  of  great  parity  be- 
cause the  uterine  wall  is  weakened  by  scar 
tissue  from  repeated  pregnancy.  Small  dos- 
age and  administration  by  competent  per- 
sonnel has  already  been  stressed. 

Introduction  of  a Yorhees  bag  has  nearly 
come  into  disuse,  but  it  has  several  excellent 
applications  in  inertia.  In  a transverse 
presentation  with  membranes  intact  or  in 
certain  breech  presentations,  a good  sized 
bag  introduced  inside  the  cervix  will  stimu- 
late uterine  contractions  and  will  dilate  the 


cervix.  When  the  bag  is  expelled  the  pa- 
tient with  a transverse  presentation  is 
ready  for  a version  and  the  one  with  a 
breech  presentation  will  usually  bring  the 
breech  down  to  a satisfactory  lower  station. 

Treatment  of  the  patient  with  inertia 
seen  in  the  late  first  stage  requires  a differ- 
ent approach  because  of  the  time  elapsed 
since  onset  of  labor  and  the  potentially  in- 
fected uterine  cavity.  Even  with  modern 
antibiotics  one  is,  in  the  majority  of  cases, 
committed  to  a vaginal  delivery  because  of 
the  danger  of  peritonitis  associated  with  ab- 
dominal delivery.  A vaginal  examination  is 
done  to  get  an  accurate  evaluation  of  dilata- 
tion, station,  presenting  part  and  pelvic  con- 
tour. X-ray  studies  are  always  of  value  in 
these  cases  and  should  be  done.  A patient 
this  far  in  labor  whose  membranes  are  not 
ruptured  should  have  this  done  artificially. 
Allowing  some  fluid  to  escape  will  usually 
stimulate  better  contractions.  Anomalies 
of  position  such  as  occiput  posterior  should 
be  rotated  as  far  anteriorly  as  possible  by 
manual  rotation.  Patients  who  have  been 
stationary  at  seven  or  eight  cm.  dilatation 
will  often  carry  on  with  good  contractions 
and  deliver  spontaneously  in  two  to  three 
hours  after  artificial  rupture  of  the  mem- 
branes and  anterior  rotation  of  the  occiput. 

Prolonged  labor  does  not  imply  that  it 
should  be  terminated.  Exhaustion  is  treated 
by  intravenous  solutions,  such  as  10%  dex- 
trose which  supplies  both  fluids  and  calories, 
and  by  a good  sedative  such  as  morphine  in 
dosage  of  gr.  14  • No  time  is  lost  when  a 
tired  patient  sleeps.  A well  sedated  patient 
will  awake  much  refreshed  and  on  examin- 
ation be  found  to  have  accomplished  more 
cervical  dilatation  during  the  sleeping  hours 
then  in  any  previous  comparable  time  when 
she  was  protesting  bitterly  against  pain. 
Sedation  and  stimuli  should  be  used  alter- 
nately. 

The  patient  having  6 to  8 cm.  cervical  dila- 
tation for  24  hours  with  the  presenting  part 
in  the  midplane  of  the  pelvis  will  have  least 
trauma  to  mother  and  infant  Duhrssen’s 
incisions.  The  cervix  is  incised  at  the  ra- 
dius 10,  2 and  6 o’clock  which  areas  avoid 
the  major  blood  vessels.  This  operation  is 
not  particularly  difficult,  when  following 
directions  in  any  standard  textbook.  It  re- 
lieves the  mother  of  hours  of  labor  and  also 
avoids  that  much  time  for  the  introduction 
of  infection. 
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A frank  breech  frequently  reaches  an  in- 
ertia at  about  seven  cm.  dilatation  with  a 
loose  cervical  cuff  which  is  not  dilating  be- 
cause it  lacks  pressure  from  above  to  dis- 
tend it.  The  uterus  should  be  invaded  under 
deep  anesthesia  and  both  feet  brought  down. 
If  no  cervical  obstruction  exists  the  delivery 
is  terminated  by  breech  extraction.  If  the 
cervix  is  not  sufficiently  dilated  the  feet 
are  brought  down  and  the  case  left  to  be 
brought  down  by  uterine  contractions. 

Patients  with  inertia  in  the  second  stage 
of  labor  are  managed  similar  to  those  of 
the  late  first  stage.  Fluids  and  rest  are  in- 
dicated for  exhaustion  if  the  presenting  part 
is  at  a high  station.  An  occiput  posterior 
should  be  rotated  anteriorly.  When  the  pa- 
tient has  rested  she  must  be  taught  to  bear 
down  with  her  contractions;  this  requires 
a sympathetic  but  firm  attendant.  No  meth- 
od will  bring  the  infant  through  the  mid- 
pelvis as  safely  as  the  bearing  down  efforts 
of  the  mother.  When  all  progress  stops 
with  the  presenting  part  at  the  ischial 
spines  a midforceps  delivery  is  resorted  to. 
Any  forceps  delivery  which  is  so  difficult 
as  to  sacrifice  the  infant  is  also  very  de- 
structive to  the  mother.  In  instances  where 
the  infant  is  dead  a craniotomy  is  a wise 
procedure  and  avoids  much  trauma  to  the 
mother.  This  operation  is  an  alternative 
worthy  of  consideration  when  the  life  of 
the  mother  is  in  jeopardy. 

SUMMARY 

1.  Inertia  is  a serious  complication  of 
labor  both  in  its  immediate  consequences  to 
mother  and  infant  as  well  as  residual  dam- 
age to  both. 


2.  An  accurate  evaluation  of  the  patient 
with  inertia  is  necessary  to  determine  etio- 
logical factors. 

3.  Treatment  in  the  early  first  stage  is 
by  supportive  treatment,  stimuli  and  in  se- 
lected cases  bag  induction.  Various  stimuli 
are  discussed. 

4.  Treatment  in  the  late  first  stage  is  by 
alternate  rest  and  stimulation,  rupture  of 
membranes,  anterior  rotation  of  occiput, 
Duhrssen’s  incisions  in  arrested  cephalic 
presentations  and  manual  extraction  in  ar- 
rested frank  breech  presentations. 

5.  Operative  interference  is  kept  to  a 
minimum  until  the  presenting  part  is  at  a 
midpelvic  station  or  below. 

6.  Operative  procedures  should  be  de- 
signed to  cause  less  damage  to  mother  and 
infant  than  is  being  caused  by  undue  pro- 
longation of  labor. 
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ANTIVIVISECTIONISTS  DANGER  TO 
MEDICAL  PROGRESS 

Antivivisectionists  “thrive  like  termites”  at  the 
foundations  of  medical  research  in  the  United 
States,  says  Walter  C.  Kraatz,  Ph.D.,  head  of  the 
department  of  zoology,  University  of  Akron,  Akron, 
Ohio. 

Writing  in  the  February  issue  of  Hygeia,  health 
magazine  of  the  American  Medical  Association,  Dr. 
Kraatz  points  out  that  antivivisectionists,  who  tried 
to  sabotage  research  that  saved  thousands  of  lives 
during  World  War  II,  have  been  increasing  their 
funds  and  activity  since  the  war. 

“Thousands  of  soldiers  who  would  have  died  hor- 
rible deaths  during  World  War  II  owe  their  lives 
to  achievements  made  possible  by  experimentation 
on  a relatively  small  number  of  dogs  and  other 
animals,”  Dr.  Kraatz  asserts. 

“The  discovery  of  how  to  use  penicillin  to  pre- 


vent infection  of  a brain  wound,  the  tantalum 
sheaths  that  allowed  shattered  nerves  to  heal  where 
bullets  had  smashed  delicate  tissues,  the  metal 
plates  which  formed  beneficent,  permanent  shields 
over  great  holes  in  the  skull — these  achievements 
and  many  others  were  worked  out  during  the  war 
by  experimentation  on  animals. 

“The  work  was  brought  to  completion  in  secrecy 
in  laboratories,  secrecy  necessary  to  preclude  sabo- 
tage by  antivivisection  fanatics.” 

All  bona  fide  laboratories  of  medical  reseai’ch 
abide  by  the  strictest  rules  of  humane  treatment  of 
animals  and  are  open  to  inspection  by  qualified 
persons  such  as  humane  society  officers,  Dr.  Kraatz 
emphasizes,  adding: 

“Antivivisectionists  might  well  turn  in  the  direc- 
tion of  condemning  deaths  of  animals  caught  in 
steel  traps,  where  many  lacerated  animals  starve 
to  death.” 


Clinical  Significance  of  Pneumoperitoneum  with 
a Report  of  Two  Gynecological  Causes 

GEORGE  N.  JOHNSON,  M.D. 

Omaha,  Nebraska 


The  clinical  significance  of  pneumoperi- 
toneum or  subdiaphragmatic  air  has  never 
been  stressed  or  emphasized,  in  spite  of  its 
importance  in  the  differential  diagnosis  re- 
garding its  causes.  This  can  be  attributed 
to  the  fact  that  over  90%  of  the  causes  of 
pneumoperitoneum  are  due  to  perforations 
of  the  gastro-intestinal  tract  (3).  As  a re- 
sult the  other  causes  to  account  for  this  re- 
maining 10%,  although  equally  important  to 
consider,  have  been  almost  all  but  forgotten. 

The  author  in  using  the  term  pneumoperi- 
toneum refers  to  the  presence  of  subdia- 
phragmatic air  as  seen  on  the  x-ray  film. 

The  significance  of  pneumoperitoneum 
varies  with  the  mode  of  entry  of  the  gas  into 
the  peritoneal  cavity.  The  presence  of  gas 
in  this  area  can  be  demonstrated  fluroscop- 
ically  and  radiographically  and  is  recognized 
as  a dark  semilunar  shadow  in  the  subphren- 
ic  space.  An  upright  chest  film  serves  well 
in  arriving  at  an  accurate  differential  diag- 
nosis of  acute  abdominal  cases,  particularly 
when  there  is  demonstrable  evidence  of  sub- 
diaphragmatic  air.  However,  the  differential 
diagnosis  and  the  causes  of  the  collection  of 
a gas  seen  in  the  subphrenic  space,  once  dem- 
onstrated is  not  generally  considered. 

\ 

In  reviewing  the  literature  the  causes  of 
pneumoperitoneum  can  be  listed  as  follows: 

1.  Spontaneous  pneumoperitoneum  due  to  per- 
forations of  the  gastrointestinal  tract,  namely  per- 
forations of  the  stomach,  and  duodenum  associated 
with  peptic  ulcer.  This  is  by  far  the  commonest 
cause  of  pneumoperitoneum  from  pathology  in  the 
gastro-intestinal  tracts.  fi-  16 ).  However,  perfora- 
tions of  the  small  bowel  and  colon  can  give  pneumo- 
peritoneum. In  the  latter  conditions,  the  subphrenic 
collection  of  air  occurs  much  later  than  in  perfora- 
tions of  the  stomach  and  duodenum.  The  literature 
mentions  rupture  of  the  urinary  bladder  as  another 
source  of  intraperitoneal  air*4).  This  brings  up  a 
good  diagnostic  point,  should  one  suspect  a perfora- 
tion or  a rupture  of  the  urinary  bladder,  in  that, 
through  a urethral  catheter  placed  in  the  bladder, 
200  cc  of  air  should  be  injected  and  an  immediate 
x-ray  film  of  the  upright  chest  taken.  If  perfora- 
tion is  present  and  allows  the  air  to  escape  into  the 
peritoneal  cavity  sub-diaphragmatic  air  will  con- 
firm the  diagnosis. 

2.  Pneumoperitoneum  is  present  in  most  cases 
of  laporatomies  where  air  is  entrapped  in  the  peri- 
toneal cavity  following  abdominal  surgery.  This  is 
important  to  remember  particularly  when  post-op- 
erative complications  arise  which  necessitates  the 
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knowledge  of  the  pneumoperitoneum  present.  The 
time  interval  for  the  air  to  become  absorbed  follow- 
ing laporatomy  is  usually  four  to  five  days*10). 

3.  Induced  pneumoperitoneum  occasionally  de- 
velops accidentally  during  an  attempted  pneumo- 
thorax. The  injecting  needle  penetrates  the  dia- 
phragm and  air  is  introduced  into  the  peritoneal 
cavity*13).  In  the  female  the  abdominal  cavity  may 
also  be  filled  with  air  by  trans-uterine  insufflation 
following  the  performance  of  the  Rubin  test. 

4.  Diagnostic  pneumoperitoneum  was  once  wide- 
ly used  but  its  popularity  has  faded*1).  For  a time 
roentgen  study  after  artificial  pneumoperitoneum  by 
the  introduction  of  air  or  gas  into  the  peritoneal 
cavity,  was  highly  recommended  as  a method  of  dif- 


Figure  1 

ferentiating  intra-abdominal  and  retro-peritoneal 
tumors.  Today,  this  procedure  is  rarely  indicated, 
though  at  times  is  a very  valuable  diagnostic  aid*9). 

5.  Artificially  induced  pneumoperitoneum  is  oc- 
casionally still  used  for  the  treatment  of  pulmonary 
tuberculosis*12).  As  for  the  treatment  of  tubercu- 
losis peritonitis  this  procedure  is  no  longer  in  use. 

6.  Although  subdiaphragmatic  abscesses  are  not 
considered  true  causes  of  pneumoperitoneum,  they 
are  generally  considered  under  such  a heading  be- 
cause of  a gas  shadow  above  an  incapsulated  fluid 
level  in  the  subphrenic  space*14). 

7.  Hepato-diaphragmatic  interposition  of  the 
colon — giving  a radiological  appearance  of  subdia- 
phragmatic air.  This  is  a condition  which  may  be 
readily  confused  with  a collection  of  gas  and  must 
be  borne  in  mind  in  order  to  avoid  serious  error*2). 
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8.  Spontaneous  pneumoperitoneum  from  un- 
known causes  (7.  8>. 

9.  Following  a douched). 

The  following  case  studies  are  presented 
in  the  hope  that  they  will  emphasize  the  im- 
portance of  differentiating  the  causes  of 
pneumoperitoneum. 

Case  No.  1.  A sixty-eight-year-old  white  male 
entered  the  hospital  with  a history  of  severe  cramp- 
ing pains  in  the  upper  abdomen  of  twelve  hours 
duration.  No  nausea  or  vomiting.  Temperature, 
pulse,  blood  pressure  normal,  past  history  of  no  im- 
portance. Examination  revealed  the  following  pos- 
itive findings:  moderate  tenderness  with  no  rigidi- 

ty of  the  upper  abdomen.  WBC  11,000.  Upright 
chest  film  revealed  subdiaphragmatic  air  under  the 
dome  of  the  right  diaphragm  (see  figure  1).  Be- 
cause of  the  peculiarity  of  the  air  shadow,  a lateral 
film  of  the  chest  and  abdomen  was  taken,  and  a 
hepato  diaphragmatic  interposition  of  the  hepatic 
flexure  of  the  colon  was  found,  thus  giving  the  er- 
roneous appearance  of  free  gas  under  the  right  dia- 
phragm, (figure  2). 


Figure  2 


Thus  serious  error  was  avoided  mainly  by  the  cor- 
rect interpretation  of  the  gas  shadow  proving  the 
presence  of  an  ectopic  placed  colon.  An  electrocar- 
diogram tracing  revealed  that  the  patient  had  a 
coronary  occlusion. 

Schnek(2)  was  one  of  the  first  to  report 
the  importance  of  proper  interpretation  of 
subdiaphragmatic  air  and  pneumoperitone- 
um, with  particular  reference  to  the  hepato- 
diaphragmatic  interposition  of  the  right  co- 
lon. He  emphasizes  the  point  that  should 
one  suspect  such  a cause  of  the  gas  shadow, 
a lateral  film  or  a barium  enema  will  show 
that  the  gas  is  actually  in  the  right  colon. 

Case  No.  2.  A twenty-year-old  married  woman 
was  admitted  to  the  hospital  because  of  severe  ab- 
dominal pain  associated  with  nausea  and  vomiting. 
The  onset  of  her  illness  was  six  hours  prior  to  en- 
try, when  she  developed  a sudden  severe  throbbing 
pain  around  the  umbilicus:  pain  steady  in  character 
and  soon  radiated  to  the  epigastrium.  No  previous 


G.I.  or  G.U.  complaints.  Menstrual  history  nega- 
tive. Denied  any  venereal  disease,  pregnancies,  or 
abortions.  Was  in  perfect  health  prior  to  the  pres- 
ent illness. 

Physical  examination  revealed  a blood  pressure 
of  90/65,  temperature  102,  pulse  130,  respiration  20, 
patient  appeared  acutely  ill.  Ala  Nares  showed 
dilitation  with  deep  respiration.  Head  and  neck, 
heart  and  lungs,  negative.  Abdominal  examination: 
no  scars,  moderate  distention,  generalized  tender- 
ness and  rigidity  most  marked  in  epigastrium.  No 
masses  palpable;  liver,  spleen,  kidneys — non  palp- 
able. Pelvic  examination  negative  except  for  a 
moderate  amount  of  fullness  in  the  culdesac  with 


Figure  3 

slight  tenderness.  Uterus  not  palpable.  Question- 
able mass  in  region  of  right  adnexa.  Rectal  exam- 
ination negative  except  for  bulging  mass  in  the 
culdesac. 

Laboratory  data.  HB.  12.5  gm.  WBC  11,400 
92%  polys.  Uring. — Neg.  X-ray — flat  film  of  ab- 
domen: showed  moderated  amount  of  large  and 

small  bowel  gas.  Upright  chest  film — showed  defi- 
nite evidence  of  subdiaphragmatic  air.  (Figure  3). 

At  operation  no  evidence  of  gastro-intestinal 
pathology  or  perforations  were  found.  Liver  and 
spleen  were  normal.  In  the  region  of  the  right  ad- 
nexa there  was  a large  thick-walled,  tubo-ovarian 
abscess  which  had  an  area  of  perforation  two  cm.  in 
diameter,  near  the  cornu  of  the  uterus.  The  mass 
measured  approximately  nine  cm.  in  diameter.  A 
right  salpingo-oophorectomy  and  removal  of  the 
mass  in  toto  was  then  performed.  Sulfanilamide 
powder  was  placed  in  the  pelvis,  and  the  wound  was 
closed  in  layers.  The  patient  was  treated  post-op- 
eratively  with  a Levine  tube,  parenteral  fluid,  pen- 
icillin and  sulfadiazine,  she  made  an  uneventful  re- 
covery and  was  discharged  from  the  hospital  ten 
days  later.  The  bacteriological  report  of  the  cul- 
ture of  the  tubo-ovarian  abscess  was  reported  as 
anaerobic  streptococci.  This  case  clearly  illustrates 
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Case  No.  3.  A 33-year-old  divorcee  entered  the 
hospital  with  a history  of  fever,  chills,  abdominal 
pain,  nausea  and  vomiting  of  four  days  duration. 
Past  history  of  no  significance,  denied  any  attempts 


Figure  4 

of  abortion.  Examination  revealed  a temperature 
of  104,  B.P.  100/80,  pulse  26.  Heart  and  lungs  es- 
sentially negative;  abdominal  examination  revealed 
generalized  tenderness  over  entire  abdomen,  with  a 
moderate  amount  of  rigidity  over  entire  abdomen, 
because  of  the  tenderness  and  I’igidity  it  was  diffi- 
cult to  palpate  any  masses.  Pelvic  examination 
showed  a small  amount  of  yellowish  gray  discharge 
extruding  from  the  external  os  of  the  cervix,  and 
extreme  pain  on  movement  of  cervix.  Rectal  exam- 
ination essentially  negative.  WBC  21,000  with  90% 
polys.  X-ray  examination  of  the  upright  chest  re- 
vealed subdiaphragmatic  air  under  the  right  leaf  of 
the  diaphragm  (see  figure  4).  A flat  film  of  the 
abdomen  showed  large  and  small  bowel  gas  present 
indicative  of  paralytic  ileus.  In  spite  of  treatment 
with  penicillin,  streptomycin,  sulfadiazine,  fluids 


Figure  5 

on  the  upright  chest  film.  This  patient  at  emer- 
gency lapoporotomy  was  found  to  have  a perforated 
duodenal  ulcer.  This  was  closed  in  the  usual  man- 
ner. He  was  discharged  from  the  hospital  ten  days 
later.  The  presence  of  intra-abdominal  air  in  this 
case  was  of  no  clinical  value  in  aiding  us  to  make 
the  diagnosis  of  a perforated  peptic  ulcer.  We  had 
to  depend  on  the  history  and  physical  findings  which 
were  classical  in  this  case. 

SUMMARY 

Pneumoperitoneum,  or  clinically  speaking, 
sub  diaphragmatic  air  as  seen  on  the  upright 
chest  film,  has  many  causes.  Each  of  these 
causes  have  been  briefly  discussed  with  spe- 
cial reference  to  the  clinical  importance  of 
the  proper  interpretation  of  pneumoperi- 
toneum. Four  cases  were  presented  which 
showed  sub  diaphragmatic  air  radiologically. 
In  two  of  these  the  source  of  the  pneumo- 
peritoneum was  from  the  gases  produced  by 
the  bacterial  growth  of  the  anerobic  strep- 
tococci. In  addition  one  case  of  a hepato- 


a gynecological  condition  producing  sub-diaphragm- 
atic air.  It  is  difficult  to  state,  whether  the  gas 
found  in  the  peritoneal  cavity  came  from  the  out- 
side via  the  vaginal  opening  through  the  uterus  and 
out  through  the  perforation,  or  was  formed  by  the 
anerobic  streptococci.  Both  conditions  can  produce 
pneumoperitoneum. 

Walker(5)  reported  a case  of  pneumoperi- 
toneum following  a douche.  Colebrood  and 
Hare* 11 > have  demonstrated  that  anerobic 
streptococci  were  abundant  gas  formers,  as 
well  as  the  E.  Coli  group  or  organisms  be- 
sides the  Clostridia  group  which  can  produce 
pneumoperitoneum.  Boyd(17)  mentions 
Shottmuller,  Schwarz  and  Brown  for  work 
on  the  pathological  processes  produced  by  the 
anerobic  streptococci. 


and  the  Miller  Abbott  tube,  patient  died  on  the  6th 
hospital  day.  The  day  before  she  expired  patient 
admitted  instrumentation  of  the  utei’us  for  abortion 
purposes.  At  autopsy  a generalized  peritonitis  from 
a diffuse  parametritis  was  found.  Culture  of  the 
peritoneal  exudate  revealed  anerobic  streptococci. 

Case  No.  4.  A forty-year-old  male  entered  the 
hospital  with  a typical  history  and  physical  find- 
ings of  a perforated  peptic  ulcer  of  four  hours  dura- 
tion. The  only  other  important  and  interesting  part 
of  the  past  history  was  that  the  patient  for  the  past 
six  months  had  been  treated  as  an  out  patient  at  the 
tuberculosis  division  of  the  hospital  with  weekly  in- 
jections of  intraperitoneal  air,  for  pulmonary  tu- 
berculosis. Figure  5 shows  the  pneumoperitoneum 
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diaphragmatic  interposition  of  the  right  co- 
lon, giving  a radiological  appearance  of  sub- 
diaphragmatic  air,  was  presented. 
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SMOKING  RULED  OUT  AS  SPECIFIC  CAUSE 
OF  CANCER  OF  LIP 

Smoking  can  practically  be  eliminated  as  a cause 
of  cancer  of  the  lip,  two  Brooklyn,  N.  Y.,  physicians 
report  in  The  American  Journal  of  Roentgenology 
and  Radium  Therapy. 

“Certainly  smoking,  which  is  so  frequently 
ascribed  as  a causative  agent  can  be  ruled  out  as 
so  few  lesions  originate  in  the  female  though  there 
has  been  a great  increase  in  smoking  among  women 
in  the  last  generation,”  the  two  doctors — William  E. 
Howes  and  Joseph  Rosenstein — write  in  the  Decem- 
ber issue  of  The  Journal. 

The  article  was  based  on  a study  of  112  cases  of 
cancer  of  the  lower  lip,  admitted  for  treatment  at 
the  Brooklyn  Cancer  Institute.  The  study  covered 
a 15-year  period  from  1930  to  1944.  Only  two  of  the 
112  patients  were  women. 

“Fully  90  per  cent  of  the  men  had  smoked  a pipe 
cigars  or  cigarettes  throughout  many  years.  Neither 
of  the  two  women  had  used  tobacco  in  any  form.  Al- 
though smoking  has  increased  among  women  fully 
1,000  per  cent  in  the  last  generation,  there  has  been 
no  corresponding  increase  in  the  incidence  of  lip 
cancer,”  the  article  says,  adding: 

“In  this  series,  the  men  were  usually  of  the  un- 
skilled laboring  class.  As  a rule,  they  have  worked 
outdoors  during  most  of  their  adult  life.  Their  faces 
and  lips  have  been  exposed  to  sun,  wind,  sleet  and 
cold.  Chapping  as  a result  of  exposure  is  a common 
occurrence.  Theoretically  this  repeated  chapping 
with  resultant  attempt  to  repair  sets  up  an  ideal 
situation  purported  to  favor  the  origin  of  cancer.” 

The  two  doctors  said  that  ever  since  the  Brooklyn 
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Cancer  Institute  has  been  in  existence  not  a single 
member  of  the  colored  race  has  applied  for  treat- 
ment of  cancer  of  the  lip,  despite  the  fact  that  there 
is  a large  Negro  population  in  Brooklyn  and  fully 
10  per  cent  of  all  clinic  and  hospital  admissions  are 
of  this  race. 

“Members  of  the  colored  race  are  known  to  have 
a high  resistance  to  all  forms  of  skin  cancer.  Other 
than  the  apparent  racial  resistance  to  lip  cancer  in 
the  Negro,  no  hereditary  factors  were  disclosed,” 
the  article  states. 

For  years  doctors  have  been  educating  the  public 
that  successful  treatment  of  any  form  of  cancer  de- 
pends largely  on  early  diagnosis. 

“Cancers  arising  on  the  lip  are  no  exception  to 
this  rule,”  the  two  Brooklyn  doctors  said.  “A  le- 
sion on  the  lip  should  be  obvious  to  the  individual’s 
sense  of  sight  and  touch.  In  spite  of  the  obvious- 
ness of  any  lesion  on  the  lip,  the  history  of  duration 
from  the  patient’s  statement  in  this  series  varied 
from  one  and  a half  weeks  to  20  years.  If  the  pa- 
tient himself  is  indifferent,  his  family,  friends  and 
acquaintances  cannot  fail  to  observe  its  presence. 
The  time  elapsing  between  the  recognition  of  the 
pi’esence  of  a lesion  and  the  seeking  of  medical  aid 
averaged  13.7  months.” 
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Complement  Fixation  Tests  in  Virus  and 
Rickettsial  Diseases 

L.  O.  VOSE 

Director  of  Laboratories,  State  Department 
of  Health 
Lincoln,  Nebraska 


Because  of  the  absence  of  efficacious,  spe- 
cific therapeutic  measures  for  most  virus- 
incited  diseases,  diagnoses  based  on  symp- 
toms and  history  are  usually  ample  as  far  as 
the  welfare  of  the  individual  patient  is  con- 
cerned. For  those  interested  in  the  specifi- 
city of  etiological  agents  and  in  public  health 
implications,  however,  such  diagnoses  have 
but  limited  value. 

In  the  past,  methods  of  greatest  value  for 
the  definite  identification  of  viral  infections 
or  infective  agents  have  been  the  inocula- 
tion of  susceptible  animals  and  protection 
tests.  In  the  former,  infective  material  is 
inoculated  into  susceptible  animals  and  the 
effect  of  known  antisera  determined.  The 
protection  test  is  a reverse  of  this  procedure. 
The  protective  quality  of  the  patient’s  serum 
is  determined  on  animals  infected  with 
known  viruses.  These  methods  have  proven 
quite  valuable  as  research  tools  but  of  lim- 
ited value  otherwise.  The  expense  is  such 
that  only  a few  laboratories  could  equip 
themselves  for  this  class  of  work.  Fre- 
quently, pathological  material  for  animal 
inoculation  became  available  only  on  death 
of  the  patient.  The  protection  test  required 
one  blood  specimen  of  adequate  proportion 
early  in  the  course  of  the  disease,  and  an- 
other after  sufficient  time  had  elapsed  for 
the  development  of  specific  protective  anti- 
bodies— usually  convalescence. 

Recently,  improvements  in  the  production 
of  antigens  for  complement  fixation  tests  in 
the  case  of  a number  of  viruses  have  been 
made  and  their  availability  is  such  that  the 
application  of  these  tests  is  possible  in  lab- 
oratories such  as  those  of  state  health 
departments  and  other  laboratories  ade- 
quately equipped  for  skilled  work  in  comple- 
ment fixation  procedures.  This  method,  al- 
though much  more  generally  applicable  than 
animal  inoculation  or  protection  tests,  still 
has  some  of  the  same  weaknesses.  A posi- 
tive reaction  depends  on  the  presence  of 
antibodies  which  may  appear  only  late  in  the 
course  of  the  disease  and,  in  some  instances, 
antibodies  may  be  present  from  causes  other 
than  the  current  infection.  Two  tests,  one 
made  early  in  the  infection  and  the  other 


during  convalescence,  are  necessary  if  an  in- 
crease in  antibody  titre  occurring  coincident 
with  the  disease  is  to  be  demonstrated.  This 
requires  some  degree  of  anticipation  and 
planning  on  the  part  of  the  physician  and  in 
case  increased  antibodies  are  demonstrated 
may  amount  to  no  more  than  a laboratory 
diagnosis  in  retrospect. 

The  very  nature  of  the  diagnostic  prob- 
lem is  such  that  usually  reactions  must  be 
sought  with  several  antigens.  As  the  lab- 
oratory is  faced  with  the  necessity  of  mak- 
ing the  selection  of  antigens,  and  as  the 
amounts  of  antigenic  materials  are  not  in- 
exhaustible, rational  use  of  the  tests  is  im- 
perative, and  brief  but  adequate  clinical 
data  must  accompany  specimens.  As  sev- 
eral tests  will  frequently  be  necessary,  some 
of  them  accompanied  by  quantitation,  prop- 
erly collected  and  adequate  specimens  are 
required.  Ordinarily  5 to  10  cc.  so  taken  as 
to  prevent  hemolysis  and  reaching  the  lab- 
oratory with  reasonable  promptness  should 
suffice. 

In  the  application  of  such  tests  a reason- 
able grouping,  as  previously  mentioned,  is 
necessary  and  must  depend  on  clinical  in- 
formation furnished  with  the  specimen.  Im- 
portant groupings  will  be  discussed  briefly. 

RICKETTSIAL  FEVER 

This  group  includes  Rocky  Mountain  spot- 
ted fever,  two  antigenic  varieties  of  typhus 
fever,  and  the  disease  described  as  rickett- 
sial pox  which  recently  appeared  in  New 
York.  Antigenic  materials  currently  avail- 
able and  relating  to  rickettsial  infections 
are  Rocky  Mountain  spotted  fever,  epidemic 
typhus  fever,  murine  typhus  fever,  rickett- 
sial pox,  Colorado  tick  fever,  and  Q fever. 
To  merit  laboratory  examination  of  speci- 
mens in  this  category,  clinical  evidence 
should  be  sufficient  to  indicate  the  prob- 
ability of  rickettsial  infection. 

In  the  influenza  group,  antigenic  materials 
available  are  for  Type  A influenza  and  for 
Type  B influenza.  Knowledge  of  the  type  of 
influenza  occurring,  because  of  its  value  in 
immunization  procedures  and  in  epidemol- 
ogy,  is  sufficiently  important  to  merit  the 
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laboratory  examination  of  specimens  from 
selected  individuals  in  case  of  the  prevalence 
of  clinical  influenza. 

In  1942,  Nebraska  was  part  of  an  area 
covered  by  an  outbreak  of  encephalitis. 
Prior  to  this  time  and  since,  an  appreciable 
number  of  cases  have  occurred.  Utilization 
of  available  facilities  for  determining  the 
specificity  of  most  sporadic  cases  and  repre- 
sentative cases  in  the  event  of  an  extensive 
outbreak  is  certainly  worthwhile.  Comple- 
ment fixation  antigens  now  available  are 
those  for  Western  equine  encephalomyeli- 
tis, Eastern  equine  encephalomyelitis,  lym- 
phocytic choriomeningitis,  St.  Louis  en- 
cephalomyelitis, Japanese  B encephalitis, 
mumps  and  rabies.  Army  experience  has 
demonstrated  the  wisdom  of  considering  the 
possibility  of  mumps  when  dealing  with 
encephalitis.  In  the  case  of  an  individual 
with  history  of  a dog  bite  or  other  possible 
exposure  to  rabies,  differential  diagnosis 
might  be  aided  by  complement  fixation  test 
for  rabies. 

VIRUS  PNEUMONIA 

While  the  cold  red  blood  cell  agglutination 
test  is  of  some  value  in  the  diagnosis  of 
this  condition,  there  is  a possibility  of  in- 
stances in  which  the  complement  fixation 
test  for  Q fever  might  help  clarify  the  diag- 
nostic picture. 

The  lymphogranuloma  - venereum  - psitta- 
cosis group  of  viruses  are  so  closely  related 


antigenically  that  an  infection  with  one 
member  of  this  group  may  result  in  anti- 
body production  active  against  other  mem- 
bers of  the  group.  For  instance,  reactions 
with  lymphogranuloma  - venereum  antigen 
may  be  encountered  not  only  in  this  disease, 
but  also  in  psittacosis,  ornithosis  and  in 
pneumonitis  of  certain  types.  In  addition  to 
this  antigen,  a complement  fixation  antigen 
for  psittacosis  is  also  available. 

POLIOMYELITIS 

No  antigen  suitable  for  complement  fixa- 
tion test  for  this  viral  disease  has  been  de- 
veloped. In  some  atypical  cases,  however, 
the  differentiation  between  a poliomyelitis 
infection  and  certain  of  the  infective  agents 
of  encephalitis  might  prove  worthwhile. 

SUMMARY 

Until  recently,  the  use  of  complement  fix- 
ation tests  in  virus  and  rickettsial  diseases 
has  been  confined  to  research  laboratories. 
In  such  laboratories  they  have  already 
proved  their  value  in  epidemiological  studies. 
Their  present  availability  to  laboratories  not 
engaged  in  research  in  this  field  appears  to 
be  an  opportunity  to  greatly  increase  the  ac- 
curacy and  efficiency  of  etiological  diagnosis 
in  this  difficult  field.  A close  cooperation 
between  the  physician  handling  the  case  and 
the  laboratory  is  essential.  Both  will  have 
much  to  learn  regarding  their  value  and  ap- 
plication. 


* * * 


Many  persons  whose  ill  health  may  be  traced  to 
non-physical  factors  are  probably  suffering  from 
“benign  nervousness”  rather  than  from  psycho- 
neurosis or  psychosis,  minor  and  major  mental 
diseases,  a study  made  by  two  Boston  physicians 
indicates. 

Writing  in  the  current  (Dec.  18)  issue  of  The 
Journal  of  the  American  Medical  Association,  Drs. 
Frank  N.  Allan  and  Manuel  Kaufman  of  the  De- 
partment of  Internal  Medicine  of  the  Lahey  Clinic 
say  that  among  1,000  persons  who  came  to  the 
clinic  for  general  medical  examination,  594  had 
physical  disorders  only,  272  had  purely  nervous 
and  mental  complaints,  and  134  had  a combination 
of  physical  and  neuropsychiatric  disorders. 

In  the  group  of  406  patients  with  some  mental 
or  nervous  disorder,  75  were  found  to  have  psycho- 
neuroses, three  were  found  to  have  psychoses,  and 
seven  were  found  to  have  borderline  psychotic  prob- 
lems. A diagnosis  of  neither  psychosis  nor  psycho- 
neurosis appeared  justified  in  321  cases. 

Although  no  diagnostic  term  has  been  generally 
accepte  for  these  cases  of  benign  nervousness,  the 
physicians  say,  there  is  just  as  much  difference 
from  a practical  standpoint  between  the  benign 


nervous  conditions  and  neuroses  as  between  neu- 
roses and  psychoses. 

“A  neurosis  is  largely  dependent  on  an  intrinsic 
defect  in  the  personality  of  the  persons  and  is 
usually  considered  to  be  an  expression  of  subcon- 
scious emotional  conflicts.  Benign  nervousness,  on 
the  other  hand,  is  largely  the  result  of  external 
factors,” 

A person  with  a benign  nervous  condition  can 
usually  be  treated  satisfactorily  by  a general  prac- 
titioner and  will  often  get  along  best  with  the 
family  doctor  whom  he  knows  well,  advise  the 
physicians.  Patients  with  the  more  deep-seated 
nervous  disorders  however  deserve  the  special  man- 
agement of  the  psychiatrist 
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ANNOUNCEMENTS 


CLINICAL  CONFERENCE  DAY 
Bryan  Memorial  Hospital — March  31,  1949 

The  entire  program  of  the  Conference  has 
not  been  completed  as  yet,  but  we  plan  on 
a total  of  six  guest  speakers,  most  of  whom 
are  men  of  national  reputation.  At  the  pres- 
ent time  Dr.  Edwin  C.  Ernst  of  St.  Louis, 
Missouri,  has  accepted  his  invitation,  and 
will  discuss  “Radiation  Therapy  in  the  Fe- 
male Genital  Tract.”  Dr.  E.  G.  Hamilton, 
also  of  St.  Louis,  will  discuss  his  observa- 
tions on  the  RH  Factor  and  will  deal  with 
some  of  his  recent  work  in  St.  Louis  on  com- 
batting some  of  the  ill  effects  of  erythroblas- 
tosis. Another  one  of  his  subjects  will  be 
the  “Management  of  Labor.”  Dr.  Robert 
L.  Jackson,  Associate  Professor  of  Pediat- 
rics at  the  University  of  Iowa  will  speak  on 
the  objectives  in  the  “Management  of  Young 
Diabetics”  and  “Meningitis:  Diagnosis  and 
Treatment  in  Infancy  and  Childhood.” 

The  highlight  will  be  the  evening  pro- 
gram at  the  Cornhusker  Hotel.  A banquet 
will  be  served  for  all  of  the  visiting  doctors 
and  their  ladies  and  suitable  entertainment 
will  be  given.  The  guest  speaker  for  the 
evening  is  Mr.  Mac  F.  Cahal,  Executive  Sec- 
retary of  the  American  Academy  of  General 
Practice.  Mr.  Cahal  proposes  to  discuss 
some  of  the  medical  economic  problems 
which  face  organized  medicine  today.  The 
program  will  occupy  a full  day.  The  first 
paper  will  be  presented  at  8:30  a.m.  in  the 
auditorium  of  Bryan  Memorial  Hospital. 

This  conference  day  is  being  inaugurated 
once  more,  and  this  year  it  is  to  celebrate 
the  opening  of  a new  wing  to  the  hospital. 


A new  Proctologic  Organization  has  been  estab- 
lished by  charter  in  New  York  State.  This  organi- 
zation is  known  as  the  International  Academy  of 
Proctology.  Charter  Membership,  Associate  Fellow- 
ship and  Fellowship  are  now  open.  For  further  in- 
formation write  to  Alfred  J.  Cantor,  M.D.,  43-55 
Kissena  Boulevard,  Flushing,  N.  Y. 


More  than  1,000  physicians  interested  in  allergy 
from  North  America  and  abroad  are  expected  at 
the  Palmer  House  from  2 p.m.  Thursday,  April  14, 
to  5:30  p.m.  Sunday,  April  17.  Everyone  who 
comes  is  urged  to  bring  his  wife  and  any  office  per- 
sonnel interested  in  the  various  phases  of  allergy. 
Both  members  and  non-members  are  urged  to  at- 
tend and  ar-e  required  to  register  and  receive  a 
badge.  There  will  be  no  charge  for  registration. 
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There  will  be  over  20  scientific  exhibits  and  40 
technical  exhibits  of  interest  to  allergists. 

One  of  the  features  of  the  program  will  be  a 
colored  movie  on  “Bronchoscopy”  by  Dr.  Paul  Hol- 
inger.  There  will  be  a symposium  on  “Mold  Fungi 
in  the  Etiology  of  Respiratory  Allergic  Diseases” 
by  Doctors  L.  0.  Dutton,  Marie  B.  Morrow,  Homer 
E.  Prince  and  Karl  D.  Figley,  and  a discussion  on 
“Cottonseed  Protein  vs.  Cottonseed  Oil  Sensitivity” 
by  Doctors  Theron  Randolph,  Ralph  Bowen,  Harry 
Bernton,  Karl  Figley  and  John  H.  Mitchell.  The 
papers  will  range  from  the  most  practical  applica- 
tion of  diagnosis  and  therapy  in  allergic  diseases 
to  investigative  fields  of  great  importance. 

0’n  Sunday  afternoon,  April  17,  there  will  be  a 
Panel  Discussion  on  Pediatric  Allergy  under  the 
direction  of  Dr.  Bret  Ratner.  This  will  be  recorded 
and  published  in  book  form  such  as  was  the  sym- 
posium on  “Psychosomatic  Allergy”  and  the  one  in 
press  on  “Otolaryngology  Allergy.” 

All  those  attending  the  annual  meeting  are  re- 
quested to  make  their  own  hotel  reservations  direct- 
ly with  the  Palmer  House.  A block  of  rooms  has 
been  reserved  for  those  attending  the  meeting. 
Please  direct  all  correspondence  to  the  Reservation 
Manager,  Palmer  House,  Chicago  90,  Illinois,  and 
include  your  arrival  and  departure  time,  and  the 
type  and  rate  of  room  desired.  Be  sure  to  indi- 
cate that  you  are  attending  the  meeting  of  the 
American  College  of  Allergists. 

FRED  W.  WITTICK,  M.D., 
Secretary-Treasurer, 

423  LaSalle  Medical  Building 
Minneapolis  2,  Minnesota 


INTERNATIONAL  CONGRESS  ON  RHEUMATIC 
DISEASES 

More  than  150  physicians  from  foreign  countries 
are  expected  at  the  International  Congress  on 
Rheumatic  Diseases  to  be  held  at  the  Waldorf  As- 
toria in  New  York  City  from  May  30  to  June  3, 
1949.  Many  of  these  physicians  will  present  papers 
before  the  plenary  sessions  which  will  be  held  in 
the  mornings.  In  the  afternoons  clinics  will  be 
held  at  several  of  the  New  York  hospitals. 

Already  many  papers  have  been  accepted  for  the 
Congress  which  include  in  addition  to  presentations 
by  prominent  U.  S.  authorities  numerous  distin- 
guished foreign  guests.  Among  these  are: 

“Rheumatism,  a National  Problem,”  Lord  Horder  of  London. 

“The  Treatment  of  Progressive  Rheumatism  with  Copper 
Salts,”  Jacques  Forestier,  Aix-les-Bains,  France. 

“Relations  Between  Rheumatic  Fever  and  Rheumatoid  Ar- 
thritis,” Eric  Jonsson  of  Stockholm. 

“Transfusions  of  Blood  from  Pregnant  Women  in  Patients 
with  Rheumatoid  Arthritis,’  Imre  Barsi-Basch  of  Budapest. 

“Procaine  Infiltration  in  Painful  Musculosketal  Disorders,” 
Professor  S.  de  Seze  of  Paris. 

“Statistical  Analysis  of  1,000  Cases  of  Rheumatoid  Arthritis 
in  Relation  to  Insidious  and  Acute  Onset,  Menopause,  Preg- 
nancy, Psoriasis,  Ankylosing  Spondylitis,  and  Still’s  Disease,” 
Svend  Clemmesen,  Copenhagen. 

“Some  Aspects  of  Psychogenic  Rheumatism,”  Dr.  William 
Tegner  of  London. 

“Muscle  Soreness  and  Myosis  As  a Symptom  of  Chronic 
Overstraining,  Especially  in  Neurotics,”  Henrik  Seyfarth  of 
Oslo. 

“Chronic  Polyarthritis  and  Psoriasis,”  P.  Barcelo  of  Bar- 
celona, Spain. 

“Involvement  of  the  Nervous  System  in  Rheumatoid  Ar- 
thritis,” Veikko  Laine  of  Heinolan,  Finland. 

“Periarthritis  of  the  Shoulder,”  Fernando  H.  Ramos  of 
Montevideo. 

The  official  languages  of  the  Congress  will  be 
English,  French,  and  Spanish,  but  instantaneous 
translations  of  the  scientific  papers  given  at  the 
plenary  sessions  will  be  made  by  means  of  the 
I.B.M.  wireless  system.  The  meeting  is  open,  and 
the  registration  fee  is  $10.00. 


AMERICAN  ASSOCIATION  OF  INDUSTRIAL 
PHYSICIANS  AND  SURGEONS 

The  Industrial  Physicians  and  Surgeons  of  the 
United  States  and  Canada  will  hold  their  34th  an- 
nual meeting  at  Detroit,  Michigan,  April  2 to  9, 
1949,  with  headquarters  at  the  Book-Cadillac  and 
Statler  Hotels.  Participating  groups  are  the: 

American  Conference  of  Government  Industrial  Hygenists. 

American  Industrial  Hygiene  Association. 

American  Association  of  Industrial  Dentists. 

American  Association  of  Industrial  Nurses. 

The  week-long  program  is  featured  by  (1)  Surgi- 
cal Clinics  at  the  Henry  Ford  and  Harper  Hos- 
pitals, (2)  Scientific  sessions  on  such  timely  sub- 
jects as  the  problems  created  by  atomic  radiation, 
cardiovascular  diseases  among  the  employed,  alco- 
holism in  industry  and  toxicities  of  industrial  sub- 
stances such  as  beryllium,  agricultural  chemicals 
and  rare  metals  and  (3)  special  sessions  for  physi- 
cians in  steel  manufacturing  and  heavy  industry,  in 
rubber,  petroleum  and  chemicals  in  coal  mining  and 
metal  mining. 

Other  features  are  the  arrangements  for  plant 
tours  along  the  assembly  lines  of  the  great  auto- 
mobile companies  and  through  the  plants  of  many 
of  Detroit’s  famous  manufacturers.  All  physicians 
and  surgeons,  industrial  hygienists,  industrial 
nurses  and  others  interested  in  industrial  health 
are  invited  to  attend.  ..*• 


The  National  Society  for  the  Prevention  of  Blind- 
ness will  hold  a three-day  National  Conference, 
March  16,  17  and  18,  1949,  at  the  Hotel  New  York- 
er, New  York  City.  The  theme  of  the  meeting  will 
be  “The  Battle  Against  Blindness — The  Next  40 
Years,”  and  the  following  subjects  will  be  discussed: 
Eye  Problems  in  Middle  Life;  The  Eyes  of  Children 
and  Young  Adults;  Vision  in  Industry;  Medical 
Advances  in  Sight  Conservation;  Glaucoma  — A 
Community  Problem. 

Persons  directly  or  indirectly  concerned  with 
eye  health  and  safety  will  find  this  conference  of 
interest.  Details  concerning  the  program  may  be 
obtained  by  writing  directly  to  the  Society  at  1790 
Broadway,  New  York  19,  N.  Y. 


BOOKS  RECEIVED 

Essentials  of  Gynecologic  Endocrinology  by  Gard- 
ner M.  Riley,  Ph.D.,  Assistant  Professor  of 
Obstetrics  and  Gynecology,  University  of  Michigan 
Medical  School.  Illustrated.  205  pages  including 
index.  Caduceus  Press,  Ann  Arbor,  Michigan.  1948. 


Psychodynamics  and  the  Allergic  Patient  by  Har- 
old A.  Abramson,  M.D.,  F.A.C.A.,  Associate  Physi- 
cian for  Allergy,  The  Mount  Sinai  Hospital,  New 
York,  N.  Y.;  Consulting  Physician  for  Allergy,  Sea 
View  Hospital,  Staten  Island,  N.  Y.;  Assistant  Pro- 
fessor of  Physiology,  Columbia  University,  New 
York,  N.  Y.  Eighty-one  pages  including  panel  dis- 
cussion. An  official  publication  of  the  American 
College  of  Allergists.  The  Bruce  Publishing  Com- 
pany, Saint  Paul  and  Minnesota.  1948. 
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NEWS  and  VIEWS 


According  to  an  Associated  Press  report 
to  the  Omaha  World-Herald  on  January  13, 
Representative  Miller  (Rep.,  Neb.)  intro- 
duced a bill  providing  for  a Federal  depart- 
ment of  national  health  and  welfare,  to  be 
headed  by  a Cabinet  officer. 

Mr.  Miller  said  44  separate  Federal  agen- 
cies spent  1(4  billion  dollars  on  medical  serv- 
ices in  1948. 

“It  would  seem  that  it  is  high  time  to 
bring  all  these  agencies  under  one  umbrella 
in  order  to  eliminate  duplication,  wraste  and 
inefficiency,”  he  said. 


Nebraska  has  made  progress  in  developing  care 
for  the  mentally  ill,  in  the  opinion  of  the  regional 
director  of  the  United  States  Public  Health  Service. 

James  Maddox  made  that  comment  in  January  as 
he  presented  a suggested  program  for  mental  health 
to  the  Nebraska  Society  of  Neurology  and  Psychi- 
atry. 

The  meeting  at  the  University  of  Nebraska  Col- 
lege of  Medicine  was  the  first  of  the  newly  formed 
society.  More  than  30  psychiatrists  from  Omaha, 
Lincoln,  Norfolk,  Hastings  and  Council  Bluffs,  and 
Sioux  City,  Iowa,  attended. 

Four  of  Maddox’s  suggestions  already  have  been 
adopted  in  Nebraska,  the  society  said.  In  line  with 
those  suggestions: 

1.  A co-ordinator  of  mental  health  programs  is 
functioning  in  the  State  Department  of  Health. 

2.  A survey  has  been  made  of  mental  health 
problems  and  possible  state  action  outlined. 

3.  A pioneering  child  guidance  clinic  has  been 
established  in  Lincoln.  More  are  planned. 

4.  Education  and  training  programs  for  per- 
sons connected  with  psychiatry  are  being  conducted 
at  the  college. 

Maddox’s  other  suggestions  dealt  with  public  edu- 
cation, inspecting  and  licensing  of  private  hospitals 
for  care  of  the  mentally  ill  and  training  of  special- 
ists. 


The  American  Board  of  Ophthalmology  an- 
nounces that  it  does  not  evaluate,  approve,  or  dis- 
approve any  ophthalmic  residency  toward  examina- 
tion and  completes  the  pre-requisites  as  outlined  in 
the  booklet  of  information  will  be  accepted.  A 
copy  of  this  booklet  can  be  obtained  from  the  Sec- 
retary of  the  American  Board  of  Ophthalmology, 
56  Ivie  Road,  Cape  Cottage,  Maine. 


The  average  age  of  physicians  in  the  United 
States  at  death  has  risen  steadily  during  the  past 
four  years,  according  to  American  Medical  Associa- 
tion statistics. 

In  1948  the  average  age  of  physicians  at  death 
was  67.4  years,  says  an  editorial  in  the  January 
22nd  issue  of  The  Journal  of  the  American  Medical 


Association.  In  1947  it  was  66.7  years;  in  1946, 
66.1  years;  and  in  1945,  65.3  years. 

Heart  disease  is  the  number  one  killer  among 
physicians,  The  Journal  figures  for  1948  show. 
Coronary  thrombosis,  angina  pectoris,  rheumatic 
heart,  and  other  heart  conditions  accounted  for  41 
per  cent  of  the  3,230  deaths  of  physicians  reported 
by  The  Journal  during  the  year. 

Diseases  of  the  nervous  system  were  second,  caus- 
ing 412  deaths,  cancer  and  other  malignant  tumors 
third,  accounting  for  348  deaths,  and  accidents 
fourth,  accounting  for  173  deaths. 

Falls  caused  more  deaths  than  did  any  other 
type  of  accident,  and  motor  vehicle  accidents  caused 
more  than  twice  as  many  deaths  as  did  air  transport 
accidents. 

Other  major  causes  of  death  among  physicians 
were  diseases  of  the  respiratory  system,  accounting 
for  163  deaths,  and  diseases  of  the  digestive  system, 
accounting  for  114. 

Twenty-three  physicians  of  the  3,230  total  were 
killed  in  action  during  World  War  II,  and  33  died 
while  in  military  sendee. 


HOSPITAL  NEWS 


Twenty-seven  hospitals  in  Nebraska  have 
been  awarded  full  or  provisional  approval 
bv  the  American  College  of  Surgeons  for 
1948. 

The  listing  indicates  hospitals  of  25  beds 
or  more  which  have  complied  with  require- 
ments of  the  College  of  Surgeons,  according 
to  Dr.  Malcolm  R.  MacEachern,  associate  di- 
rector of  the  college. 

Nebraska  hospitals  getting  full  or  provisional 
approval  follow:  St.  Joseph’s,  Alliance;  Lutheran, 
Beatrice;  St.  Mary’s,  Columbus;  St.  Francis,  Grand 
Island;  Mary  Lanning,  Hastings;  Hastings  State, 
Ingleside;  Good  Samaritan  and  Nebraska  State, 
Kearney;  Bryan  Memorial,  Lincoln  General,  Lin- 
coln State,  Nebraska  Orthopedic  and  St.  Elizabeth, 
Lincoln;  St.  Catherine  of  Sienna,  McCook;  St. 
Mary’s  Nebraska  City;  Norfolk  State,  Norfolk;  St. 
Mary,  North  Platte;  Bishop  Clarkson  Memorial, 
St.  Joseph’s,  Douglas  County,  Immanuel,  Lutheran, 
Methodist,  St.  Catherine’s,  University  of  Nebraska, 
all  of  Omaha;  West  Nebraska  Methodist,  Scotts- 
bluff,  and  Winnebago  Indian  Hospital,  Winnebago. 


The  formal  opening  of  the  new  Holman 
Memorial  Maternity  Hospital  took  place  in 
Humboldt,  January  8 and  9.  Although  the 
weather  was  unfavorable,  the  institution  was 
visited  by  590  people  over  the  two-day  pe- 
riod, some  coming  from  a considerable  dis- 
tance. 


A goal  of  $25,000  to  provide  Newman 
Grove  with  a hospital  has  been  set  by  the 
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local  hospital  committee  at  a meeting  held 
Tuesday.  Preliminary  plans  call  for  a one- 
story  building  32  to  84  feet  in  size  which 
would  include  two  double  rooms,  five  single 
rooms,  a nursery,  x-ray  room,  laboratory  and 
operating  room. 


A.M.A.  12-POINT  HEALTH  PROGRAM 

A FEDERAL  DEPARTMENT  OF  HEALTH 

1.  Creation  of  a Federal  Department  of 
Health  of  Cabinet  Status  with  a Secretary 
who  is  a Doctor  of  Medicine,  and  the  co- 
ordination and  integration  of  all  Federal 
health  activities  under  this  Department,  ex- 
cept for  the  military  activities  of  the  medical 
services  of  the  armed  forces. 

MEDICAL  RESEARCH 

2.  Promotion  of  medical  research  through 
a National  Science  Foundation  with  grants 
to  private  institutions  which  have  facilities 
and  personnel  sufficient  to  carry  on  qualified 
research. 

VOLUNTARY  INSURANCE 

8.  Further  development  and  wider  cover- 
age by  voluntary  hospital  and  medical  care 
plans  to  meet  the  costs  of  illness,  with  ex- 
tension as  rapidly  as  possible  into  rural 
areas.  Aid  through  the  states  to  the  indi- 
gent and  medically  indigent  by  the  utiliza- 
tion of  voluntary  hospital  and  medical  care 
plans  with  local  administration  and  local 
determination  of  needs. 

MEDICAL  CARE  AUTHORITY  WITH 
CONSUMER  REPRESENTATION 

4.  Establishment  in  each  state  of  a medi- 
cal care  authority  to  receive  and  administer 
funds  with  proper  representation  of  medical 
and  consumer  interest. 

NEW  FACILITIES 

5.  Encouragement  of  prompt  development 
of  diagnostic  facilities,  health  centers  and 
hospital  services,  locally  originated,  for  rural 
and  other  areas  in  which  the  need  can  be 
shown  and  with  local  administration  and  con- 
trol as  provided  by  the  National  Hospital 
Survey  and  Construction  Act  or  by  suitable 
private  agencies. 

PUBLIC  HEALTH 

6.  Establishment  of  local  public  health 
units  and  services  and  incorporation  in 
health  centers  and  local  public  health  units 


of  such  services  as  communicable  disease 
control,  vital  statistics,  environmental  sani- 
tation, control  of  venereal  diseases,  maternal 
and  child  hygiene  and  public  health  labora- 
tory services.  Remuneration  of  health  offi- 
cials commensurate  with  their  responsibility. 

MENTAL  HYGIENE 

7.  The  development  of  a program  of  men- 
tal hygiene  with  aid  to  mental  hygiene  clin- 
ics in  suitable  areas. 

HEALTH  EDUCATION 

8.  Health  education  programs  adminis- 
tered through  suitable  state  and  local  health 
and  medical  agencies  to  inform  the  people 
of  the  available  facilities  and  of  their  own 
responsibilities  in  health  care. 

CHRONIC  DISEASES  AND  THE  AGED 

9.  Provision  of  facilities  for  care  and  re- 
habilitation of  the  aged  and  those  with 
chronic  disease  and  various  other  groups  not 
covered  by  existing  proposals. 

VETERANS’  MEDICAL  CARE 

10.  Integration  of  veterans’  medical  care 
and  hospital  facilities  with  other  medical 
care  and  hospital  programs  and  with  the 
maintenance  of  high  standards  of  medical 
care,  including  care  of  the  veteran  in  his 
own  community  by  a physician  of  his  own 
choice. 

INDUSTRIAL  MEDICINE 

11.  Greater  emphasis  on  the  program  of 
industrial  medicine,  with  increased  safe- 
guards against  industrial  hazards  and  pre- 
vention of  accidents  occuring  on  the  high- 
way, home  and  on  the  farm. 

MEDICAL  EDUCATION  AND 
PERSONNEL 

12.  Adequate  support  with  funds  free 
from  political  control,  domination  and  regu- 
lation of  the  medical,  dental  and  nursing 
schools  and  other  institutions  necessary  for 
the  training  of  specialized  personnel  required 
in  the  provision  and  distribution  of  medical 
care. 
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WOMAN'S  AUXILIARY— ACADEMY  OF  GENERAL  PRACTICE  Nebr  s.  m.  jour. 


WOMAN'S  AUXILIARY 


A State  Executive  Board  Meeting  was 
held  Friday,  February  4,  at  the  Athletic 
Club,  Omaha,  with  Mrs.  P.  0.  Marvel,  our 
State  President,  presiding.  Others  present 
were  Mrs.  C.  W.  Way,  State  Secretary  Mrs. 
J.  P.  Donelan,  Douglas  County  Auxiliary 
President  and  Mesdames  Maurice  Grier,  W. 
A.  Muehlig,  W.  R.  Hamsa,  H.  H.  Brinkman, 
H.  F.  Gerald.  The  main  purpose  of  the 
meeting  was  to  discuss  arrangements  for 
the  State  meeting  to  be  held  in  Omaha  May 

3,  4,  and  5. 

We  are  all  very  enthusiastic  over  tenta- 
tive plans  and  hope  that  all  of  our  out-state 
auxiliary  members  plan  to  attend  the  meet- 
ings when  husbands  come — we  can  promise 
you  an  interesting  and  varied  program  in- 
cluding a tea  and  conducted  tour  of  the  art 
galleries  at  the  Joselyn  Memorial,  and  the 
following  day  a luncheon  and  style  show. 
So  please  mark  these  dates  now  on  your 
calendar  and  plan  to  be  in  Omaha  May  3, 

4,  and  5. 


Haddon  Hall  will  be  the  headquarters  for 
the  Annual  Meeting  of  the  Woman’s  Auxil- 
iary to  the  American  Medical  Association, 
which  will  be  held  in  Atlantic  City,  New  Jer- 
sey, June  6th  to  10th,  1949. 

Requests  for  reservations  should  be  sent 
at  once  to  Dr.  Robert  A.  Bradley,  Chairman, 
Subcommittee  on  Hotels,  16  Central  Pier, 
Atlantic  City,  New  Jersey. 


A luncheon  meeting  of  the  Woman’s  Aux- 
iliary to  the  Omaha  Douglas  County  Medi- 
cal Society  was  held  Tuesday,  February  8, 
at  1 p.m.  at  the  Omaha  Athletic  Club,  pre- 
ceded by  a meeting  of  the  Executive  Board. 
About  fifty  members  of  the  Auxiliary  at- 
tended the  meeting  and  an  attractive  Valen- 
tine motif  was  carried  out  in  the  decorations. 
Reports  were  given  by  the  various  commit- 
tee chairmen. 

Our  inter-club  council  representative  urg- 
ed support  for  the  legislative  bill  LB  79, 
now  pending,  dealing  with  provisions  for  the 
handicapped  and  mentally  ill.  Our  legisla- 
tive chairman,  Mrs.  George  Robertson,  re- 
viewed briefly  the  Ewing  and  Brookings  re- 
ports. It  was  reported  that  auxiliary  mem- 


bers staffed  the  March  of  Dimes  booth  in 
January — seven  of  our  group  participating. 

Mrs.  Werner  Jensen,  our  program  chair- 
man, introduced  Dr.  Elmer  Bantin,  Chair- 
man of  Medical  Service  and  Public  Relations 
Committee,  Omaha-Douglas  County  Medical 
Society,  who  explained  the  meaning  and 
function  of  medical  public  relations  and  an- 
swered many  of  the  questions  which  we  will 
be  called  upon  to  answer  in  lay  groups,  in 
connection  with  possible  compulsory  medical 
insurance  plans. 

MRS.  WILBUR  MUEHLIG. 

State  Publicity  Chairman, 

Omaha,  Nebraska. 


The  Auxiliary  of  the  Adams  County  Medi- 
cal Society  worked  on  layette  articles  for 
needy  mothers  at  its  February  meeting  at 
the  home  of  Mrs.  C.  W.  Guildner.  Mrs.  0. 
A.  Kostal  was  assistant  hostess  and  Mrs.  J. 
P.  Feese  poured  at  the  coffee  table. 

MRS.  LEE  WALLACE  RORK, 
Hastings,  Nebraska 


AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE 

SPEAKERS  ANNOUNCED  FOR  ANNUAL 
SCIENTIFIC  ASSEMBLY 

The  American  Academy  of  General  Prac- 
tice announces  a panel  of  twenty  outstand- 
ing clinical  teachers  who  will  present  lec- 
tures at  the  first  Annual  Scientific  Assem- 
bly, to  be  held  in  Cincinnati  at  the  Nether- 
land  Plaza  Hotel  March  7,  8 and  9. 

Scientific  sessions  of  the  Assembly  will  be 
held  on  all  three  days  of  the  meeting.  The 
program  is  a broad  one,  selected  by  general 
practitioners,  for  general  practitioners,  and 
featuring  topics  of  down-to-earth  value  to 
the  man  in  general  practice. 

The  Academy  extends  the  invitation  to 
attend  to  all  members  of  the  American  Med- 
ical Association. 

For  reservations  write  Subcommittee  on 
Hotels,  American  Academy  of  General  Prac- 
tice, 910  Dixie  Terminal  Building,  Cincinnati 
2,  Ohio. 


THE  ACADEMY  AND  AMERICAN 
MEDICINE 

The  general  practitioner  of  today,  as  the 
eyes  and  ears  of  the  field,  bears  a very  crit- 
ical relationship  to  American  medicine.  No 
longer  is  he  merely  a peddlar  of  pills,  elixirs, 
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and  tonics.  It  is  necessary  for  the  general 
practitioner  to  become  a partner  in  the  team 
planning  the  future  of  medicine.  He  should 
be  as  familiar  a sight  in  the  laboratory,  the 
operating  room,  and  the  hospital  corridor  as 
he  is  in  the  confines  of  his  office  and  at  the 
bedside. 

The  general  man  should  act  as  the  inter- 
preter of  the  trends,  movements,  and  ideas 
of  the  people,  and  must  carry  them  back  into 
the  field  of  organized  medicine  so  as  to  fur- 
ther the  design  and  development  of  this 
body.  If  he  is  merely  on  the  exhaust  of  the 
outgo  side  of  medicine  he  is  accomplishing 
only  one  function  of  his  job  and  is  not  con- 
tributing to  the  development  and  improve- 
ment of  the  medical  field. 

The  general  practitioner  bears  an  absolute 
strategic  and  significant  relationship  to  the 
evolution  of  the  fourth  dimension  of  our 
present  day  medical  problems.  Now  as  nev- 
er before  it  is  necessary  that  the  principle  of 
organized  medicine  be  developed  from  within 
and  that  complete  harmony  within  the  with- 
in be  controlled  and  maintained  by  all  mem- 
bers of  the  profession. 

The  American  Academy  of  General  Prac- 
tice was  formed  and  designed  with  these 
principles  in  mind.  It  was  created  so  that 
the  men  who  comprise  the  bulk  of  the  pro- 
fession could  be  organized  into  one  articulate 
group  to  act  as  a communicating  body  for 
over-all  medicine  and  the  man  of  medicine, 
to  act  as  an  assistant  in  the  public  rela- 
tions activities  of  organized  medicine  in  the 
broad  task  of  making  friends  and  influenc- 
ing people,  and  to  act  as  a representative  of 
organized  medicine  both  inside  and  out. 

The  Academy  was  formed  with  the  idea 
that  as  a result  of  the  organization  of  gen- 
eral practitioners,  medicine  as  a whole  would 
profit  through  the  following  ideals  and  prin- 
ciples : 

1.  Elevation  of  the  standards  of  the  general 
practitioner  through  the  channels  of  postgraduate 
study  and  improved  general  relationships. 

2.  The  engendering  and  fostering  of  stronger  re- 
lations between  the  hospitals,  the  various  specialty 
groups  of  the  medical  profession  and  the  general 
practitioner. 

3.  Provisions  of  opportunity  for  the  general 
practitioner  to  take  an  active  part  in  an  oi’ganiza- 
tion  of  his  own. 

4.  Assistance  in  the  expansion  of  existing  facili- 
ties for  postgraduate  study. 

5.  Obtainment  of  conditions,  circumstances,  and 


opportunities  for  the  general  practitioner  that  he 
could  not  individually  attain. 

The  officers  of  the  American  Academy  of 
General  Practice  covet  only' the  concept  of 
improving  the  lot  of  the  general  practitioner. 
These  organizers  do  not  have  for  their  aim 
the  adoption  of  resolutions  that  would  con- 
travene the  established  policies  of  the  Amer- 
ican Medical  Association;  they  expect  to  fol- 
low these  policies.  They  feel  that  the  A.M.A. 
is  the  parent  body  and  that  it  should  be  kept 
strong  and  influential.  They  expect  the  A. 
M.A.  to  establish  public  policy  and  to  con- 
trol the  politics  that  arise  as  a result  of  this 
office.  They  are  in  full  realization  of  the 
fact  that  in  division  there  is  weakness  and 
that  this  is  not  time  for  partition,  separa- 
tion, differences,  or  any  common  denomina- 
tor thereof.  They  feel  that  profitable  busi- 
ness in  medicine,  as  in  any  other  feild  of  en- 
deavor, can  be  achieved  over  a long  term 
only  when  resource  and  distribution  have 
for  each  other  a feeling  of  mutual  respect 
and  confidence  and  a full  appreciation  of  the 
contribution  of  each.  ■* 

The  officers  of  the  American  Academy 
of  General  Practice  fully  realize  the  position 
of  the  Academy  in  the  medical  field  is  one 
of  distribution  and  they  are  more  than  con- 
tent to  allow  the  proper  groups  to  direct  the 
matter  of  resource  and  research. — C.W.S. 

APPLICATION  BLANKS  FOR  ACADEMY 
OF  GENERAL  PRACTICE 

Many  members  of  state  and  county  medi- 
cal societies  have  written  to  their  journals 
inquiring  as  to  how  they  can  procure  appli- 
cation blanks  for  membership  in  the  Ameri- 
can Academy  of  General  Practice.  The  na- 
tional headquarters  office  is  located  at  231 
West  47th  Street,  Kansas  City  2,  Missouri, 
and  Mr.  Mac  F.  Cahal  is  the  executive  secre- 
tary. This  office  will  be  glad  to  forward  ap- 
plication blanks  to  practitioners  living  in 
states  with  no  state  chapter.  But  where  a 
state  chapter  exists,  blanks  must  be  secured 
from  the  secretary  of  the  respective  con- 
stituent state  chapter.  The  secretary  of  the 
Nebraska  chapter  is  Esther  I.  McEachen, 
M.D.,  307  Medical  Arts  Building,  Omaha. 
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TUBERCULOSIS  ABSTRACTS  — A.M. A.  XOTES 


Nebr.  S.  M.  Jour. 
March,  1949 


Tuberculosis  Abstracts 

Until  army  maneuvers  exposed  many  thousands 
to  the  disease,  coccidioidomycosis  was  confined 
chiefly  to  a few  scattered  areas  in  the  southwestern 
part  of  the  United  States.  Infected  individuals 
are  now  widely  disseminated  and  the  fact  that  the 
pulmonary  lesions  resemble  those  of  tuberculosis 
with  which  it  may  be  coexistent  increases  the  dif- 
ficulty of  recognition. 

COEXISTING  PULMONARY 
COCCIDIOIDOMYCOSIS  AND  TUBERCULOSIS 

The  following  is  a case  report  in  which  caseous 
pneumonic  tuberculosis  with  cavitation  developed 
in  a patient  with  coccidioidal  cavity  in  the  opposite 
lung.  Had  the  previous  medical  history  not  been 
known,  the  finding  of  tubercle  bacilli  in  the  spu- 
tum together  with  the  X-ray  picture  would  have 
led  to  a diagnosis  of  bilateral  cavity  tuberculosis, 
and  the  coccidioidomycosis  would  have  been  over- 
looked. 

This  case  raises  the  question  whether  it  would 
not  be  wise  to  do  routine  examinations  for  both 
coccidioides  immitis  and  tubercle  bacilli  in  all  cases 
of  pulmonary  disease  with  cavitation.  This  sug- 
gestion is  in  line  with  the  conclusions  reached  by 
other  investigators. 

Case  Report  No.  1.  F.,  a 24-year-old  Negro  was 

admitted  to  the  hospital  in  December,  1945.  Pul- 
monary tuberculosis  had  been  diagnosed  on  routine 
X-ray  examination  at  a separation  center  that  show- 
ed infiltration  in  both  apexes  and  in  the  right  third 
anterior  interspace. 

During  the  war  the  patient  had  taken  part  in 
desert  maneuvers  in  southern  California  from  June 
to  December,  1943,  but  had  had  no  respiratory 
illnesses.  The  past  medical  history  was  noncon- 
tributory. The  family  history  was  negative  for 
tuberculosis. 

On  admission  the  only  complaint  was  intermit- 
tent, slight  pain  in  the  left  side  of  the  chest  for  the 
past  few  months.  Physical  examination  revealed 
a well-developed  man  who  did  not  appear  ill. 
There  was  no  dyspnea  or  cyanosis,  and  examina- 
tion of  the  heart  and  lungs  was  negative.  X-ray 
examination  showed  minimal  infiltration  in  both 
apexes.  Planigrams  showed  a small  thin-walled 
cavity  just  above  the  right  clavicle. 

Significant  laboratory  findings  were  as  folows: 
A tuberculin  skin  test  using  purified  protein  deriva- 
tive was  negative  in  the  first  strength  and  weakly 
positive  in  the  second  strength.  Coccidioidin  skin 
test  in  a 1:1000  dilution  was  negative  on  two  oc- 
casions. Sputum  concentrates,  examination  of  the 
gastric  contents,  one  sputum  culture  and  one 
guinea-pig  inoculation  were  negative  for  tubercle 
bacilli.  One  72-hour  concentrate  was  negative  for 
fungi.  The  sedimentation  rate  was  8 mm.  in  one 
hour.  Urinalysis  showed  a trace  of  albumin.  Blood 
counts  were  within  normal  limits. 

The  patient  left  the  hospital  against  advice  in 
March,  and  the  discharge  diagnosis  was  chronic 
pulmonary  tuberculosis,  moderately  advanced. 

The  patient  returned  to  the  hospital  on  June  13, 
with  the  chief  complaint  of  bilateral  chest  pain  and 
a slightly  productive  cough.  Physical  examination 
and  X-ray  films  of  the  chest  showed  no  esential 
change  since  the  previous  admission.  There  was 


the  same  isolated,  thin-walled  cavity  in  the  right 
apex  and  a small  area  of  infiltration  in  the  left 
apex. 

A coccidioidin  skin  test  was  positive  on  July  2 
in  a 1:1000  dilution  and  positive  on  July  5 in  a 
1:100  dilution.  Sputum  studies  for  acid-fast  ba- 
cilli, including  seven  direct  smears,  five  concen- 
trates and  three  gastric  lavages,  were  negative  On 
July  15  the  sputum  was  found  to  contain  spher- 
ules of  Coccidioides  immitis  on  direct  smear,  and 
this  was  confirmed  by  culture  on  July  20.  Sero- 
logic tests  for  active  coccidioidomycosis  were  per- 
formed. The  complement-fixation  test  was  four 
plus  1:2  and  1:4  dilutions.  The  precipitin  tests 
were  all  negative.  It  was  concluded  that  the  find- 
ings indicated  a coccidioidal  infection.  His  symp- 
toms subsided  and  he  was  discharged  on  February 
19,  1947.  He  returned  seven  months  later  because 
of  weight  loss  and  hemoptysis.  X-ray  showed  cavi- 
tation in  both  upper  lobes.  Sputum  examination 
showed  acid-fast  bacilli  on  both  smear  and  culture. 
Serologic  tests  for  coccidioidal  infection  were  re- 
peated at  this  time.  The  complement-fixation  test 
was  four  plus  in  dilutions  of  1:2,  1:4  and  1:8  and 
two  plus  in  a dilution  of  1:6.  The  precipitin  tests 
were  negative  in  all  dilutions.  These  results  were 
interpreted  as  not  being  high  enough  to  indicate 
a coccidioidal  dissemination.  C.  immitis  was  again 
found  in  the  sputum  on  smear  and  culture. 

The  patient  left  the  hospital  against  advice  on 
November  1,  before  streptomycin  therapy  could  be 
instituted. 

SUMMARY 

A case  is  presented  in  which  coccidioidal  cavita- 
tion was  observed  for  fifteen  months  in  a patient 
who  subsequently  developed  a caseous  cavitary  tu- 
berculosis in  the  opposite  lung,  with  a positive  spu- 
tum test  for  tubercle  bacilli. 

That  tuberculosis  and  coccidioidomycosis  may 
both  cause  pulmonary  cavitation  is  now  a well- 
known  fact.  Since  the  diseases  may  coexist  in  the 
same  patient,  it  is  advisable  to  check  routinely  for 
both  tubercle  bacilli  and  Coccidioides  immitis  in  all 
patients  with  pulmonary  cavitation. 

— Coexisting  Pulmonary  Coccidioidomycosis  and  Tuberculosis, 
Lieutenant  Robert  S.  Study  (M.C.)  U.S.N.R.  and  Philip  Mor- 
genstern,  M.D.,  New  England  Journal  of  Medicine,  June 
10,  1948. 


AMERICAN  MEDICAL  ASSOCIATION 
NOTES 

NATIONAL  HEALTH  INSURANCE  BILLS* 

S.  5,  H.R.  345,  and  H.R.  783 

According  to  Dr.  Joseph  S.  Lawrence,  Director, 
Washington  Office  of  the  A.M. A.,  the  new  national 
health  bill,  S.  5,  is  identical  with  two  House  bills, 
H.R.  345 — Celler  and  H.R.  783 — Dingell.  They 

ai'e  all  exact  copies  of  last  year’s  bill,  S.  1320. 
Briefly,  S.  5 can  be  analyzed  in  the  following  man- 
ner: 

Administration  of  the  law  would  be  divided  into 
groups  on  the  national,  state,  local,  and  rural  levels. 
On  the  national  level  would  be  the  Federal  Secur- 
ity Administrator  with  the  assistance  of  a National 
Health  Insurance  Board  of  five  members  (page  39) 
and  a National  Advisory  Medical  Policy  Council  of 
sixteen  members  (page  42). 

The  states  would  be  required  to  submit  to  the 

* A copy  of  this  bill  may  be  obtained  by  writing  to  the 
Representative  of  your  District.  (Editor). 
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Board  for  its  approval  plans  of  operation  which 
would  indicate  what  state  agency  would  have  the 
responsibility  of  administering  the  plan  (page  32). 
It  would  have  the  assistance  of  an  administrative 
committee  or  an  advisory  committee  (page  33). 

The  National  Board  would  take  over  state  func- 
tions if  a state  board  failed  to  submit  a plan  or 
have  a plan  approved  (page  36).  The  National 
Board  would  also  withhold  funds  under  certain 
conditions  (page  37). 

Continuing  the  decentralization  of  administra- 
tion, there  would  be  local  health  areas  (page  26) 
with  an  administrative  officer  appointed  by  the 
state  agency  (page  31)  assisted  by  an  administra- 
tive committee  of  8 to  16  members,  or  an  advisory 
committee  of  8 to  16  members.  There  would  also 
be  professional  committees  set  up  in  each  local 
area.  The  rural  areas  would  be  cared  for  by  spe- 
cial provision  made  by  the  state  agency. 

Who  shall  benefit?  (page  11)  (See  Bulletin  No. 
25).  Persons  employed  in  certain  occupations  and 
their  dependents,  as  well  as  self-employed  persons, 
may  qualify  for  benefits. 

The  benefits  to  be  derived  are  enumerated  on 
pages  5-7. 

On  pages  9 and  10,  the  matter  of  free  choice  of 
physician  is  defined. 

The  method  of  payment  for  services  is  defined  on 
pages  20-24. 

Selection  of  physician  and  hospital  may  be  from 
those  only  who  have  agreed  to  operate  under  the 
Government  plan  (pages  9 and  10). 

All  physicians,  dentists,  nurses,  and  hospitals 
qualified  to  render  services  under  the  State  are 
eligible  for  cooperation  under  the  Government  plan 
(pages  14-16). 

The  Board  shall  set  up  standards  for  the  qualifi- 
cation of  specialists  (page  14). 

Can  the  existing  prepayment  plans  continue  to 
function?  (page  17).  The  state  agency  is  author- 
ized to  negotiate  with  any  such  organization  for 
the  continuance  of  its  functioning.  No  negotiations 
could  exempt  the  member  of  a prepayment  plan 
from  the  deductions  from  his  salary  that  the  na- 
tional plan  would  require.  Therefore,  it  is  not 
likely  that  many  people  would  for  any  length  of 
time  choose  to  pay  twice  for  such  medical  care 
as  they  may  require.  Naturally,  the  prepayment 
plan  would  suffer  and  in  a short  while  fold  up. 

How  will  the  national  plan  be  financed?  (page 
51).  In  1951,  by  a deduction  of  1%  from  all  wages 
received  during  the  fiscal  year  (page  52).  In 
1952  and  thereafter,  by  a deduction  of  3%  from  all 
wages  for  the  fiscal  year  (page  52).  The  unex- 
pended balances  each  year  are  to  be  collected  into 
a new  account  set  up  by  the  Treasurer  of  the 
United  States,  to  be  known  as  the  “Personal  Serv- 
ices Account.” 

The  National  Board  is  authorized  to  allot  amounts 
annually  to  the  several  states  according  to  a for- 
mula (page  54)  for  the  prosecution  of  its  plan. 

Medical  Research  and  Education  (page  57).  The 
National  Board  is  also  authorized  to  administer 
grants-in-aid  to  non-profit  institutions  and  agen- 
cies engaged  in  research. 

Grants  to  States  for  Health  Services  (page  68). 
Sums  of  money  are  to  be  made  available  to  the 


state  agencies  to  enable  them  to  establish  and 
maintain  a certain  number  of  medical  and  public 
health  services. 

REGULATIONS  (Pages  79  and  80) 

“Sec.  309.  The  Federal  Security  Administrator 
shall  prescribe  such  regulations  as  may  be  neces- 
sary to  carry  out  his  functions  under  this  title. 
All  such  regulations  or  amendments  of  regulations 
with  respect  to  grants  to  States  shall  be  prescribed 
only  after  consultation  with  a conference  of  repre- 
sentatives of  the  State  agencies  administering  or 
super-vising  the  administration  of  any  of  the  plans 
affected  by  such  regulations  or  amendments.  In- 
sofar as  practicable,  the  agreement  of  such  repre- 
sentatives to  the  regulations  or  amendments  shall 
be  obtained  prior  to  their  issuance. 

Naturally  all  programs  depending  upon  Federal 
subsidy  will  be  influenced  to  a degree  by  regula- 
tions issued  and  adopted  by  the  Federal  Security 
Administrator.  An  effort  is  made  in  the  bill  to 
decentralize  control,  but  the  authority  of  the  Na- 
tional Health  Insurance  Board,  which  operates  with 
the  approval  of  the  Social  Security  Administrator, 
extends  into  all  areas  where  the  Federal  funds  are 
employed.  It  is  proposed  that  the  individual  shall 
exercise  free  choice  in  selecting  his  physician,  and 
the  physician  shall  have  the  power  to  select  his 
clients,  but  both  of  these  actions  must  be  taken  by 
people  who  have  agreed  to  work  under  the  Govern- 
ment program  and  the  employed  individual  has  no 
alternative  but  to  submit  to  the  deduction  from  his 
wages. 

Obviously,  the  future  of  public  health  and  medical 
activities  in  the  United  States  would  rest  with  the 
Administrator  of  the  Federal  Security  Agency  and 
the  five  members  of  the  National  Health  Insurance 
Board.  Administrative  rules  and  regulations,  which 
they  would  be  obliged  to  draft,  would  in  a very 
short  time  be  many  times  more  voluminous  than 
the  law  itself. 

JOS.  S.  LAWRENCE.  M.D., 
Director,  Washington  Office 

P.S.:  No  hearings  have  been  announced  as  yet 

for  either  house.  In  the  meantime  please  discuss 
the  features  of  the  bills  with  your  congressmen, 
prominent  citizens  of  your  community  and  your 
neighbors. 


THE  LAY  PRESS  ON  SOCIALIZED  MEDICINE 

(The  following  editorial  is  from  the  Jan.  22  is- 
sue of  The  Saturday  Evening  Post): 

STATE  MEDICINE  HASN’T  WORKED 
ANY  MIRACLES 

In  a recent  Meet  the  Press  program  Lawrence 
Spivak  quoted  Oscar  Ewing,  head  of  the  Federal 
Security  Administration,  as  having  said  this: 
“Which  is  more  important?  The  personal,  selfish 
business  and  professional  values  of  180,000  prac- 
ticing physicians  in  this  country,  or  the  health  and 
well-being  of  some  68,000,000  of  our  population?” 
Administrator  Ewing  might  better  have  asked, 
“Which  is  more  important:  the  opinions  and  profes- 
sional standards  of  180,000  doctors  who  have  been 
trained  to  practice  medicine  and  who  have  raised 
American  medical  care  to  a level  achieved  nowhere 
else,  or  the  supposed  notions  of  some  millions  of 
laymen  that  if  medicine  became  a Federal  bureauc- 
racy, better  medical  care  would  follow  immediate- 
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ly?”  Mr.  Ewing  implies  that  the  objections  of 
the  doctors  to  socialized  medicine  are  purely  selfish 
and  that  better  health  would  result  from  the  bureau- 
cratic scheme  now  contemplated. 

None  of  these  contentions  is  impressive,  but  that 
does  not  mean  we  shall  not  get  socialized  medi- 
cine. Indeed,  the  bloc  of  professional  social  work- 
ers, whose  benefits  from  such  a scheme  are  obvious, 
has  sold  the  idea  to  millions.  Already  the  private 
physician  has  been  successfully  smeared  to  the  satis- 
faction of  millions  as  a profiteer  whose  interest 
in  medicine  is  that  it  pays  better  than  selling 
vacuum  cleaners. 

However,  it  might  not  be  a bad  idea  to  take  up 
at  least  a few  of  the  extravagant  claims  made  for 
public  medicine.  Dr.  Melchior  Palyi,  economist  at 
the  University  of  Chicago,  spent  last  summer  in 
Europe  studying  the  effects  of  “planning”  in  vari- 
ous fields.  Medicine  interested  him  particularly 
because  its  socialization  gets  defenders  who  would 
not  favor  the  socialization  of  anything  else.  He 
found  there  are  two  ways  to  socialize  medicine: 
the  Bismarck  method,  which  was  to  make  public 
functionaries  of  doctors;  and  the  French  method, 
which  was  to  leave  the  practice  of  medicine  alone, 
but  send  the  patient’s  bill  to  the  state.  (This  lat- 
ter appears  to  be  the  way  Mr.  Ewing  wants  it). 

The  corruption  in  the  Bismarck  system  resulted 
in  such  backbreaking  costs  and  such  bad  medicine 
that  the  Germans  had  to  change  it.  The  French 
scheme  works  out  about  as  badly.  The  patient 
sends  his  bill  to  the  government,  but  the  kickbacks 
became  so  scandalous  that  a huge  army  of  func- 
tionaries has  arisen  to  check  the  doctors’  bills.  In- 
evitably the  deficit  of  the  health-insurance  pro- 
gram mounts  steadily  and  has  to  be  replenished 
from  other  revenues.  Inevitably  also,  the  state, 
to  postpone  bankruptcy,  must  interfere  more  and 
more  with  medical  practice. 

Britain,  which  has  taken  a modified  form  of  the 
German  system,  has  already  run  into  the  pattern 
of  rapidly  rising  costs.  Doctors’  waiting  rooms  are 
packed  as,  according  to  Doctor  Palyi,  human  nature 
asserts  itself,  “diluted  by  utopian  ideas  of  the  indi- 
viduals’ alleged  right  to  costless  service  provided  by 
the  state,  which  is  presumed  to  have  unlimited  re- 
sources.” The  catch  in  socialized  medicine  is,  of 
course,  that  the  insured  can  always  take  out  more 
than  he  pays  in.  Unfortunately,  the  decline  of  med- 
ical standards,  which  always  accompanies  the  en- 
croachments of  bureaucrats  into  professional  mat- 
ters, means  that  the  medical  care  which  can  be 
guaranteed  becomes  less  and  less  worth  getting. 

It  seems  to  us  that  Congress,  instead  of  swal- 
lowing whole  hog  what  the  social  worker  bloc  and 
the  CIO-PAC  and  louder  irresponsibles  in  politics 
think  about  the  practice  of  medicine,  might  consult 
the  doctors.  They  might  at  least  enlighten  us  on 
just  how  180,000  medical  men  are  going  to  do  the 
work  of  the  500,000  medical  men  who  will  be  needed 
when  pills  and  poultices  are  free,  merely  by  taking 
orders  from  social  workers  and  Federal  jobholders. 


“IT’S  ALL  FREE— BUT” 

Since  July,  writes  correspondent  Arthur  Veysey 
from  London,  43,000,000  of  Britain’s  50,000,000  peo- 
ple have  not  paid  a single  doctor’s  bill  directly. 
BUT— 

“Of  course,  the  Britons  have  paid  their  doctors 
somewhat  the  same  as  usual.”  The  difference  is 


that  they  now  pay  indirectly.  Instead  of  handing 
the  money  to  the  doctor  himself,  they  turn  it  over 
to  the  government  in  the  form  of  taxes.  The  gov- 
ernment, after  taking  out  a liberal  slice  for  “han- 
dling,” passes  it  on  to  the  medicos. 

The  Socialist  government,  writes  Veysey,  boasts 
loudly  of  “free”  medicine.  You  wait  two  hours 
to  see  your  doctor,  but  when  you  do  see  him  it  is 
“free.”  Your  child  waits  a year  to  get  into  a 
hospital  to  have  his  tonsils  out,  but  once  he  gets 
there  it  is  all  “free.” 

“Free”  medicine  has  meant  many  changes.  The 
number  of  patients  has  increased  by  one-third. 
Many  of  the  new  “patients”  are  not  sick  at  all. 
They  come  because  it’s  “free,”  or  because  a doctor’s 
office  is  now  “the  anteroom  to  privilege.” 

With  the  proper  doctor’s  certificate  a Briton 
can  get  medicine,  artificial  limbs,  hospital  care, 
thermos  bottles,  wigs,  corsets  or  what  have  you? 
A doctor’s  permit  can  get  a patient  more  milk,  more 
eggs,  more  gasoline.  At  50  it  will  get  him  a pen- 
sion. 

As  for  the  doctors,  most  of  them  have  about 
2,500  “patients”  and  will  receive  about  $7,500  a 
year — gross.  When  expenses  are  deducted  the  in- 
come drops  to  “the  level  of  a junior  civil  servant.” 
Many  Socialists  consider  that  just  about  right. 

Yet  Health  Minister  Bevan  remains  uneasy. 
“Don’t  let  us  become  a nation  of  hypochondriacs,” 
he  pleads.  “I  ask  the  public  to  use  their  doctors 
wisely  and  only  when  they  really  need  them.  Then 
. . . we  shall  have  a health  service  of  which  we 
can  be  . . . proud.” 

Time  will  tell.  Meanwhile,  it  is  to  be  hoped  that 
in  the  end  Britons  will  not  find  their  “free”  medi- 
cal setup  has  been  paid  for  by  an  insidious  process 
of  degeneration  which  has  reduced  the  people  to 
“a  nation  of  hypochondriacs”  and  chiselers,  and 
its  medical  profession  to  the  status  of  an  over- 
worked “minor  civil  servant”  with  a “hell-to-it”  at- 
titude towards  patients  and  government  alike. 

- — Editorial,  Omaha  World-Herald. 


And  this  from  the  Journal-Stockman: 

STATE  MEDICINE 

Because  of  prejudice  for  and  against  socialized 
medical  service,  the  case  is  distorted,  in  both  direc- 
tions, and  it  is  not  always  easy  to  separate  the 
sheep  from  the  goats  in  the  arguments  that  are 
presented.  But  certain  facts  appear,  as  the  British 
experiment  moves  along.  Thus  free  health  service 
got  under  way  there  at  mid-1948,  and  up  to  recent 
date  40,000,000  citizens  had  registered  with  doctors, 
and  out  of  a total  of  21,000  general  practitioners 
18,165  have  come  into  the  government  scheme  and 
have  written  a total  of  75,000,000  prescriptions. 
Because  the  service  is  “free”  some  doctors  are  so 
overworked  “that  old  patients  don’t  get  the  same 
individual  attention  they  received  under  private 
practice.”  The  original  estimate  of  total  cost  was 
$600,000,000  for  the  first  nine  months,  but  it  is  now 
estimated  that  the  total  for  that  period  will  run  over 
a billion  dollars. 

So  the  record  runs,  to  date.  While  the  people  of 
this  country  have  the  best  medical  service  in  the 
world,  it  still  remains  true  that  many  people  living 
in  more  or  less  isolated  areas  have  almost  no  ac- 
cessible medical  sendee  at  all.  That  is  bad,  to  the 
point  of  being  tragic  in  this  so-called  enlightened 
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land.  But  it  is  difficult  to  see  how  socialized  medi- 
cal care,  or  as  some  express  it,  medical  care  insur- 
ance, would  make  any  more  doctors  available.  Un- 
less some  city  practitioners  were  to  be  ordered  to 
the  country,  to  live  and  work,  and  they  all  seem  to 
be  plenty  busy  where  they  are. 

It  is  true  that  most  doctors  prefer  city  practice — 
in  many  ways  it  is  easier,  it  is  usually  more  profit- 
able, and  the  facilities  for  handling  serious  cases 
are  readily  available.  How  state  medicine  could 
change  that  situation  is  beyond  understanding. 


The  Tekamah  Woman’s  Club,  by  resolution,  is 
opposed  to  compulsory  health  insurance.  Copies  of 
the  resolution  have  been  sent  to  our  representa- 
tives in  Congress. 

The  club  realizes,  a representative  writes,  that  the 
“proposed  program  implemented  in  the  Wagner- 
Murray-Dingell  bills  is  truly  a program  of  social- 
ized medicine  ...  It  is  also  resolved  that  each  mem- 
ber of  this  organization,  every  believer  in  the 
American  way  of  life,  should  join  in  unqualified  op- 
position to  this  attempt  to  foist  on  this  Country  this 
foreign  idea — compulsory  health  insurance.” 


KNOW  YOUR 
BLUE  SHIELD  PLAN 


To  members  of  the  Nebraska  State  Medical  Asso- 
ciation: 


The  success  of  the  Blue  Shield  Plan  is  in  your 
hands.  The  attitude  of  your  office — you  and  your 
secretary — will  go  far  in  convincing  your  patients 
and  the  general  public  as  to  the  value  of  the  vol- 
untary way  to  prepay  the  costs  of  health  care. 

People  must  be  convinced  of  the  excellence  of 
the  voluntary  way,  and  that  it  is  for  them,  the  best 
medical  service  at  the  lowest  price.  People  will 
purchase  the  best  product  or  service  at  the  best 
price. 

Every  doctor  and  his  secretary  should  take  three 
minutes  and  explain  to  each  patient  the  particular 
advantage  of  the  Blue  Cross  and  Blue  Shield  Plans. 
The  people  have  full  confidence  in  their  particular 
doctor  and  will  follow  his  suggestions  and  advice. 

People  must  be  informed  and  acquainted  with  the 
fact  that  “There  is  nothing  that  the  government 
can  do  for  the  people  in  the  matter  of  health  care — 
that  the  people  cannot  do  for  themselves — better 
and  cheaper.” 

Each  individual  doctor  should  accept  responsi- 
bility for  the  extension  of  the  voluntary  way.  Each 
doctor  should  be  a strong  advocate  of  the  volun- 
tary way.  The  Blue  Cross  and  Blue  Shield  Plans 
must  be  sold  to  our  patients  now — in  the  next  two 
years — like  they  have  never  been  sold  before. 

At  the  annual  meeting  of  the  Blue  Shield  Board 
of  Directors,  in  January,  1949,  the  board  directed 
that  surveys  and  studies  should  be  made  to  de- 
velop an  individual  contract  to  meet  the  needs  of 
those  persons  who  cannot  meet  group  enrollment 


requirements, 
tract  will  be 
summer. 


It  is  hoped  that  the  individual  con- 
available  for  distribution  by  mid- 

Sincerely  yours, 

ARTHUR  J.  OFF&RMAN.  M.D., 
President,  Nebraska  Blue  Shield  Plan. 


REPORT  OF  EXECUTIVE  DIRECTOR  OF 
NEBRASKA  MEDICAL  SERVICE 

CASH  RECEIPTS  AND  DISBURSEMENTS 
January  31,  1949 


Cash  on  hand,  January  1,  1949 $ 80,615.29 

Receipts : 

From  dues  $55,586.00 

From  enrollment  fees 812.00 

Taxes  deducted  from  salaries 47.80  56,445.80 


Disbursements:  $137,061.09 

Claims  paid  $33,521.50 

Administrative  expense  (regular 

$5,962.99;  Adv.  campaign  $413.91) 6,376.90 

Professional  fees,  E.K.M 333.33 

Office  salaries  300.00 

Medical  Director  150.00 

Attorney  150.00 

Auditing  375.00 

Advertising  

Printing  and  stationery 193.45 

Home  Office  travel  and  expense 65.89 

Hospital  records  5.00 

Taxes  127.80 

Refunds  133.00 

Dues  54.41 

Gift,  A.  Thompson 1___ 1.85  41,788.13 

Cash  cn  hand.  January  31,  1949 $ 95,272.96 

Bank  Balance,  January  31,  1949 — 

Packers  National  Bank,  Omaha $94,125.80 

First  National  Bank,  Omaha 1.147. Hr 


$95,272.96 

BALANCE  SHEET 
January  31,  1949 

Assets : 

Cash  in  banks $ 95,272.96 

Premiums  in  process  of  collection 5.937.98 

U.  S.  Bonds  (cost  plus 

accrued  interest)  124,872.66 

$226,083.60 

$ 6,181.77 
194.70 
50.80 

29.500.00 
1,818.00 
5,000.00 

150.00 

61.625.00 

$104,520.27 

Reserve  for  Maternity  Care 10,000.00 

Reserve  for  Public  Relations  Campaign.-  1,000.00 

Unassigned  Surplus  110,563.33 

$226,083.60 

INCOME  AND  EXPENSE 
January  31,  1949 

Income : 

From  dues  $55,052.50 

From  enrollment  fees 812.00  $ 55,864.50 


Liabilities : 

Accounts  payable.  Blue  Cross 

Accounts  payable,  monthly  invoices 

Accrued  payroll  taxes 

Claims  payable: 

Un  reported  

Pending  

Contingent  

Accrued  audit  expense 

Unearned  premiums  


Expenses : 

Claims  — $37,883.50 

Administrative  expense: 

Regular  5,456.70 

Adv.  Campaign  725.07 

Professional  fees  333.33 

Office  salaries  300.00 

Medical  Director  150.00 

Attorney  150.00 

Auditing  150.00 

Advertising  13.60 

Printing  27.93 

Home  Office  expense 212.06 

Taxes  and  licenses 3.00 

Dues  54.41 

Miscellaneous  8.85 


45.468.45 


Net  Gain 


$ 10,396.05 


MEMBERSHIP  SUMMARY— JANUARY,  1949 
Sub-  De- 

scribes pendents 


Membership,  January  1,  1949 27,946  38,845 

Additions  1,034 

Less  Terminations  255 

Net  Gain  779 

Membership.  February  1.  1949 28,725  39,928 


Groups  enrolled  during  January 

Groups  cancelled  during  January 

Number  of  active  groups,  February  1,  1949 


Total 

66,791 


68,053 

50 

5 

. 1,681 
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DEATHS 

Lucien  Stark,  M.  D.,  Norfolk.  Born  in  Aurora 
in  1882.  Graduated  from  Creighton  University 
School  of  Medicine  in  1900.  Following  an  extensive 
period  of  post-graduate  work  he  located  in  Hyannis 
where  he  practiced  for  two  years  and  moved  to 
Henderson.  In  1912  he  moved  to  Hartington  where 
he  remained  until  1926  when  he  located  in  Norfolk 
to  limit  his  practice  to  internal  medicine.  Dr.  Stark 


— Courtesy  Norfolk  Daily  News 
DR.  LUCIEN  STARK 

was  a veteran  of  the  Spanish- American  War  where 
he  served  in  the  Quartermaster  corps  of  the  United 
States  Navy,  and  of  World  War  I as  a Captain  in 
the  Medical  Corps. 

Dr.  Stark  was  widely  known  not  only  in  Nebras- 
ka, but  indeed  throughout  the  United  States,  having 
gained  national  recognition  through  his  interest  in 
cardiovascular-renal  disease  and  geriatrics.  He  was 
a member  of  many  professional  societies  among 
which  are  the  American  Diabetes  Society,  the  Amer- 
ican Heart  Association,  the  American  Geriatric  So- 
ciety, and  a fellow  of  the  American  Medical  Asso- 
ciation. He  was  also  a past  President  of  the  Ne- 
braska State  Medical  Association,  the  American  As- 
sociation of  Railway  Surgeons.  A great  honor  was 
bestowed  upon  him  when  he  was  appointed  to  the 
first  chairmanship  of  the  Section  on  General  Prac- 
tice of  the  American  Medical  Association. 

In  addition  to  his  professional  interests  Dr.  Stark 
found  time  and  energy  to  devote  to  fraternal  and 
civic  activities.  The  Masons,  the  American  Legion, 
the  Chamber  of  Commerce — he  served  them  all  with 
diligence  and  devotion.  His  interests  in  sports 
also  brought  him  national  fame  through  his  selec- 
tion of  “All  American”  teams  which  each  year  de- 
picted the  most  unpronouncible  names  among  the 
various  college  football  and  baseball  teams. 

Dr.  Stark  had  had  a coronary  attack  some  three 
years  ago  from  which  he  had  partially  recovered. 
On  January  11,  en  route  to  California  he  had  a re- 
currence and  was  taken  to  North  Platte.  Later  in 
the  day  he  suffered  a cerebral  embolism  and  died 
a few  hours  later. 

Surviving  are  his  wife  and  a son,  Howard. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ing, Omaha. 


The  town  of  Culbertson  is  without  a physician. 

Dr.  Frank  Cline,  formerly  of  Auburn,  has  lo- 
cated in  Seattle,  Wash. 

Dr.  W.  Ramacciotti  addressed  the  Nebraska  City 
Rotary  Club  in  January. 

Dr.  and  Mrs.  C.  G.  Zimmerer  of  Nebraska  City 
visited  in  Calif omia  in  January. 

Dr.  E.  G.  Surber  lectured  before  the  Norfolk 
Junior  College  students  in  February. 

Dr.  J.  M.  Margolin  was  recently  appointed  deputy 
national  surgeon  of  the  Jewish  War  Veterans. 

Dr.  S.  H.  Brauer  addressed  the  Norfolk  PTA  on 
“Periodic  Examination  of  the  Family,”  in  January. 

Dr.  John  H.  Brush  has  become  associated  with 
Drs.  L.  E.  Moon  and  J.  B.  Christensen  of  Omaha. 

Drs.  Robert  Stein  and  Rex  Strader  of  Lincoln 
announce  the  association  with  them  of  Dr.  James  R. 
Paul. 

Dr.  Robert  Foley  of  Blair,  has  rejoined  the  U.  S. 
Navy,  and  took  up  duty  at  Corpus  Christi,  Tex., 
in  February. 

Dr.  James  M.  Brown  of  Clarkson,  recently  re- 
turned from  the  East  where  he  completed  a short 
course  in  Cardiology. 

Dr.  Herbert  Ahrens  who  practiced  for  a short 
time  in  Scottsbluff,  has  accepted  a residency  in 
Medicine  at  the  Mayo  Clinic. 

Dr.  John  Heinke  addressed  the  Business  and 
Professional  Women’s  Club  of  Scottsbluff  on  “So- 
cialized Medicine,”  in  January. 

Dr.  J.  E.  M.  Thomson  addressed  the  All  Souls 
Unitarian  Church  in  Lincoln  on  “Unitarian  Medi- 
cal Projects  in  Poland,”  in  January. 

Dr.  Harold  C.  Lueth,  Dean  of  the  University  of 
Nebraska  Medical  College,  addressed  the  Rotary 
Club  of  Omaha  and  of  Holdrege  in  January. 

Dr.  C.  H.  Waters  Jr.  of  Omaha,  attended  the 
sessions  of  the  American  Academy  of  Orthopedic 
Surgeons  held  in  Chicago  early  in  February. 

Dr.  Aaron  M.  McMillan,  Omaha,  was  the  principal 
speaker  at  the  second  annual  meeting  of  the  Na- 
tional Negro  History  Association,  in  February. 

Vacationing  south  including  Mexico,  in  February 
were  Drs.  Ralph  Luikart,  J.  H.  Judd,  W.  A.  Cas- 
sidy, J.  J.  Keegan,  and  Earl  C.  Sage,  all  of  Omaha. 

Dr.  G.  L.  Sandritter  of  the  Norfolk  State  Hos- 
pital addressed  the  Omaha  Council  of  Churches  on 
“The  Psychodynamics  of  Human  Personality”  in 
February. 

Dr.  George  A.  Young  Jr.  of  Omaha  was  a guest 
speaker  at  the  fifty-eighth  annual  meeting  of  the 
Family  Service  Association  held  in  Lincoln  early  in 
February. 

Dr.  Harold  N.  Neu,  Omaha,  has  moved  his  office 
(Continued  on  page  xxiv) 
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EDITORIAL 


THE  PROGRAM  FOR  EXPANSION 
OF  NSMA  ACTIVITIES 

For  the  past  several  years  the  physicians 
of  this  country  have  been  conscious  of  the 
needs  for  a closer  rapport  between  the  med- 
ical profession  and  the  public.  As  has  been 
emphasized  in  these  pages  on  many  previous 
occasions  the  relationship  between  the  indi- 
vidual patient  and  his  doctor  is  all  that  can 
be  desired.  There  are  isolated  cases  of  dis- 
content, to  be  sure,  but  even  the  most  radical 
opponents  of  our  established  form  of  practice 
admit  that  the  people  of  this  country  enjoy 
an  abiding  faith  in  their  medical  adviser. 
This  being  true  we  maintain  that  this  whole- 
some attitude  toward  the  individual  physi- 
cian can  and  must  be  extended  to  embrace 
the  profession  as  an  American  institution. 

Those  who  understand  the  principles  of 
public  relations  have  called  our  attention  to 
the  fact  that  as  a profession  we  have  not  suc- 
ceeded in  acquainting  the  American  public 
with  what  organized  medicine  stands  for. 
The  social  uplifters  on  the  other  hand,  have 
been,  and  still  are  taking  advantage  of  this 
public  lack  of  understanding,  to  undermine 
existing  methods  of  medical  care,  through 
false  premise  and  distorted  reasoning.  The 
logical  means  to  counteract  selected  half- 
truths  is  through  active  demonstration  and 
factual  information.  If  the  public  becomes 
consciously  aware  of  our  achievements  of  the 
past  and  our  aims  to  maintain  our  idealism 
and  service,  we  need  have  no  fear  of  threats 
of  political  interference. 

It  is  to  the  credit  of  the  officers  and  to  the 
House  of  Delegates  of  our  Association  that 
they  have  made  it  possible  for  the  medical 


profession  of  Nebraska  to  devise  a program 
which  if  carried  into  effect  will  reflect  credit 
upon  our  organization  and  at  the  same  time 
render  a valuable  service  to  the  people  of  this 
state.  The  Journal  wishes  at  this  time  to 
congratulate  Dr.  Floyd  Rogers  and  his  Plan- 
ning Committee  upon  their  excellent  report 
on  the  Plan  they  presented  to  the  Council  at 
its  Mid-Winter  session.  We  urge  every  mem- 
ber to  study  this  report  carefully,  and  to  dis- 
cuss it  with  his  delegate  to  the  Association. 
It  is,  we  believe,  one  of  the  most  important 
documents  in  the  archives  of  the  Nebraska 
State  Medical  Association,  affecting  as  it 
does,  not  only  the  Association  as  a unit,  but 
every  individual  member  thereof,  since  ef- 
fectiveness of  the  program  requires  the  per- 
sonal participation  of  every  physcian  prac- 
ticing in  Nebraska. 


READ  THE  MINUTES  OF  THE 
MID-WINTER  SESSION  OF 
THE  COUNCIL 

On  page  136  we  publish  the  minutes  of 
the  Mid-Winter  session  of  the  Council  of  the 
Nebraska  State  Medical  Association.  Mem- 
bers of  the  Council  traveled  long  distances 
in  stormy  weather  to  attend  the  Session 
aware  of  the  fact  that  many  important  prob- 
lems were  up  for  discussion.  It  behooves 
every  member  of  the  Association  to  read  the 
minutes  carefully  in  order  to  keep  himself  in- 
formed of  the  activities  and  the  recommenda- 
tions to  the  House  of  Delegates.  The  prob- 
lems are  numerous  and  call  for  the  attention 
and  understanding  not  only  of  the  officers  of 
the  Association,  but  indeed  of  every  physi- 
cian who  values  professional  independence 
and  personal  dignity.  Your  delegate  wants 
to  know  your  reactions  to  the  issues  to  be 
discussed.  He  is  entitled  to  your  opinion. 
He  represents  you  in  your  Association. 
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EDITORIAL 


Nebr.  S.  M.  Jour. 
April,  1949 


OFFICIAL  CALL 

To  the  Officers  and  Members  of  the  Nebraska  State 
Medical  Association: 

The  annual  session  of  the  Nebraska  State 
Medical  Association  will  be  held  at  the 
Hotel  Paxton,  Omaha,  May  2 to  5,  1949. 

The  House  of  Delegates  will  convene  for 
its  first  session  at  2 p.m.,  Monday,  May  2. 

The  scientific  meetings  will  open  Tues- 
day, May  3,  starting  at  9 a.m.  and  will  con- 
tinue through  Thursday,  May  5. 

J.  E.  M.  THOMSON. 

President 

RUDOLPH  F.  DECKER. 

Speaker  of  House  of  Delegates 

R.  B.  ADAMS, 

Secretary-Treasurer 


THE  COMING  ANNUAL  SESSIONS 

We  compliment  the  Committee  on  Scientif- 
ic Sessions  upon  an  unusually  attractive  pro- 
gram for  the  Annual  Assembly  of  our  Asso- 
ciation to  be  held  in  the  Paxton  Hotel  in 
Omaha  May  2,  3,  4,  and  5.*  Recreation  day, 
Monday,  should  be  of  particular  interest  to 
those  who  enjoy  sports  of  many  varieties, 
though  there  will  be  ample  room  for  every 
one  regardless  of  personal  inclinations. 
Omaha-Douglas  County  Medical  Society,  the 
host,  is  planning  an  evening  of  Fun,  Tuesday, 
which,  we  understand  will  please  every  one. 

The  scientific  program  was  carefully  ar- 
ranged to  suit  the  general  practitioner,  the 
semi-specialist  and  the  specialist  alike.  The 
team  system  which  was  well  received  last 
year  in  Lincoln,  will  again  be  followed. 
Groups  from  Northwestern,  Tulane,  and 
Western  Reserve  universities,  will  offer  in- 
dividual papers  and  panel  discussions  on  a 
variety  of  subjects. 

We  invite  special  attention  to  the  sym- 
posium on  World  Medical  Affairs  to  be  pre- 
sented Wednesday  afternoon,  when  the 
President-Elect  of  the  American  Medical  As- 
sociation, Dr.  Ernest  E.  Irons  will  discuss 
“Trends  in  Europe,  Asia  and  South  Ameri- 
ca” ; “Trends  in  the  United  States”  will  be 
discussed  by  Dr.  J.  R.  McVay,  Chairman  of 
the  Council  on  Medical  Service  of  the  AMA; 
and  “Trends  in  Medical  Legislation”  will  be 
evaluated  by  Dr.  J.  S.  Lawrence,  Director  of 
the  Washington  Office  of  the  American  Med- 
ical Association. 

Of  immediate  and  personal  interest  to  our 
members  is  the  scheduled  symposium  on 
“Medical  Affairs  in  Nebraska”  Thursday  af- 
ternoon, with  Dr.  Floyd  Rogers  of  Lincoln, 
the  Chairman  of  our  Planning  Committee, 
presiding. 


We  look  forward  to  a pleasant  and  in- 
structive Assembly. 


TUMOR  CLINICS 

During  the  past  two  years,  tumor  clinics 
have  been  organized  in  the  following  loca- 
tions: Norfolk,  Lexington,  North  Platte, 
McCook,  Beatrice,  Nebraska  City  and  Ains- 
worth. Tumor  clinics  previously  organized 
are  in  operation  in  Omaha  and  Lincoln.  It 
is  hoped  that  in  the  coming  year  many  ad- 
ditional areas  will  organize  a group  to  meet 
regularly  and  discuss  problems  arising  in 
the  management  of  cancer. 

Funds  to  aid  in  the  operation  of  these 
clinics  are  derived  directly  from  the  Nebras- 
ka Division  of  the  American  Cancer  Society, 
and  indirectly  from  the  citizens  of  Nebraska 
who  contribute  these  funds  during  the  April 
campaign  for  funds  by  the  American  Cancer 
Society. 

Tumor  clinics  accomplish  a double  pur- 
pose : They  aid  in  the  education  of  the  physi- 
cian, and  they  also  afford  a means  of  service 
to  the  public. 

The  operation  of  Tumor  Clinics  through- 
out the  state  by  the  members  of  our  Asso- 
ciation will  serve  as  a barrier  to  the  intru- 
sion of  socialized  medicine  through  the 
field  of  cancer.  The  people  of  Nebraska  have 
been  generous  with  their  money  to  fight 
cancer  and  as  members  of  the  Medical  So- 
ciety we  should  do  our  part.  The  member- 
ship of  the  Nebraska  Cancer  Research  and 
Education  Society  is  not  fixed  — all  mem- 
bers of  the  State  Medical  Society  are  in- 
cluded. JAMES  F.  KELLY,  M.D., 

Chairman,  Cancer  Committee. 

A WORTHY  CAUSE 

The  Nebraska  Society  for  Crippled  Child- 
ren, organized  25  years  ago,  solicits  your  in- 
terest and  support  for  the  current  Easter 
Seal  sale. 

The  Society  has  committees  set  up  in  56 
Nebraska  counties,  to  whom  applications  for 
any  medical,  educational  or  rehabilitation 
service  for  handicapped  children  may  be 
made.  It  initiated,  and  contributes  to  the 
salaries  of  physical  therapists,  transporting 
crippled  children  to  and  from  school-therapy 
centers  in  Omaha,  Scottsbluff,  Hastings  and 
Lincoln.  It  pays  for  scholarships  and  teacher 
training  courses  in  speech,  physical  and  oc- 
cupational therapy,  fields  in  which  there  is 
at  present  a great  shortage  of  personnel. 

The  sale  of  Easter  Seals  is  the  Society’s 
only  source  of  income. 


•See  Program  page  131. 
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JAMES  E.  M.  THOMSON 


T.  I.  W.  T. 
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Your  president  gets  knifed! 

Literally  that  is  a fact  deserving  an  ex- 
planation. Confession  is  good  for  the  soul, 
so  here  goes.  For  over  a year  now  I have 
been  kidded  about  carrying  a cane  and  there- 
by trying  to  add  distinction  by  such  a swag- 
ger. When  I explained,  “I’ve  got  a hip”,  they 
came  back  with,  “Why  don’t  you  get  a good 
Orthopaedic  Surgeon  ?”  They  really  have 
me  there.  I have  always  considered  my  own 
opinion  among  the  best  the  Orthopaedic  spe- 
cialty had  to  offer,  this  was  my  own  hip  and 
I was  getting  by  pretty  well  limping  around. 
Strange  but  true.,  when  I consulted  my  own 
group  they  all  agreed  that  I should  do  some- 
thing. But  how  could  I with  the  expanded 
State  Medical  program  getting  under  way 
and  various  other  organizational  problems! 
Finally  the  old  hip  was  getting  the  better  of 
me,  and  I just  had  to  give  way.  So  our  ef- 


ficient Secretary  set  up  the  state  wide  meet- 
ings in  such  rotation  that  I could  complete 
my  participation  by  the  end  of  January. 
Then  the  great  Blizzards  of  1948  and  49  came 
with  so  much  of  the  State  being  snowbound 
that  many  of  our  plans  were  disrupted,  and 
I had  to  fall  down  on  part  of  my  assignments. 

It  has  been  three  and  a half  weeks  since 
I acquired  my  new  vitallium  cup  hip  joint. 
Though  it  has  been  a rugged  experience  I am 
in  a very  optimistic  frame  of  mind.  For  sev- 
eral years  we  have  had  good  results  from  this 
type  of  operation  for  hips  such  as  mine,  par- 
ticularly when  the  patient  would  co-operate 
with  the  postoperative  program.  Knowing 
all  I do  about  this  I too  am  trying  to  co- 
operate. 

It  is  a great  satisfaction  to  see  the  work 
of  the  State  Medical  program  going  forward 
under  the  splendid  leadership  of  the  Execu- 
tive Staff,  Committee  members  and  Officers 
of  the  Association.  Everyone  has  been  most 
kind  and  considerate  of  my  handicap  and 
shortcomings,  and  I wish  to  express  my  deep 
appreciation  for  your  thoughtful  messages 
and  unselfish  help. 

This  is  my  inside  story.  There  have  been 
many  funny  experiences  in  connection  with 
this  ordeal.  My  friend,  Dr.  Guy  Caldwell  of 
New  Orleans,  sent  me  a wire,  “I  never 
thought  you  would  let  anyone  knife  you,  front 
or  back!”  Among  the  many  floral  offerings 
was  an  orchid,  only  once  before  have  I been 
so  decorated.  A photo  of  a nude  signed, 
“With  love  and  kisses”,  the  contributor  Dr. 
Albert  Key  of  fracture  text  fame,  writing  on 
the  back  “as  your  hip  rejuvenates  I hope  the 
effect  will  be  general.” 

The  annual  meeting  approaches.  I hope 
to  see  you  all  then,  and  though  my  service 
to  Organized  Medicine  of  Nebraska  has  been 
temporarily  interrupted,  I hope  in  the  future 
to  make  up  for  my  shortcomings. 


Neurosurgical  Aspects  of  Upper  Extremity  Pain* 

GUY  L.  ODOM,  M.D. 

From  the  Neurosurgical  Division,  the  Duke 
Hospital  and  Medical  School, 

Durham,  North  Carolina 


From  a neurosurgical  standpoint,  the 
causes  of  pain  in  the  upper  extremity  can 
be  divided  into  the  following  groups: 

CENTRAL 

I.  Brain 

A.  Thalamic  pain  — cerebral  thrombosis 

II.  Spinal  Cord 

A.  Spinal  cord  tumors 

B.  Herpes  Zoster 

C.  Fracture  dislocation 

PERIPHERAL 

III.  Spinal  Nerve  Root 

A.  Cervical  disc 

B.  Arthritis 

C.  Fracture,  laminal  arch 

IV.  Brachial  Plexus 

A.  Cervical  rib 

B.  Scalenus  anticus  syndrome 

C.  Stretch  palsy 

D.  Invasive  tumor  (Pancoast,  etc.) 

E.  Fracture  of  clavicle  with  callus 

F.  Malformation  of  first  rib 

G.  Neuritis 

V.  Peripheral  Nerves 

A.  Injury  with  causalgia  — major,  minor 

B.  Sudek’s  atrophy 

C.  Tumor 

D.  Amputation  stump 

E.  Phantom  Limb 

In  each  case  of  shoulder  and  arm  pain  all 
of  the  conditions  mentioned  above  do  not 
have  to  be  considered  in  the  differential 
diagnosis,  because  some  are  self  evident  by 
history,  neurological  examination  and  plain 
x-rays. 

Central  or  thalamic  pain  usually  involves 
one  side  of  the  body,  but  may  be  confined 
to  one  extremity  or  may  be  much  more  se- 
vere in  one  extremity  than  in  the  rest  of  the 
involved  side  of  the  body.  This  type  of  pain 
may  occur  as  a rare  complication  following 
thrombosis  of  the  thalamogeniculate  artery 
which  is  a branch  of  the  middle  cerebral 
artery.  Pain  of  this  type  may  be  extremely 
severe  and  rarely  controlled  by  usual  seda- 
tives. It  is  aggravated  by  cutaneous  stimuli 
and  there  is  an  excessive  affective  reactivity 
to  all  types  of  stimulation.  On  examination 
other  features  of  the  thalamic  syndrome 
will  be  elicited,  such  as  impairment  in  super- 
ficial sensation,  loss  of  deep  sensibility, 
astereognosis,  slight  hemiplegia  and  at  times 

•Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  5,  1948. 
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athetoid  movements  on  the  affected  side. 
Cases  of  this  type  may  have  to  be  considered 
in  a differential  diagnosis  if  improvement 
has  taken  place,  with  recovery  of  motor 
function  and  improvement  in  superficial  sen- 
sation. Treatment  for  this  type  of  pain  has 
been  fruitless  and  the  only  case  that  I have 
seen  benefitted  by  any  surgical  procedure 
was  a patient  who  had  a prefrontal  lob- 
otomy. 

The  first  symptom  of  an  extra  medullary, 
intradural  or  extradural  tumor  of  the  spinal 
cord  is  usually  radicular  pain.  This  is  espe- 
cially true  of  perineural  fibroblastomas  which 
arise  from  the  nerve  roots.  The  pain  pro- 
duced by  tumors  of  this  type  maybe  confined 
to  a single  dermatome  and  is  aggravated 
by  all  measures  that  increase  intraspinal 
pressure  or  movements  of  the  spinal  column. 
Tumors  of  this  type  produce  compression  of 
the  spinal  cord  and  in  the  majority  of  cases, 
signs  of  cord  compression  may  be  elicited  on 
examination.  In  the  early  cases,  spinal  fluid 
and  pantopaque  studies  have  to  be  done  to 
confirm  the  diagnosis.  Intra  medullary  cord 
tumors  rarely  produce  pain  until  the  lesion 
becomes  rather  advanced  and  should  never 
be  troublesome  in  the  differential  diagnosis 
of  a discussion  of  this  type. 

The  virus  of  herpes  zoster  may  invade  the 
peripheral  nerves,  ganglion  or  spinal  cord 
producing  pain  and  a vesicular  eruption 
which  is  familiar  to  everyone.  Among  394 
cases  reported  by  Kinnier  — Wilson,  there 
were  47  with  involvement  of  the  cervical 
nerve  roots,  with  the  fourth  root  being  in- 
volved in  21  cases.  In  a few  cases  the  pa- 
tient continues  to  suffer  from  pain,  after  the 
vesicles  have  healed,  which  has  been  termed 
post  herpetic  neuralgia.  At  times,  this  type 
of  pain  becomes  extremely  severe  and  neces- 
sitates surgery  for  relief. 

Fracture  dislocation  of  the  cervical  spine 
hardly  need  be  mentioned  because  of  the 
high  percentage  of  severe  cord  damage  as- 
sociated with  lesions  of  this  type.  In  the 
less  grave  subluxations  root  pain  may  be  a 
most  distressing  symptom.  The  pain  sub- 
sides with  neck  traction,  although  intra 
medullar  involvement  of  the  nerve  root  may 
increase  the  duration  of  the  painful  pares- 
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thesia.  Root  pain  in  the  shoulder  and  arm 
was  a single  complaint  of  the  case  here 
illustrated. 

The  greatest  advance  in  our  consideration 
of  the  causes  of  upper  extremity  pain  has 
to  do  with  the  syndrome  of  the  cervical 
ruptured  disc.  As  the  problem  of  sciatica 
has  been  simplified  by  the  discovery  of 
lumbar  disc  lesions,  so,  that  of  brachialgia 
has  become  clearer  with  the  finding  in  num- 
erous cases  of  a similar  lesion  in  the  cervical 
region.  The  clinical  picture  in  the  cervical 
region  is  directly  analogous  to  that  seen  in 
the  lumbar  area.  As  in  the  lumbar  region, 
these  protrusions  occur  more  frequently  at 
the  two  interspaces  that  receive  the  greatest 
degree  of  stress  and  strain,  namely  the 
fifth  and  sixth  cervical  interspaces,  involv- 
ing respectively  in  lateral  protrusions,  the 
sixth  and  seventh  cervical  nerve  roots.  The 
large  protrusions  in  the  cervical  region  pre- 
sent the  picture  of  a cord  tumor  just  as 
massive  protrusions  of  the  lumbar  disc  pre- 
sent the  typical  cauda  equina  syndrome.  A 
history  of  trauma,  sometimes  very  mild  and 
far  in  the  past,  may  be  obtained  in  many 
cases.  The  first  symptom  is  usually  neck 
pain  which  may  occur  in  bouts  and  described 
as  a “wry  neck.”  The  pain  will  later  radiate 
beneath  the  scapula,  into  the  shoulder  and 
arm  and  at  times,  the  side  of  the  chest,  if 
on  the  left  side,  this  latter  location  of  the 
pain  may  be  confused  with  coronary  dis- 
ease. It  is  aggravated  by  movement  of  the 
neck  and  factors  which  increase  intraspinal 
pressure,  such  as  coughing,  straining  or 
sneezing.  Paresthesias  may  extend  farther 
distally  then  the  pain,  with  the  thumb,  sec- 
ond and  third  fingers  being  most  frequently 
involved.  The  neck  is  usually  held  rigid 
and  the  head  is  frequently  tilted  to  one 
side.  Protrusions  at  the  fifth  interspace, 
compressing  the  sixth  cervical  nerve  root, 
may  produce  weakness  of  the  biceps  muscle, 
decreased  biceps  reflex  and  impairment  to 
pinprick  over  the  distribution  of  the  sixth 
root.  Compression  of  the  seventh  cervical 
root  by  a lesion  at  the  sixth  cervical  inter- 
space may  produce  weakness  of  the  triceps 
and  at  times  the  deltoid  muscles,  a decreased 
triceps  reflex  and  the  impairment  to  pin- 
prick over  the  distribution  of  the  seventh 
cervical  root.  Findings  which  are  common 
to  both  locations  and  almost  diagnostic  are 
the  mechanical  factors  associated  with  a 
protrusion.  These  are  tenderness  over  the 
spinous  process,  trigger  area,  extension  of 
the  cervical  spine  with  radiation  of  pain  into 


the  arm  and  vertex  pressure,  with  the  head 
tilted  toward  the  side  of  the  lesion,  repro- 
ducing the  patient’s  pain. 

Plain  x-rays  of  the  cervical  spine  are  not 
diagnostic  but,  as  in  the  lumbar  region, 
there  are  certain  findings  that  are  sugges- 
tive of  a protrusion.  There  may  be  loss  of 
the  normal  curvature,  and  narrowing  of  the 
involved  interspace  with  spur  formation. 
Oblique  views  of  the  spine  may  show  a spur 
protruding  into  the  foramen  itself.  The 
mechanism  of  the  lateral  protrusion  in  the 
cervical  region  is  shown  here,  both  to  illus- 
trate the  mechanism  responsible  for  root 
pressure  and  to  make  clear  the  myelographic 
pictures  that  will  be  shown  in  the  following 
slides.  As  in  the  case  of  lumbar  ruptured 
disc,  myelography  is  indicated,  not  in  the 
classical  syndrome,  but  in  those  patients 
in  whom  the  lesion  is  suspected.  The  pro- 
cedure is  done  with  6 cc.  of  pantopaque. 
Due  to  the  fact  that  these  protrusions  occur 
far  laterally  in  the  spinal  canal,  there  may 
be  only  a lack  of  filling  of  the  dural  reflec- 
tion of  the  nerve  root,  but  in  the  majority  of 
cases,  there  is  also  a filling  defect  in  the 
adjacent  dural  space  as  shown  in  these 
slides.  The  operative  removal  of  a cervical 
disc  has  been  rapidly  refined  from  a major 
laminectomy  to  a relatively  minor  hemilam- 
inectomy. All  cases  do  not  require  surgical 
intervention.  If  the  pain  has  only  been 
present  for  a short  period  of  time  and  there 
is  no  motor  weakness,  bed  rest  and  halter 
traction,  combined  with  diathermy,  should 
be  tried  before  recommending  operation. 

Cervical  arthritis  shall  onlv  be  briefly 
mentioned.  At  times,  the  intervertebral 
foramen  may  be  narrowed  by  spur  formation 
which  compresses  the  cervical  nerve  roots, 
the  same  as  the  localized  reaction  which 
occurs  with  changes  in  the  intervertebral 
disc.  Occasionally  cases  of  this  type  are 
operated  upon,  with  the  hope  of  decompress- 
ing the  nerve  root  by  removal  of  the  pos- 
terior wall  of  the  intervertebral  foramen  or 
bony  spur  but  these  cases  do  not  obtain  the 
relief  that  occurs  following  the  removal  of 
a ruptured  disc.  The  localized  changes  sec- 
ondary to  a damaged  disc  should  not  be 
confused  with  cervical  arthritis. 

An  interesting  and  little  known  syndrome 
closely  simulating  the  syndrome  of  a cervi- 
cal disc  may  occur  with  minor  fractures  of 
the  laminal  arch  that  encroach  upon  the  in- 
tervertebral foramen.  We  failed  to  recog- 
nize our  two  cases,  both  of  which  occurred 
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following  mild  compression  trauma  to  the 
cervical  spine.  They  were  both  operated 
upon  with  the  preoperative  diagnosis  of  a 
ruptured  cervical  disc.  In  retrospect,  the 
fracture  fragment  was  seen  in  the  first  case 
as  a tiny  transverse  line  close  to  the  facet 
and  in  the  second  case,  by  a small  free 
calcification  in  the  intervertebral  foramen. 
In  both  cases,  the  spicule  of  bone  compressed 
the  nerve  root  as  it  entered  the  interverte- 
bral foramen. 

Cervical  ribs  and  the  scalenus  anticus  syn- 
drome have  received  considerable  attention 
as  a cause  of  upper  extremity  pain.  They 
both  produce  pain  or  paresthesias  in  the  dis- 
tribution of  the  seventh  and  eighth  cervical 
roots,  which  is  accentuated  by  abduction  of 
the  extremity.  Besides  the  pain  or  pares- 
thesia there  is  also  vascular  change  associat- 
ed with  constriction  of  the  arterial  supply  to 
the  extremity.  The  abnormal  rib  is  revealed 
by  x-ray.  We  have  recently  had  an  in- 
teresting case  of  this  type  in  the  hospital 
who  had  pain  and  paresthesia  in  the  ulnar 
distribution  of  the  right  arm  with  marked 
atrophy  of  the  thenar  and  hypothenar  emi- 
nence of  the  right  hand.  There  was  no  vas- 
cular involvement  nor  any  of  the  mechanical 
factors  associated  with  the  ruptured  disc. 
X-rays  revealed  a cervical  rib  and  panto- 
paque  studies  were  negative.  At  operation, 
the  end  of  the  cervical  rib  was  found  to  be 
displacing  the  medial  cord  of  the  brachial 
plexus  forward.  We  feel  that  the  scalenus 
anticus  syndrome  has  been  over  emphasized 
and  are  always  suspicious  of  this  diagnosis. 
Many  of  our  patients  with  cervical  discs 
have  had  their  scalenus  muscles  sectioned 
and  their  subdeltoid  bursi  resected.  It  must 
be  remembered  that  spasm  of  the  scalenus 
muscles  may  occur  secondary  to  disc  com- 
pression of  a cervical  root.  Flexion  of  the 
head  and  neck  toward  the  side  of  the  pain 
will  decrease  the  complaints  in  case  of  cervi- 
cal rib  or  scalenus  anticus  syndrome  and  ag- 
gravate the  pain  in  ruptured  cervical  disc.  It 
is  our  feeling  that  no  one  should  section  the 
scalenus  muscle  before  having  done  a myelo- 
gram to  rule  out  an  intraspinal  lesion. 

A certain  number  of  cases  of  stretch  or 
traction  palsy  of  the  brachial  plexus  of 
traumatic  origin  may  be  accompanied  by 
pain.  If  it  is  intolerable,  relief  can  be  ob- 
tained in  useless  extremities  only  by  rhi- 
zotomy of  sensory  roots  and  subsequent 
amputation  of  the  arm.  The  latter  pro- 
cedure should  not  be  carried  out  until  a 


sufficiently  long  period  of  time  has  elapsed 
to  be  certain  that  recovery  of  nerve  function 
will  not  take  place.  The  cause  of  pain  aris- 
ing from  callus,  secondary  to  clavicular  frac- 
ture, with  compression  of  the  brachial  plexus 
is  self  evident.  As  pointed  out  by  Elkin, 
removal  of  the  clavicle  is  followed  by  little 
functional  loss  and  we  follow  this  procedure 
in  our  infrequent  cases  of  this  character. 
Malformations  of  the  first  rib  have  also 
been  described  as  a source  of  upper  extrem- 
ity pain  under  the  title  of  costo-clavicular 
syndrome. 

Invasive  and  metastatic  tumors  are  im- 
portant causes  of  upper  extremity  pain. 
The  pulmonary  sulcus  tumor  described  by 
Pancoast  invariably  involves  the  brachial 
plexus  and  is  a source  of  severe  pain,  usually 
in  the  distribution  of  the  seventh  and  eighth 
cervical  and  the  first  thoracic  nerves.  The 
recognition  of  this  tumor  by  x-ray  is  almost 
an  indication  for  rhizotomy  of  the  lower 
cervical  and  upper  thoracic  sensory  roots, 
both  to  control  pain  that  may  be  present 
and  to  prevent  pain  during  the  inevitable 
extension  of  the  tumor. 

Causalgia  and  the  similar  disturbances 
of  the  sympathetic  nervous  system  described 
by  Sudek  have  been  discussed  by  Dr.  Pear- 
son. The  busiest  of  neurosurgeons  sees  but 
a few  tumors  of  peripheral  nerves  each  year. 
The  appearance  of  a globular  mass  over 
the  anatomical  distribution  of  a major  nerve 
plexus,  plus  the  appearance  of  appropriate 
paresthesias,  when  the  mass  is  compressed, 
are  diagnostic  criteria. 

(This  paper  was  prepared  with  Dr.  Barnes  Wood- 
hall  and  expresses  our  mutual  opinion). 


The  Clinical  Application  of  Antihistamine  Drugs* 

E.  L.  MacQUIDDY,  M.D. 

Omaha,  Nebr.  , 


It  has  been  my  privilege  in  the  last  214 
years  to  aid  in  the  investigation  of  four  of 
the  new  antihistaminics  that  have  appeared 
on  the  market.  I am  presenting  to  you  at 
this  time  the  results  we  obtained  in  150  se- 
lected cases  on  Decapryn  Succinate  (2- (a- (2- 
Dimthylaminoethoxy)  - a - Methylbenzyl)  - 
Pyridine  Succinate)  therapy.  The  drug  was 
supplied  originally  in  capsules  of  50  mg. 
each.  Side  reactions  were  quite  frequent 
with  the  50  mg.  dose.  With  the  25  mg.  doses 
the  number  of  reactions  decreased  material- 
ly, while  our  clinical  results  remained  satis- 
factory. 

Inasmuch  as  good  results  were  obtained 
with  25  mg.,  the  dose  was  further  reduced 
to  12.5  mg.  It  was  found  that  12.5  mg.  could 
be  given  during  the  day  with  comparatively 
few  side  reactions,  and  yet  maintain  good 
clinical  results.  The  25  mg.  dose  was  given 
only  at  bed  time.  In  view  of  this  experience 
we  adopted  as  the  general  dosage  through- 
out this  report,  12.5  mg.  before  breakfast, 
12.5  mg.  before  lunch,  and  25  mg.  at  bedtime. 
On  this  schedule  there  were  reactions  in  17 
cases  or  11.3%. 

The  following  table  is  the  result  of  forty- 
three  cases  of  Hay  Fever  treated  during  the 


HAY  FEVER  RESULTS 


Sex  and  Age  Groups 

No. 

Good 

Fair 

Poor  Reactions 

Women  16-50 

20 

7 

3 

10 

5* 

Women  50  and  up 

3 

1 

2 

2** 

Men  16  and  up 

12 

9 

2 

2 

* 

Adolescents  12-16 

2 

1 

1 

1* 

Children  under  12 

5 

1 

3 

1 

1* 

♦Drowsiness 

♦♦One  drowsy,  one  had  stomach  reaction 
♦♦♦Had  fair  results  but  complained  of  drowsiness 


1947  season.  Thirty-eight  of  these  cases 
were  the  typical  Rag  Weed,  four  were  Hemp, 
and  one  was  sensitive  to  Pig  Weed  and  West- 
ern Water  Hemp. 

Discussion:  Among  the  five  reactions  in 

the  women  under  fifty,  drowsiness  was  the 
chief  complaint.  Four  cases  with  poor  re- 
sults were  treated  with  three  other  available 
anti-histaminics  and  none  of  the  four  re- 
ceived any  relief  from  Hay  Fever.  Of  the 
two  reactions  in  the  women  over  fifty,  one 
complained  of  drowsiness  and  one  of  nausea. 
Among  the  thirteen  men  and  seven  children, 
there  were  only  two  complaints  registered, 
and  both  were  of  drowsiness. 

♦Read  before  the  Omaha  Mid-West  Clinical  Society,  Oct.,  1948. 


A group  of  thirteen  cases  of  Hay  Fever  as- 
sociated with  Asthma  were  given  the  drug 
with  the  following  results. 


ASTHMA  AND  HAY  FEVER 


Sex  and  Age  Groups 

No. 

Good 

Fair 

Poor  Reactions 

Women  16-50 

7 

5 

1 

1 1* 

Men  16  and  up 

3 

2 

1 

0 

Children  under  12 

3 

1 

2 

0 

♦Drowsiness  ; cases  labeled  fair — the  drug  stopped  the  hay  fever 
but  did  not  relieve  the  asthma. 

Discussion:  The  relief  from  Asthma  in 

this  group  of  cases  was  obtained  by  giving 
the  drug  as  outlined  earlier.  We  did  not  give 
it  for  the  asthmatic  attack.  The  drug  seemed 
to  prevent  the  Hay  Fever  and  this  in  turn 
seemed  to  prevent  the  development  of  bron- 
chial asthma. 

We  administered  the  drug  to  a group  of 
fourteen  perennial  Asthmatics. 


ASTHMA 

Sex  and  Age  Groups 

No.  Good  Fair  Poor  Reactions 

Women  16-50 

. 1 

1 

0 

Women  50  and  up 

. 3 

1 2 

1* 

Men  16  and  up 

. 4 

1 

2 1 

0 

Adolescents  12-16 

. 2 

1 

1 

0 •* 

Children  under  12 

♦Drowsiness 

. 4 

2 

2 

0 

Discussion : The 

drug 

was 

administered 

in  the  same  fashion  as  outlined — 12.5  mg. 
in  the  morning,  12.5  mg.  at  noon  and  25  mg. 
at  night.  We  had  previously  tried  giving  the 
Decapryn  Succinate  for  the  relief  of  the 
asthmatic  seizure  but  the  relief  was  so  slight 
that  we  used  other  drugs  for  relief  of  the 
acute  attacks.  The  results  of  this  series 
should  be  interpreted  as  preventing  the  asth- 
matic attack,  rather  than  relieving  the  acute 
seizure. 

We  administered  the  drug  to  five  cases  of 
Asthma  associated  with  Vasomotor  Rhinitis. 

ASTHMA  AND  VASOMOTOR  RHINITIS 

Sex  and  Age  Groups  No.  Good  Fair  Poor  Reactions 

Women  16-50 2 2 0 

Men  16  and  up 1 10 

Adolescents  12-16 2 2 0 

We  administered  the  drug  to  a series  of 
thirty-three  cases  of  Vasomotor  Rhinitis. 


VASOMOTOR  RHINITIS 


Sex  and  Age  Groups 

No. 

Good 

Fair 

Poor  Reactions 

Women  16-50 

15 

9 

2 

4 0 

Women  50  and  up 

2 

1 

1 

1* 

Men  16  and  up 

8 

5 

1 

2 0 

Adolescents  12-16 

4 

3 

1 

1* 

Children  under  12 

♦Drowsiness 

4 

4 

123 


124 


APPLICATION  OF  ANTIHISTAMINE  DRUGS:  MacOUIDDY  Nebr.s.M  jour 

^ April,  1949 


Discussion:  It  is  interesting  to  note  that 

there  were  very  few  reactions  encountered 
in  this  group  of  patients.  Some  of  them 
have  taken  this  drug  for  six  months  or  long- 
er and  have  maintained  their  three  doses 
daily.  One  of  the  cases  is  a graduate  nurse 
and  she  has  been  very  co-operative.  We 
dropped  her  doses  to  6.5  mg.  for  the  morn- 
ing and  noon  doses  and  12.5  mg.  at  night. 
After  three  months  she  remained  symptom- 
less on  this  small  dose.  We  then  reduced  the 
dose  to  3 1/8  mg.  morning  and  noon  and 
6 1/4  mg.  at  night.  On  this  smaller  dose, 
however,  her  symptoms  returned  but 
promptly  disappeared  when  we  returned  to 
the  dosage  of  6.25  mg.  morning  and  noon 
and  12.5  mg.  at  night. 

There  were  two  additional  cases  of  Vaso- 
motor Rhinitis  associated  with  Migraine 

We  used  the  drug  in  ten  cases  of  Urticaria, 
which  were  not  included  in  this  group,  one 

URTICARIA 


Sex  and  Age  Groups 

No. 

Good 

Fair  Poor  Reactions 

Women  16-50 

5 

4 

i i * 

Women  50  and  up 

i 

1 

0 

Men  16  and  up 

i 

1 

0 

Children  under  12 

3 

1 

2 

‘Slight  drowsiness  and  nervous,  but  symptoms  controlled. 

of  which  had  good  results  and  one  poor  re- 
sults. 

We  used  the  drug  in  ten  cases  of  Migraine. 
MIGRAINE 


Sex  and  Age  Groups 

No. 

Good  Fair 

Poor  Reactions 

Women  16-50 

7 

4 

3 

l* 

Women  50  and  up 

i 

1 

Men  16  and  up 

♦Made  very  nervous 

♦♦Drowsiness 

♦♦♦Dizziness 

2 

1 

1 

1 *** 

While  we  realize 

that 

a correct 

diagnosis 

of  allergic  migraine  is  very  difficult  to  make, 
these  cases  were  selected  because  it  was  felt 
they  had  migraine  on  an  allergic  basis. 

The  drug  was  used  for  the  control  of 
pruritus  in  five  cases  of  chronic  Eczema. 


ECZEMA 


Sex  and  Age  Groups 

No. 

Good 

Fair 

Poor  Reactions 

Women  16-50 

1 

1 0 

Women  50  and  up 

3 

2 

l 

l* 

Children  under  12 

♦Drowsiness 

1 

i 

0 

The  drug  was  used 

in 

three 

cases  of  Ocu- 

lar  Allergy. 

OCULAR 

ALLERGY 

Sex  and  Age  Groups 

No. 

Good 

Fair 

Poor  Reactions 

Women  16-50 

2 

2 

0 

Women  50  and  up 

1 

1 

0 

We  also  used  the  drug  in  twelve  additional 
cases  where  allergy  was  a factor  but  which 
could  not  be  put  in  any  of  the  above  classi- 
fications. Three  of  these  were  intestinal  al- 
lergy, four  were  allergies  of  the  skin  and 
three  were  of  the  lung  but  were  not  typical 
asthma,  two  were  of  the  ear.  The  results 
obtained  in  this  miscellaneous  group  was 
comparable  to  the  results  obtained  in  the 
Vasomotor  groups. 

Decapryn  Succinate,  in  our  experience, 
has  proved  to  be  a safe  and  effective  medi- 
cation. When  they  did  occur  the  reactions 
were  principally  drowsiness  and  occasionally 
nausea.  A few  of  these  reactions  were  of 
such  nature  that  the  patient  discontinued 
the  use  of  the  drug.  A majority  of  the  pa- 
tients, however,  lost  the  drowsiness  after 
having  taken  the  drug  several  times.  We 
had  no  reactions  of  any  severity. 

In  the  group  of  cases  where  reactions  were 
not  incurred,  the  patients  took  the  drug  for 
periods  of  one  week  to  eight  months.  A 
number  of  the  patients  reported  in  the  Vaso- 
motor group  are  still  taking  this  drug  at  the 
time  of  this  writing. 

While  we  have  not  done  complete  labora- 
tory studies  on  all  of  the  patients  who  have 
been  taking  this  medication,  we  have  taken 
blood  and  urine  studies  on  fifty-six  cases.  In 
none  of  these  cases  where  blood  and  urine 
studies  were  made,  and  where  the  patients 
had  been  on  the  drug  for  weeks  or  months, 
were  we  able  to  detect  any  change  in  their 
blood  or  urinary  findings. 

It  is  our  opinion  that  Decapryn  Succinate 
is  a safe  anti-histaminic  drug. 
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Addison’s  Disease 
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In  1855  Sir  Thomas  Addison,  in  a volume 
of  less  than  40  pages,  largely  devoted  to  case 
histories,  described  two  new  diseases.  Part 
of  this  treatise  was  devoted  to  the  condition 
we  know  as  pernicious  anemia;  the  other 
portion  of  the  monograph  was  entitled,  “On 
the  constitutional  and  local  effect  of  disease 
of  the  suprarenal  capsules.”  And  rightly 
enough,  this  condition  has  come  to  be  called 
Addison’s  Disease.  Addison’s  clinical  and 
pathological  studies  were  so  lucid  and  thor- 
ough that  practically  no  further  knowledge 
was  added  until  after  70  years  had  elapsed. 
The  chief  features  originally  noted  were: 
general  languor  and  debility,  remarkable 
feebleness  of  the  heart’s  action,  irritability 
of  the  stomach,  and  a peculiar  change  in  col- 
or of  the  skin  occurring  in  connection  with 
the  diseased  condition  of  the  suprarenal  cap- 
sules. 

Addison  mentioned  three  causes:  tuber- 

culosis of  the  adrenal  glands,  carcinoma,  and 
simple  atrophy.  In  his  study,  tuberculosis 
was  by  far  the  most  common  cause  and  was 
so  considered  until  recent  years.  Several 
studies  in  the  past  decade  have  disclosed 
atrophy  of  the  adrenal  cortex  as  a more  com- 
mon cause  of  Addison’s  disease  than  tuber- 
culosis, although  this  has  not  been  so  in  all 
studies.  The  composite  figures  of  the  Army 
Institute  of  Pathology,  in  1946,  disclosed 
that  60  per  cent  of  the  cases  in  their  studies 
were  due  to  atrophy  of  the  cortex.  Thorne 
reports  that  in  his  own  series  of  200  cases, 
tuberculous  and  non-tuberculous  causes  oc- 
cur in  about  the  same  frequency.  The  inci- 
dence is  said  to  be  about  one  annually  to  250,- 
000  population.  It  is  of  some  interest  that 
renal  tuberculosis  seldom  involves  the  adren- 
als. The  cause  of  the  atrophy  of  the  adrenal 
cortex  is  unknown.  Histologically,  the  cor- 
tex is  often  replaced  by  round  cells  resem- 
bling lymphoid  tissue. 

The  predominant  symptoms  and  signs  are 
asthenia,  fatigue,  pigmentation  of  the  skin 
and  mucous  membranes,  anorexia,  nausea 
and  vomiting,  loss  of  weight,  hypotension 
and  small  heart,  dizziness  and  syncopal  at- 
tacks, decreased  resistance  to  cold,  collapse, 
dehydration,  and  circulatory  failure. 

Increased  pigmentation  of  the  skin  is  the 
most  striking  visible  evidence  of  Addison’s 


Disease.  The  patient  or  his  relatives  may 
consider  that  the  patient’s  skin  is  dirty.  The 
pigmentation  is  sometimes  thought  to  be  due 
to  sun  tan.  Pigmentation  is  most  marked 
over  the  exposed  parts:  the  face,  neck  and 
hands;  at  points  of  pressure:  buttocks,  el- 
bows and  knees ; in  the  areola  of  the  nipple 
and  around  the  anus  and  on  the  labia.  Al- 
though the  mucous  membranes  of  the  mouth, 
rectum  and  vagina  usually  present  a dark 
brown  pigmentation,  this  is  not  always  so 
and  occasional  cases  are  reported  in  which 
there  is  no  pigmentation  of  the  mucous  mem- 
branes. Lawson  (1>  and  his  associates  in  1943 
reported  a case  in  which  there  was  no  pig- 
mentation of  either  the  mucous  membranes 
or  the  skin.  One  of  the  evidences  of  pig- 
mentation which  apparently  is  frequently 
overlooked  is  the  presence  of  multiple  black 
freckles,  which  may  appear  quite  rapidly  and 
be  found  on  the  forehead,  face,  neck  ahd 
shoulders,  arms  and  back.  In  contrast  to 
the  increased  pigmentation,  areas  of  vitiligo 
also  may  appear. 

The  cardiac  findings  in  these  cases  are  of 
considerable  interest  and  aid  in  making  the 
diagnosis.  The  pulse  is  feeble  and  the  blood 
pressure  is  often  extremely  low.  The  heart 
area  is  usually  diminshed  by  percussion.  The 
heart  sounds  are  feeble  and  of  diminished 
intensity.  Tachycardia  is  common,  especial- 
ly during  the  crisis,  and  abnormalities  of 
rhythm  may  develop.  Fibrillation  may  occur, 
as  well  as  premature  beats.  Roentgen  study 
of  the  heart  reveals  the  size  of  the  heart  to 
be  much  diminshed  in  Addison’s  disease. 
Some  authors  have  used  the  increase  of  the 
size  of  the  heart  toward  normal  as  an  index 
of  the  improvement  of  the  patient  and  also 
as  a guide  as  to  how  much  hormone  the  pa- 
tient needs. 

Although  the  disease  usually  has  an  in- 
sidious onset,  occasionally  it  may  come  on 
with  acute  collapse,  as  in  the  case  reported 
by  Lawson(1>  and  his  associates.  While  in 
the  Army,  a case  came  under  my  care,  the 
onset  of  which  was  an  acute  collapse  while 
on  marching  maneuver.  The  electrocardio- 
gram, although  showing  no  definite  pattern, 
does  often  show,  in  the  severe  phases,  minor 
abnormalities  similar  to  those  seen  in  myo- 
carditis. 
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PHYSIOLOGY  OF  THE  ADRENAL  CORTEX 

The  physiology  of  the  adrenal  glands  is  very 
complicated.  In  spite  of  the  fact  that  adrenalin 
has  been  used  so  widely  for  a long  period,  much 
less  is  actually  known  of  the  function  of  the  medulla 
than  the  cortex.  The  medulla  is  not  essential  to 
life  whereas  removal  of  the  cortex  causes  death  in 
animals  in  10  to  15  days.  The  removal  of  the  cor- 
tex in  animals  produces  an  almost  identical  train 
of  symptoms  as  is  seen  in  Addison’s  Disease  except 
for  the  pigmentation,  which  does  not  occur  in  ani- 
mals. Pigmentation  occurs  in  94  per  cent  of  cases 
of  Addison’s  Disease.  The  function  of  the  cortical 
hormone  includes  the  maintenance  of  normal  carbo- 
hydrate and  pigment  metabolism  and,  in  addition, 
normal  distribution  of  sodium,  chloride,  potassium 
and  water  in  the  body.  Twenty  or  more  hormones 
have  been  isolated  from  the  adrenal  cortex.  Those 
which  have  been  used  most  are  desoxycorticesterone, 
corticosterone,  11  dehydrocorticosterone  (also  known 
as  Kendall’s  compound  E and  Reichstein’s  compound 
“Fa  6”).  The  compounds  with  an  oxygen  at  carbon 
17  are  most  effective  in  mineral  metabolism,  while 
the  compounds  with  an  oxygen  at  carbon  11  are 
most  effective  in  controlling  carbohydrate  metabo- 
lism. The  more  important  effects  of  deficiency  of 
cortical  hormones  are  the  disturbance  in  carbohy- 
drate and  mineral  metabolism.  Lack  of  these  hor- 
mones probably  interferes  with  utilization  of  glyco- 
gen by  the  muscles  and  storage  of  glycogen  in  the 
liver,  with  a resulting  hypoglycemia  and  a flat- 
tened glucose  tolerance  curve.  This  effect  is  par- 
tially due  to  the  inability  of  the  body  to  convert 
protein  into  glucose.  The  hormones  involved  here 
are  corticosterone,  compound  E of  Kendall  and 
other  hormones  having  an  oxygen  atom  at  C 11. 

A second  and  more  serious  effect  is  that  due  to 
insufficient  amount  of  desoxycorticosterone.  The 
lack  of  this  hormone  causes  a loss  of  sodium  through 
excessive  urinary  excretion  and  at  the  same  time 
causes  retention  of  potassium.  The  fundamental 
disturbance  here  is  the  inability  of  the  renal  tubule 
to  absorb  sodium.  Sodium  concentration  in  the 
glomerular  filtrate  remaining  high,  thus  carries 
with  it  excessive  amounts  of  chloride  and  water  into 
the  urine.  This  results  in  dehydration,  hemoconcen- 
tration  and  hypotension.  Delayed  diuresis  is  also 
an  effect  of  lack  of  desoxycorticosterone.  The  re- 
verse effect  occurs  in  regard  to  potassium,  with  re- 
sulting increase  of  potassium  in  the  blood  serum 
and  cellular  tissues.  The  excess  potassium  produces 
toxic  effects  on  the  myocardium  and  skeletal  mus- 

Cl6S'  DIAGNOSIS 

In  a well  developed  case,  diagnosis  will  us- 
ually be  made  on  the  clinical  findings.  Many 
mild  cases  and  cases  in  the  incipient  stage 
pose  a diagnostic  problem,  but  for  these  we 
can  draw  heavily  on  the  laboratory  for  help. 

First  we  would  expect  to  find  a decrease  in 
the  serum  sodium  and  serum  chloride  con- 
centration. Conversely,  we  would  expect  to 
find  an  increase  in  the  serum  potassium.  The 
urinary  sodium  and  chloride  are  increased. 
A hypoglycemia  and  flat  oral  glucose  curve 
are  likely  to  be  present.  The  blood  level  of 


non  protein  nitrogen  is  usually  elevated.  One 
of  the  most  helpful  tests  is  that  devised  by 
Robinson,  Power  and  Kepler<2>,  in  1941.  This 
test  takes  advantage  of  the  fact  that  these 
patients  have  a delayed  diuresis  following  in- 
gestion of  water.  The  test  consists  of  two 
parts,  the  first  to  be  carried  out  by  giving 
the  patient  measured  amounts  of  water  and 
then  measuring  the  amounts  of  urine  voided 
at  specific  intervals.  The  second  phase  in- 
cludes the  determination  of  urea  and  chloride 
in  the  plasma  and  urine ; also  the  volumes  of 
day  and  night  urine.  With  this  knowledge 
certain  calculations  are  made  which  will  in 
most  cases  give  the  diagnosis. 

In  the  few  cases  in  which  the  Kepler-Pow- 
er-Robinson  test  does  not  give  a definite  di- 
agnosis, resort  may  be  had  to  the  Wilder 
test.  This  test  consists  in  determination  of 
urinary  sodium  and  potassium  with  the  pa- 
tient on  a measured  sodium  chloride  and  po- 
tassium intake.  Since  the  reduction  in  the 
sodium  chloride  intake  may  cause  a crisis  in 
a patient  with  Addison’s  Disease,  this  test 
should  be  performed  only  in  the  hospital. 

Still  other  aids  are  two  new  procedures  de- 
veloped by  Thorn(3>  and  associates.  These 
procedures  are  based  on  their  findings  that 
in  a normal  individual  the  percent  of  eosin- 
ophiles  in  the  circulating  blood  drops  shortly, 
within  four  hours,  following  the  administra- 
tion of  pituitary  adrenocorticotrophic  hor- 
mone; whereas  in  the  patient  with  adrenal 
cortical  insufficiency,  this  drop  in  the  eosin- 
ophiles  fails  to  occur.  The  other  procedure 
is  based  on  their  findings  that  in  a normal 
individual  following  pituitary  adrenocortico- 
trophic hormone  an  increase  in  urinary  ex- 
cretion of  uric  acid  occurs,  but  does  not  oc- 
cur in  the  patient  with  Addison’s  Disease. 

Studies  of  Thorn,  Power  and  others  indi- 
cate that  patients  with  Addison’s  Disease 
have  a fixed  concentration  of  sodium  in  the 
urine  and  even  in  the  face  of  sodium  chloride 
deprivation  are  unable  to  extract  sufficient 
sodium  chloride  from  the  urine  for  the 
body’s  needs.  In  Addison’s  Disease  rapid  in- 
gestion of  water  is  not  followed  by  corre- 
sponding increase  of  urine.  The  urinary 
concentration  of  sodium  and  chloride  remain 
relatively  fixed. 

TREATMENT 

The  treatment  of  these  patients  requires 
most  careful  supervision.  They  should  be 
spared  as  much  as  possible,  unusual  stresses 
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and  strains.  Their  activity  should  be  re- 
stricted to  the  amount  which  they  can  read- 
ily tolerate  without  fatigue.  Since  they  are 
susceptible  to  infection  and  withstand  it 
poorly,  all  reasonable  precautions  should  be 
taken  to  safeguard  them  from  infection. 

In  treating  the  ordinary  patient  who  is 
seen  in  the  gradually  progressive  phase  of 
the  disease,  treatment  is  directed  along  the 
lines  designed  to  correct  the  abnormality  of 
the  mineral  and  water  metabolism.  The- 
oretically, the  diet  should  contain  a very 
small  amount  of  potassium.  A diet  contain- 
ing less  than  two  grams  of  potassium  may  be 
used.  This  diet  is  quite  difficult  to  use  chief- 
ly because  it  is  necessary  to  prepare  the 
meat  in  a very  special  way.  If  the  patient 
is  receiving  only  sodium  chloride,  it  is  quite 
important  that  the  diet  be  followed ; but  if 
desoxycorticosterone  acetate  is  being  admin- 
istered, the  potassium  intake  need  not  be 
controlled  so  strictly. 

The  second  specific  measure  available  is 
the  use  of  sodium  chloride  to  replace  the 
sodium  chloride  which  is  lost  through  ex- 
cessive urinary  excretion.  This  can  be  done 
by  the  daily  administration  of  three  to  ten 
grams  of  sodium,  which  is  ordinarily  admin- 
istered in  tablet  form.  In  former  years  the 
practice  was  to  administer  very  large  doses 
of  sodium  chloride  but  in  recent  years  there 
has  been  a tendency  to  reduce  the  amount 
used  and  most  workers  feel  the  optimum  dos- 
age to  be  3.0  to  6.0  gm.  daily.  In  the  mild 
cases  the  restriction  of  potassium  intake  in 
addition  to  the  administration  of  sodium 
chloride  is  sufficient  to  keep  the  patient  in 
reasonably  good  condition. 

In  severe  cases  it  is  necessary  to  resort  to 
the  use  of  adrenal  cortex  preparations  or  to 
desoxycorticosterone  acetate.  Ideally,  one 
would  use  a single  hormone  which  corrects 
for  all  the  deficiencies  associated  with  Addi- 
son’s Disease.  No  such  hormone  is  available 
at  present.  The  closest  to  the  ideal  hormone 
is  corticosterone,  which  does  correct  both 
the  carbohydrate  and  electrolyte  metabolism, 
but  this  is  not  yet  available  commercially. 
Reichstein  has  been  able  to  synthesize  ster- 
oids with  an  oxygen  atom  at  C 11.  This 
steroid  is  a strong  sugar  controlling  hor- 
mone, so  there  is  promise  that  we  will  have 
nearly  ideal  substitution  therapy  for  this 
condition  in  the  near  future;  but  until  we 
do,  we  must  resort  to  Desoxycorticosterone 
as  the  sheet  anchor  of  therapy. 


Desoxycorticosterone  is  prepared  as  the 
acetate,  by  several  pharmaceutical  firms. 
The  preparations  are  identical,  each  contain- 
ing 5 mg.  in  1 cc.  of  oil.  It'  is  necessary  to 
establish  a maintenance  dosage  of  D.C.A. 
(desoxycorticosterone  acetate)  just  as  it  is 
necessary  to  establish  a maintenance  dosage 
of  insulin  in  diabetes.  The  patient  should 
be  placed  on  a dose  of  3 to  6 gm.  of  sodium 
chloride  daily,  plus  5 mg.  of  D.C.A.  daily.  He 
should  be  checked  daily  for  increase  in 
weight,  vascular  tension  and  pitting  edema 
of  the  extremities.  Should  rapid  increase  in 
weight  or  edema  occur,  then  the  dose  should 
be  reduced  by  half  and  further  regulated  ac- 
cording to  the  patient’s  needs.  One  must  ob- 
serve the  patient  for  evidence  of  cardiac 
dilatation,  arrhythmia  and  pulmonary  ede- 
ma. Should  these  symptoms  occur,  the  dose 
must  be  drastically  reduced,  as  well  as  a re- 
duction in  sodium  chloride  intake.  When 
the  patient  is  regulated  on  D.C.A.,  that  is, 
when  he  maintains  his  weight,  has  no  gastro- 
intestinal  symptoms  and  has  enough 
strength  to  enable  him  to  carry  on  a fstir 
amount  of  activity,  without  signs  of  over- 
dosage, one  can  begin  to  think  about  the  use 
of  pellet  implantation. 

When  the  patient  has  been  stabilized  for 
several  weeks,  Thorn  recommends  observa- 
tion for  three  months,  then  pellet  implanta- 
tion may  be  carried  out.  The  pellets  consist 
of  125  mg.  of  desoxycorticosterone  acetate. 
When  implanted  subcutaneously,  the  hor- 
mone is  absorbed  at  the  equivalent  of  0.5  mg. 
daily  for  each  pellet  of  125  mg.  Therefore 
if  a patient’s  daily  need  is  5 mg.  he  requires 
ten  pellets.  The  absorption  from  the  pellets 
is  continued  over  a 10  to  15  month  period 
and  eliminates  the  bother  of  injections.  The 
pellets  are  implanted  subcutaneously  through 
a small  incision  made  in  the  infrascapula 
region.  Another  method  of  implantation  is 
through  a trocar. 

Should  a crisis  occur  as  a result  of  stress, 
operation  or  infection,  intensive  therapy 
should  be  promptly  instituted.  The  patient 
should  immediately  be  given  at  least  1000  cc. 
of  0.9  per  cent  saline  solution  containing  5 
or  10  per  cent  glucose.  A second  infusion  is 
given  10  hours  later  and  thereafter  at  least 
once  daily  until  the  patient  tolerates  food 
and  liquids  well.  Twenty-five  cc.  of  aqueous 
adrenal  cortical  extract  such  as  Eschatin 
should  be  administered  in  the  first  intraven- 
ous infusion,  and  thereafter  every  four  to 
eight  hours,  depending  on  the  patient’s  con- 
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dition.  Twenty  mg.  of  D.C.A.  in  oil  should 
be  administered  immediately  and  thereafter 
5 to  10  mg.  daily,  depending  on  the  patient’s 
progress.  With  these  large  doses,  one  must 
be  on  the  guard  for  excessive  retention  of 
fluid  and  warning  signals  mentioned  above. 
These  are  the  keystones  of  treatment  and 
will  usually  be  rewarded  by  a prompt  re- 
sponse. 

A word  regarding  the  improving  prog- 
nosis of  these  cases  is  in  order  here. 
Thorn(4>  states  that  prior  to  1930,  when 
cortical  extract  became  clinically  available, 
life  expectancy  was  one  to  two  years  and  80 
per  cent  died  within  three  years.  Between 
1930  and  1937,  with  adequate  doses  of  sodi- 
um chloride  but  inadequate  cortical  extract, 
improvement  in  life  expectancy  was  only 
slight.  Since  1937,  when  treatment  with 
D.C.A.  began,  at  the  end  of  three  years  only 
30  per  cent  had  died. 

CASE  REPORT 

In  1922  Gilbert  Fitzpatrick*5)  first  imported  in 
American  Literature,  a case  of  Addison’s  Disease 
complicated  by  pregnancy.  At  that  time  he  was  able 
to  collect  reports  of  only  eleven  cases  in  which  preg- 
nancy and  Addison’s  Disease  coexisted.  The  follow- 
ing case  is  of  particular  interest  because  of  the 
existence  of  Addison’s  Disease  during  pregnancy. 

Mrs.  W.  F.  S.,  a 20  year  old  white,  married  house- 
wife, first  consulted  Dr.  J.  S.  Welch  November  14, 
1947,  and  was  referred  by  Dr.  Welch  to  my  care. 
When  first  seen,  she  complained  of  nausea,  vomit- 
ing, weakness,  loss  of  weight  and  drowsiness.  The 
family  history  contributed  nothing  of  significance. 
The  patient’s  past  history  was  not  remarkable  prior 
to  the  present  illness;  in  fact,  she  stated  that  she 
had  always  been  well,  had  gone  through  two  preg- 
nancies uneventfully  prior  to  the  present  illness. 
A tic  involving  the  left  eye  had  been  present  since 
childhood  and  she  thought  her  blood  pressure  had 
always  been  low. 

In  November,  1946,  the  patient  became  pregnant 
for  the  third  time.  Her  weight  at  this  time  was 
176  pounds.  During  pregnancy  she  steadily  lost 
weight  so  that  at  the  time  of  delivery,  in  July,  1947, 
her  weight  was  151  pounds.  In  the  latter  part  of 
June  she  was  admitted  to  the  Lincoln  General  Hos- 
pital for  short  periods  on  two  occasions,  because  of 
low  grade  fever,  pain  in  the  right  upper  abdomen 
radiating  posteriorly,  nausea  and  vomiting.  Tender- 
ness was  noted  in  the  right  costevertebral  angle. 
Urinary  and  x-ray  findings  indicated  an  infected 
hydronephrosis  of  the  right  kidney.  For  this  con- 
dition she  received  penicillin,  liver  and  saline  in- 
fusions. Delivery  occurred  uneventfully  on  July  22, 
1947,  following  which  she  felt  splendid.  On  July 
25th  ligitation  of  the  Fallopian  tubes  was  perform- 
ed. She  was  discharged  on  July  31st  but  re-admitted 
on  August  23rd  with  the  diagnosis  of  recurrent 
hydronephrosis,  and  remained  in  the  hospital  eight 
days. 

Following  her  release  from  the  hospital  she  did 
not  feel  well.  She  noticed  soreness  and  pain  in  the 


right  lower  quadrant.  Nausea  and  vomiting  occur- 
red with  increasing  frequency  until  it  reached  the 
point  where  she  was  unable  to  retain  food.  She 
developed  a craving  for  milk  and  olives.  Her  bowel 
movements  were  loose  and  green  but  not  excessive 
in  number.  She  became  progressively  weaker  during 
September  and  October.  Eventually  it  became  nec- 
essary for  her  husband  to  carry  her  about  the  house 
because  of  weakness  and  dizziness.  Drowsiness  de- 
veloped as  a prominent  symptom  so  that  she  would 
go  to  sleep  whenever  she  lay  down.  Her  menses 
prior  to  the  last  pregnancy  occurred  at  28  day  inter- 
vals. Since  this  pregnancy  they  had  occurred  at  21 
day  intervals,  lasting  three  or  four  days.  Whereas 
her  skin  was  normally  fair  and  clear,  she  noticed 
that  it  had  become  sallow  and  dirty,  since  her  last 
delivery.  Black  freckles  had  appeared  on  the  upper 
arms. 

The  study  of  this  patient  was  begun  in  the  office, 
but  while  awaiting  hospitalization  she  developed 
such  persistent  vomiting  and  weakness  that  it  was 
necessary  to  see  her  at  home.  When  seen  at  her 
home  on  November  24th  she  was  extremely  weak 
and  vomiting  frequently.  Her  temperature  was  98.4, 
pulse  140,  blood  pressure  90/56.  Her  weight  at  this 
time  was  116  pounds.  She  appeared  emacited.  The 
eyes  appeared  sunken  in  the  sockets.  The  lips  were 
dry,  scaly  and  cracked.  Her  face  was  pale  but  had 
a tawny  color,  as  did  the  rest  of  the  body.  Over 
the  extensor  surfaces  of  the  knees,  elbows,  fingers 
and  toes  the  skin  had  a dirty  appearance.  The 
areas  of  the  body  which  are  naturally  heavily  pig- 
mented were  especially  so,  including  the  areola  and 
the  area  about  the  anus  and  genitalia.  Pigmenta- 
tion was  increased  in  the  striae  of  the  breasts. 
Black  freckles  were  noted  on  arms,  neck  and  back. 
The  skin  did  not  seem  excessively  dry  but  was  very 
loose,  indicating  loss  of  weight.  The  distribution 
of  the  hair  and  its  texture  were  normal.  A tic 
involving  the  left  eye  was  present,  with  a slight 
external  strabismus.  The  buccal  membranes  were 
somewhat  pale  but  no  pigmentation  of  the  gums, 
buccal  membranes  or  palate  was  noted.  The  thorax 
was  hyper-resonant  throughout.  Auscultation  of 
the  lungs  was  normal.  No  external  cardiac  pulsa- 
tion was  visible.  The  cardiac  borders  were  diffi- 
cult to  outline,  apparently  because  of  increased 
aeration  of  the  lungs;  but  the  heart  seemed  to  be 
considerably  smaller  than  average.  The  heart 
sounds  were  of  moderate  intensity.  They  were 
heard  over  a wide  area,  being  almost  equal  in  in- 
tensity on  both  sides  of  the  anterior  chest.  No 
cardiac  murmurs  were  detected.  The  pulse  was 
rapid  and  feeble.  The  abdomen  was  flacid.  Many 
large  striae  were  present  over  the  lower  abdomen. 
Tenderness  was  present  in  the  cecal  area.  No  en- 
larged viscera  were  detected.  Slight  tenderness  was 
noted  in  the  right  costovertebral  angle.  The  pelvis 
was  normal.  Reflexes  were  normal. 

A presumptive  diagnosis  of  Addison’s  disease  was 
made.  7.5  mg.  of  desoxycorticosterone  was  given. 
When  seen  on  the  following  morning  the  patient’s 
condition  was  worse  than  on  the  previous  evening. 
She  was  drowsy  and  weak  and  vomiting  continued. 
The  blood  pressure  was  90/60,  the  pulse  rate  had 
risen  to  160.  A second  injection  of  desoxycorticost- 
erone was  given.  Because  of  the  patient’s  critical 
condition,  1000  cc.  of  6 per  cent  glucose  in  saline 
was  administered  at  home,  while  awaiting  hospitali- 
zation later  in  the  day.  The  patient  was  admitted 
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to  Bryan  Memorial  Hospital  at  4 p.m.  on  Novem- 
ber 25th.  Because  of  her  extremely  serious  condi- 
ttion  it  was  considered  unwise  to  postpone  treat- 
ment for  any  laboratory  studies.  Basic  treatment 
consisted  of  administration  of  2,000  cc.  of  6 per- 
cent glucose  in  saline  daily,  in  addition  to  5 mg. 
desoxycorticosterone  acetate  daily.  Within  24  hours 
nausea  and  vomiting  were  much  improved  and  her 
general  condition  was  considerably  better. 

On  initial  laboratory  studies  the  urine  was  normal 
The  hemoglobin  was  15  gm.,  RBC  5,420,000;  WBC 
12,400.  This  was  considered  to  be  due  to  homocon- 
centration since  the  erythrocyte  and  leukocyte 
counts  later  were  considerably  lower.  The  differ- 
ential count  showed  a relative  lymphocytosis  with  an 
eosinaphilia  of  10  per  cent. 

A blood  chloride  level  done  on  November  26th, 
after  the  patient  had  been  given  2,000  cc.  of  5 per 
cent  glucose  in  saline  during  the  previous  24  hours, 
was  450  mg.  per  cent.  This  figure  is  the  lowest 
consistent  with  normalcy.  Unfortunately,  it  was 
not  possible  to  do  potassium  and  sodium  determina- 
tion on  the  blood,  so  these  are  not  available.  A 
glucose  tolerance  test  revealed  a fasting  blooa 
sugar  of  84  mg.  per  cent.  The  highest  rise  was 
132  mg.  per  cent,  at  one-half  hour,  with  a fall  to 
74  mg.  per  cent  at  four  hours.  The  basal  meta- 
bolic rate  was  + 3 per  cent.  Kepler  water  excre- 
tion test  was  performed  on  December  8th,  while  the 
patient  was  receiving  desoxycorticosterone,  and 
without  the  stringent  restriction  of  salt  which  the 
test  advocates.  In  spite  of  this,  the  test  was  posi- 
tive. The  second  part  of  the  test  gave  an  index  of 
25.2,  which  was  considered  to  be  strongly  suggestive 
of  Addison’s  Disease,  since  the  patient  was  under 
treatment  while  the  test  was  being  run.  Electro- 
cardiograms taken  on  the  day  after  admission 
showed  minor  abnormalities  consistent  with  toxic 
myocarditis.  An  x-ray  of  the  heart  showed  it  to 
be  very  small,  especially  when  it  is  recalled  that  this 
patient  weighed  176  pounds  13  months  prior  to  the 
time  the  x-ray  was  taken.  A flat  plate  of  the  ab- 
domen was  negative  for  calcification  in  the  region 
of  the  adrenal  glands.  An  intravenous  pyelogram 
was  normal.  Mantoux  test,  first  and  second 
strength,  was  negative. 

The  patient  responded  quite  satisfactorily  to 
treatment,  with  lessening  of  the  nausea  and  vomit- 
ing, reduction  in  the  pulse  rate  and  increase  in  the 
blood  pressure  to  108/70.  On  the  second  day  after 
admission  she  complained  of  a generalized  headache. 
On  the  following  day  ophthalmoscopic  examination 
showed  a papilledema.  Neurological  examination, 
including  examination  of  tthe  spinal  fluid,  was 
normal.  It  was  thought  that  this  papilledema 
might  be  due  to  retention  of  fluid,  so  the  desoxy- 
corticosterone was  reduced  to  3 mg.  daily.  Follow- 
ing this  reduction  in  the  dosage,  the  headache  and 
papilledema  improved.  Improvement  continued  to 
the  point  it  was  thought  the  patient  might  be  car- 
ried on  sodium  chloride  orally,  without  the  use  of 
endocrine  therapy.  Accordingly  she  was  placed  on 
6 gm.  or  sodium  chloride  daily.  A second  water 
test  was  attempted  after  discontinuing  the  sodium 
chloride  medication  and  omitting  sodium  chloride 
from  the  food.  On  attempting  to  take  the  large 
amounts  of  water  required  for  the  test,  she  became 
nauseated  and  vomited,  so  that  it  was  not  possible 
to  perform  the  test  under  the  prescribed  conditions. 
The  blood  chloride  level  at  this  time  was  350  mg. 


per  cent.  The  pigmentation  of  the  skin  decreased 
somewhat,  although  no  change  in  the  black  freckles 
was  noted.  A large  area  of  vitiligo  appeared  on  the 
lateral  surface  of  the  right  upper' arm.  Serial  elec- 
trocardiograms showed  a return  to  normal.  No  in- 
crease in  the  size  of  the  heart  occurred. 

The  patient  was  discharged  from  the  hospital  on 
June  3rd,  receiving  3 gm.  sodium  chloride  and  5 
mgm.  desoxycorticosterone  daily.  She  has  been 
susceptible  to  minor  infections,  which  have  several 
times  terminated  in  crises  requiring  very  intensive 
treatment.  Short  periods  of  hospitalization  have 
been  necessary  on  four  occasions.  The  last  hospitali- 
zation was  because  of  bronchopneumonia  associated 
with  severe  bronchospasm.  The  patient’s  condition 
was  extremely  critical  for  one  day  but  she  responded 
rapidly  to  intensive  treatment.  At  present  she  is 
moderately  active  and  is  being  maintained  on  2.5 
mgm.  of  desoxycorticosterone  plus  5 gm.  of  sodium 
chloride  daily. 

SUMMARY 

1.  The  water  test  of  Kepler,  Power  and 

Robinson,  and  the  response  to  pituitary 
adrenocorticotrophic  hormone  as  developed 
by  Thorn  and  associates  constitute  two  val- 
uable and  relatively  simple  aids  in  the  diag- 
nosis of  Addison’s  Disease.  ^ 

2.  With  recent  improved  methods  of  treat- 
ment, the  prognosis  for  these  patients  is 
much  improved. 

3.  There  is  encouragement  for  the  devel- 
opment in  the  near  future  of  a hormone 
which  will  furnish  all  the  essential  elements 
lacking  in  Addison’s  disease. 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 


ANNOUNCEMENTS 


GENERAL  REFRESHER  COURSE 

The  next  post-graduate  refresher  course 
will  be  given  by  the  faculty  of  the  University 
of  Nebraska  College  of  Medicine  in  Omaha, 
April  18  to  22,  1949. 

The  course  is  especially  designed  to  bring 
the  practicing  physician  up  to  date  on  recent 
advances  in  medicine  and  surgery  and  the 
various  specialties.  The  fee  for  the  course 
will  be  $25.00,  and  any  communications 
should  be  sent  in  care  of  Dr.  W.  B.  Moody, 
Chairman,  Refresher  Course  Committee, 
University  of  Nebraska  College  of  Medicine, 
42nd  and  Dewey  Avenue,  Omaha  5,  Nebras- 
ka. Reservations  should  be  made  in  advance. 


REFRESHER  COURSE  IN  PEDIATRICS 

A five-day  refresher  course  emphasizing 
Pediatrics  will  be  given  by  the  Faculty  of  the 
University  of  Nebraska  College  of  Medicine 
from  May  16-20  inclusive.  The  course  is  a 
joint  venture  of  the  Department  of  Pedi- 
atrics of  the  College  of  Medicine  and  the  Ma- 
ternal and  Child  Health  Division  of  the  State 
Department  of  Health  and  is  designed  pri- 
marily to  assist  general  practitioners  in  keep- 
ing abreast  of  recent  advances  in  Pediatrics. 

The  refresher  course  will  be  conducted  at 
the  University  Hospital  and  Dispensary  in 
Omaha,  Nebraska,  utilizing  patients  and  clin- 
ical facilities.  In  general,  there  will  be  a 
series  of  one-hour  clinics,  case  presentations 
and  discussion  hours  covering  a variety  of 
subjects  of  interest  to  the  general  practition- 
er who  is  especially  concerned  with  Pediatric 
care. 

The  counselor  for  each  district  is  being 
asked  to  recommend  one  candidate  and  an 
alternate  from  his  District  to  attend  the  re- 
fresher course.  Limited  funds  are  available 
to  allow  a small  per  diem  reimbursement  to 
physicians  attending  this  course  and  for  tra- 
vel at  the  rate  of  five  cents  per  mile.  Because 
of  the  limited  funds  the  course  is  restricted 
to  one  representative  of  each  Councilor  Dist- 
rict. 

Any  practicing  physician  of  Nebraska  who 
is  interested  in  attending  this  refresher 
course  is  requested  to  write  to  his  Counselor 
for  further  details. 

HAROLD  C.  LUETH. 

Dean,  University  of  Nebraska 

College  of  Medicine. 
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AMERICAN  ASSOCIATION  OF  RAILWAY 
SURGEONS 

The  Sixty-First  Annual  Meeting  of  the  American 
Association  of  Railway  Surgeons  will  be  held  at 
Drake  Hotel,  Chicago,  Illinois,  on  Thursday,  June 
30,  Friday,  July  1,  and  Saturday  morning,  July  2, 
1949. 

An  exceptionally  interesting  and  instructive  scien- 
tific program  has  been  arranged,  which  will  be  giv- 
en from  10:00  to  12:30  on  each  of  the  three  morn- 
ings, and  from  2:00  to  4:30  on  the  first  two  after- 
noons. 

The  morning  sessions  will  include  12  papers  on 
vai’ious  medical  and  surgical  subjects,  given  by 
outstanding  authorities.  The  two  afternoon  ses- 
sions will  be  devoted  to  symposia  on  “Lesions  of  the 
Bones  and  Joints”  and  “Intra-thoracic  Disorders.” 

The  annual  dinner  will  be  held  at  the  Drake  Hotel 
on  Friday  evening,  July  1,  1949. 

Room  reservations  may  be  made  at  the  Drake 
Hotel  or  at  the  nearby  Knickerbocker  Hotel. 

There  will  be  a technical  exhibit  in  conjunction 
with  the  scientific  meetings. 


The  Board  of  Examiners  of  the  American  Col- 
lege of  Chest  Physicians  announces  that  the  next 
oral  and  written  examinations  for  Fellowship  will 
be  held  in  Atlantic  City,  June  2,  1949.  Candidates 
for  Fellowship  in  the  College,  who  would  like  to 
take  the  examinations,  should  contact  the  Execu- 
tive Secretary,  American  College  of  Chest  Physi- 
cians, 500  North  Dearborn  Street,  Chicago  10,  111. 

The  Fifteenth  Annual  Meeting  of  the  American 
College'  of  Chest  Physicians  will  be  held  at  the 
Ambassador  Hotel,  Atlantic  City,  June  2-5,  1949. 
An  interesting  scientific  program  has  been  ar- 
ranged for  this  meeting,  and  speakers  from  several 
other  countries  are  scheduled  to  appear. 


The  Federal  Security  Administration’s 
Food  and  Drug  Administration  is  making 
seizure  of  Syrup  of  Urethane.  This  is  a 
cough  syrup  manufactured  by  Marvin  R. 
Thompson,  Inc.,  Stamford,  Conn.  Physicians, 
pharmacists,  and  consumers  are  warned  that 
the  administration  of  Urethane  in  the  quan- 
tity recommended  on  the  label  may  cause  a 
dangerous  lowering  of  the  white  blood  cell 
count.  This  leaves  the  patient  more  liable  to 
infection  from  disease  germs.  Individuals 
suffering  from  coughs  are  likely  to  have  ac- 
companying infections. 


AMERICAN  BOARD  OF  OBSTETRICS 
AND  GYNECOLOGY,  INC. 

The  general  oral  and  pathology  examinations 
(Part  II)  for  all  candidates  will  be  conducted  at 
Chicago,  Illinois,  by  the  entire  Board  from  Sunday, 
May  8,  through  Saturday,  May  14,  1949.  The  Hotel 
Shoreland  in  Chicago  will  be  the  headquarters  for 
the  Board.  Formal  notice  of  the  exact  time  of 
each  candidate’s  examination  will  be  sent  him  sev- 


eral weeks  in  advance  of  the  examination  dates. 
Hotel  reservations  may  be  made  by  writing  direct  to 
the  Shoreland. 

Candidates  for  re-examinatioTi  in  Part  II  must 
make  written  application  to  the  Secretary’s  office 
not  later  than  April  1,  1949. 

Candidates  in  military  or  Naval  Service  are  re- 
quested to  keep  the  Secretary’s  office  informed  of 
any  change  in  address. 

Applications  are  now  being  received  for  the  1950 
examinations. 


THE  AMERICAN  CONGRESS  OF  PHYSICAL 
MEDICINE 

The  American  Congress  of  Physical  Medicine  will 
hold  its  twenty-seventh  annual  scientific  and  clinical 
session  Sept.  6,  7,  8,  9 and  10,  1949  inclusive,  at 
the  Netherland  Plaza  Hotel,  Cincinnati,  Ohio.  Sci- 
entific and  clinical  sessions  will  be  given  on  the 
days  of  Sept.  6,  7,  8,  9 and  10,  1949.  All  sessions 
will  be  open  to  members  of  the  medical  profession 
in  good  standing  with  the  American  Medical  Asso- 
ciation. In  addition  to  the  scientific  sessions,  the 
annual  instruction  courses  will  be  held  Sept.  6,  7, 
8 and  9.  These  courses  will  be  offered  in  two  groups. 
One  set  of  ten  lectures  will  consist  of  basic  sub- 
jects and  attendance  will  be  limited  to  physicians. 
One  set  of  ten  lectures  will  be  more  general  in 
character  and  will  be  open  to  physicians  as  well  as 
to  physical  therapy  technicians  who  are  registered 
with  the  American  Registry  of  Physical  Therapy 
Technicians.  Full  information  may  be  obtained  by 
writing  to  the  American  Congress  of  Physical  Medi- 
cine, 30  North  Michigan  Avenue,  Chicago  2,  111. 


“Doctor,  when  you  peruse  the  advertising  pages 
in  our  journal,  remember  this:  all  ads  are  carefully 
screened — the  items,  services,  and  messages  pre- 
sented are  committee-accepted.  Our  standards  are 
of  the  highest.  The  advertisers  like  our  journal — 
that’s  why  they  selected  it  for  use  in  their  promo- 
tional program.  They  seek  your  patronage  and 
your  response  encourages  continued  use  of  our  pub- 
lication. In  turn,  the  advertisers’  patronage  helps 
us  to  produce  a journal  that  is  second  to  none  in 
our  state.  When  you  send  inquiries,  tell  them  that 
you  read  their  advertisement  in  the  Nebraska  State 
Medical  Journal.” 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
ANNUAL  SESSION  PROGRAM 
Monday,  May  2,  1949 
GOLF  TOURNAMENT 
1 :00  p.m.  Omaha  Field  Club 

TRAP  SHOOT 

2:30  p.m.  Omaha  Country  Club 

SPORTSMAN  DINNER 

6:00-6:45  p.m.  Cocktails  at  Omaha  Field  Club 
7:00  p.m.  Dinner  at  Omaha  Field  Club 

HOUSE  OF  DELEGATES 
2:00  p.m.  First  Session 


132 


ANNUAL  ASSOCIATION  PROGRAM 


Nebr.  S.  M.  Jour. 
April,  1949 


TUESDAY,  MORNING,  MAY  3,  1949 

Meeting  to  be  opened  by  J.  E.  M.  Thomson,  M.D., 
Lincoln,  President  Nebraska  State  Medical  Associa- 
tion. 

D.  O.  Hughes,  M.D.,  Fairbury,  Presiding 

9:00  “Diagnosis  and  Treatment  of  Varicose  Veins” 
(Motion  Picture) 

— Earl  A.  Connolly,  M.D.,  and  Arnold  W. 
Lempka,  M.D.,  Omaha 

9:20  “Bacteriological  Aspects  of  Chemotherapy” 
— J.  M.  Severens,  Ph.D.,  Omaha 
9:40  “The  Consideration  for  Surgery  in  the  Man- 
agement of  Bleeding  Peptic  Ulcer” 

— R.  Russell  Best,  M.D.,  Omaha 
10:00  “Common  Affections  of  the  Hands” 

— Curtis  M.  Hanson,  M.D.,  Lincoln 
10:20  Discussion 
10:30  “Acute  Pancreatitis” 

— Mims  Gage,  M.D.,  Prof,  of  Clinical  Sur- 
gery, Tulane  University,  New  Orleans 
11:00  “Cushing’s  Syndrome  — A Possible  Clue  to 
Certain  Diseases  of  Old  Age” 

— Charles  E.  Dunlap,  M.D.,  Prof,  of  Path- 
ology, Tulane  University,  New  Orleans 
— Thomas  Findley,  M.D.,  Assoc.  Prof,  of 
Pathology,  Tulane  University,  New  Or- 
leans 

11:30  “Carcinoma  of  the  Stomach” 

12:30  Alumni  Luncheons 

TUESDAY  AFTERNOON 
G.  E.  Charlton,  M.D.,  Norfolk,  Presiding 

2:00  Presidential  Address 

— J.  E.  M.  Thomson,  M.D.,  Lincoln 
2:20  Installation  of  Incoming  President 
— Joseph  D.  McCarthy,  M.D.,  Omaha 
2:30  Guest  Introduction 

— Nebraska  State  Dental  Association 
2:40  Necrology 

— Roy  Whitham,  M.D.,  Lincoln 
2:50  Tulane  University — Panel  Discussion  on 
“Peripheral  Vascular  Disease” 

— John  Gilligan,  M.D.,  Nebraska  City,  Mod- 
erator 

“Surgical  Management  of  Thrombo-embol- 
ism” 

— Mims  Gage,  M.D. 

“The  Ischemic  Extremity” 

— Thomas  Findley,  M.D. 

“Thrombosis  and  Embolism” 

— Charles  E.  Dunlap,  M.D. 

QUESTIONS 

WEDNESDAY  MORNING,  MAY  4,  1949 
George  Haslam,  M.D.,  Fremont,  Presiding 

9:00  “Brain  Tumor  Simulating  Other  Diseases” 
— Wilbur  A.  Muehlig,  M.D.,  Omaha 
9:20  “Shortening  of  the  Disability  Period  of 
Spinal  Fusion  and  Disc  Surgery” 

— Keith  W.  Sheldon,  M.D.,  and  Fritz  Teal, 
M.D.,  Lincoln  (To  be  presented  by  Keith 
W.  Sheldon,  M.D.) 

9:40  “Clinical  Application  of  Radio-Isotopes  in 
Medical  Therapy” 

— Howard  B.  Hunt,  M.D.,  Omaha 


10:00  “Differential  Diagnosis  of  Infections  of  the 
Central  Nervous  System” 

— Morris  Schaeffer,  M.D.,  Western  Reserve 
University,  Cleveland,  Ohio 

10:20  “Differential  Diagnosis  of  Hemorrhage  from 
the  Gastro-Intestinal  Tract” 

— Clinical:  Dr.  Roscoe  Leas,  M.D.,  Western 
Reserve  University,  Cleveland 

10:40  Radiological:  Dr.  Harry  Hauser,  M.D.,  West- 
ern Reserve  University,  Cleveland 

11:00  “Differential  Diagnosis  of  Jaundice” 

— Francis  Bayless,  M.D.,  Western  Reserve 
University,  Cleveland 

WEDNESDAY  AFTERNOON 

12:30  Luncheon 

1:15  Symposium  “World  Medical  Affairs” 

— J.  D.  McCarthy,  M.D.,  Omaha,  Presiding 
“Trends  in  Europe,  Asia  and  South  America” 
— E.  E.  Irons,  M.D.,  Chicago,  President-elect, 
American  Medical  Association 
“Trends  in  the  United  States” 

— J.  R.  McVay,  M.D.,  Kansas  City,  Chair- 
man, Council  on  Medical  Service  of  the 
American  Medical  Association 
“Trends  in  Legislation” 

— J.  S.  Lawrence,  M.D.,  Washington,  D.  C., 
Director,  Washington  Office  of  American 
Medical  Association 

3:00  Western  Reserve  University— Panel  on  “In- 
fectious Diseases” 

— S.  M.  Rathbun,  M.D.,  Beatrice,  Moderator 
Clinico-Pathological  Conference 
“Pulmonary  Disease” 

— Francis  Bay  less,  M.D. 

— Morris  Schaeffer,  M.D. 

— Roscoe  Leas,  M.D. 

—Harry  Hauser,  M.D. 

QUESTIONS 

WEDNESDAY  EVENING 

7 :()0  Banquet — Nebraska  State  Medical  Associa- 
tion 

THURSDAY  MORNING,  MAY  5,  1949 
Fay  Smith,  M.D.,  Imperial,  Presiding 

9:00  “Psychiatric  Problems  in  Nebraska’s  Older 
People” 

— G.  Lee  Sandritter,  M.D.,  Norfolk 

9:20  “Idiopathic  Thrombocytopenic  Purpura” 

— John  R.  Schenken,  M.D.,  and  G.  Hal  De- 
May,  M.D.,  Omaha  (To  be  presented  by 
John  R.  Schenken,  M.D.) 

9:40  “The  Management  of  Complications  of  Dia- 
betes Mellitus” 

— Harold  C.  Lueth,  M.D.,  and  Marlin  J.  E. 
Johnson,  Omaha  (To  be  presented  by  Har- 
old C.  Lueth,  M.D.) 

10:00  “Neonatal  Jaundice” 

- — John  Bigler,  M.D.,  Prof,  of  Pediatrics, 
Northwestern  University,  Chicago 

10:30  “Urological  Problems  in  Pregnancy” 

— Knowlton  Barber,  M.D.,  Assistant  Prof, 
of  Urology,  Noi’thwestern  University,  Chi- 
cago 
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11:00  “Blood  in  Pregnancy,  Pathological  and  Nor- 
mal Changes” 

— George  LeRoy,  M.D.,  Assistant  Prof,  of 
Medicine,  Northwestern  University,  Chi- 
cago 

11:30  “Hydatid  Mole  and  Chorio — Epithelioma,  Di- 
agnosis and  Treatment” 

— Edward  M.  Dorr,  M.D.,  Assistant  Prof,  of 
Obstetrics  and  Gynecology,  Northwestern 
University,  Chicago 

THURSDAY  AFTERNOON 
12:30  Luncheon 

1:15  Symposium  “State  Medical  Affairs” 

— Floyd  Rogers,  M.D.,  Lincoln,  Chairman, 
Planning  Committee  of  the  Nebraska 
State  Medical  Association,  Presiding 
3:00  Northwestern  University — Panel 

— John  S.  Broz,  M.D.,  Alliance,  Moderator 
“Congenital  Obstruction  of  the  Gastro-In- 
testinal  Tract  in  the  Newborn” 

— John  Bigler,  M.D. 

“Toxemias  of  Pregnancy” 

— Edward  M.  Dorr,  M.D. 

— George  LeRoy,  M.D. 

— Knowlton  Barber,  M.D. 

QUESTIONS 


WOMAN'S  AUXILIARY 


A joint  meeting  of  the  Omaha-Douglas  County 
Medical  Society  and  the  Woman’s  Auxiliary  was 
held  Tuesday  evening,  March  8,  in  the  auditorium 
of  the  Medical  Arts  Building.  The  program  was  a 
panel  discussion  — “The  Expanded  Program  for 
Medical  Service”  in  which  Dr.  Floyd  L.  Rogers  of 
Lincoln,  Mr.  M.  C.  Smith  of  Lincoln,  Dr.  Harold 
S.  Morgan  of  Lincoln,  and  Dr.  A.  J.  Offerman  of 
Omaha  participated.  Dr.  J.  D.  McCarthy  of  Omaha 
introduced  the  panel. 

Following  the  program  a dutch  lunch  was  served. 
About  150  members  attended. 

MRS.  WILBUR  A.  MUEHLIG, 
Press  and  Publicity  Chairman, 
Omaha,  Nebraska 


Mrs.  Harvey  of  Scottsbluff  Auxiliary  announces 
the  names  of  their  new  officers.  They  are:  Presi- 
dent, Mrs.  J.  L.  Cutler,  1508  3rd  Ave.,  Scottsbluff; 
Vice  President,  Mrs.  Carl  L.  Frank,  1624  Ave.  “A,” 
Scottsbluff;  Secretary,  Mrs.  Douglas  Campbell,  2415 
2nd  Ave.,  Scottsbluff;  Treasurer,  Mrs.  Kenneth  A. 
Ohme,  1503  Broadway,  Mitchell,  Nebr. 


A new  auxiliary  to  the  Medical  Association 
of  Fillmore-Saline  counties,  was  organized  on 
Monday,  February  21st.  The  group  was  en- 
tertained at  the  home  of  Mrs.  Rodney  John- 
son of  Friend,  Nebr.  Mrs.  P.  O.  Marvel,  pres- 
ident of  the  Woman’s  Auxiliary  to  the  Ne- 
braska State  Medical  Association,  was  a 
guest  and  helped  in  the  organization.  Mrs. 
L.  W.  Forney  of  Crete  is  the  president;  Mrs. 


Rodney  Johnson  of  Friend,  vice-president; 
Mrs.  Chas.  Ashby  of  Geneva,  secretary- 
treasurer.  This  group  will  meet  at  the  same 
time  and  place  the  Fillmore-Saline  County 
Medical  Association  hold  their  meetings.  A 
constitution  will  be  submitted  for  approval  at 
their  next  meeting.  They  start  with  ten 
members,  but  expect  to  increase  this  before 
they  meet  again. 


AUXILIARY  DISCUSSES  SOCIALIZED 
MEDICINE 

Seventeen  members  of  the  Women’s  Auxiliary  to 
the  Adams  County  Medical  Association  and  two 
guests,  Mmes.  Frank  Tanner  and  Robert  Hillyer, 
both  from  Lincoln,  participated  in  a roundtable  dis- 
cussion of  “Socialized  Medicine”  Wednesday  eve- 
ning as  the  auxiliary  met  at  the  Hastings  State 
Hospital.  Mrs.  L.  W.  Rork  served  as  discussion 
leader. 

Forty  layette  articles  which  the  auxiliary  women 
have  made  for  Salvation  Army  welfare  work  were 
on  display.  Mrs.  C.  W.  Guildner  presided  at  the 
business  meeting. 

MRS.  LEE  WALLACE  RORK, 

1127  N.  Hastings  Ave., 

Hastings,  Nebraska 


A few  more  months,  and  the  members  of 
the  Woman’s  Auxiliary  to  the  American 
Medical  Association  will  be  arriving  in  At- 
lantic City,  New  Jersey  for  their  Annnual 
Convention,  June  6th  to  10th. 

Have  you  made  your  reservations  ? If  not, 
send  your  request  at  once  to  Dr.  Robert  A. 
Bradley,  Chairman,  Subcommittee  on  Hotels, 
16  Central  Pier,  Atlantic  City,  New  Jersey. 


TWENTY-FOURTH  ANNUAL  MEETING  OF 
WOMAN’S  AUXILIARY  TO  THE 
NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Hotel  Paxton,  Omaha  — May  2,  3,  4,  5,  1949 
May  3,  1949 

10:00  a.m.  Executive  Session,  Paxton  Hotel 
Mrs.  P.  O.  Marvel,  Presiding 
12:30  p.m.  Informal  Luncheon,  Hotel  Paxton 
2:30  p.m.  Tour  of  Galleries  at  Joslyn  Memorial 
3:30  p.m.  Tea,  Reception  Room,  Joslyn  Memorial 


May  4 

10:00  a.m.  Annual  Business  Meeting,  Paxton  Hotel 
Mrs.  P.  O.  Marvel,  Presiding 
1:00  p.m.  Luncheon  and  Style  Show,  Blackstone 
Hotel,  $2.00  per  plate.  Make  early 
reservations. 

Post  Executive  Session  Following  Style 
Show,  Mrs.  C.  Fred  Ferciot,  Presiding 
7 :00  p.m.  Banquet,  Nebraska  State  Medical  Assn. 
All  Auxiliary  members  are  urged  to  attend  the 
annual  business  meeting  on  Wednesday  at  10:00 
a.m.  We  need  you! 
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NEWS  CL*l(H  VIEWS 


PHYSICIAN-ARTISTS,  BEWARE! 

If  you  plan  to  exhibit  at  the  Atlantic  City 
Exhibition  (American  Medical  Association, 
June  6-10,  1949) — NOW  is  the  time  to  write 
for  entry  blanks,  rules,  shipping  labels,  etc. 

Haste  is  necessary  because  your  entries 
must  reach  Atlantic  City  between  April  15 
and  May  9. 

For  details,  please  write  airmail  to  Francis 
H.  Redewill,  M.D.,  Secretary,  American  Phy- 
sicians Art  Association,  Flood  Building,  San 
Francisco,  California. 


The  United  States  has  more  doctors  in  proportion 
to  population  than  any  other  country  except  Pales- 
tine, where  there  are  great  numbers  of  refugee 
physicians  . . . The  median  age  of  the  199,745  doc- 
tors of  the  nation  (including  interns,  residents,  and 
physicians  not  in  active  practice)  is  44.4  years  as 
against  45.8  years  in  1940,  according  to  a report  by 
Frank  G.  Dickinson,  Director  of  the  Bureau  of  Medi- 
cal Economic  Research  of  the  A.M.A.  The  same  re- 
port states  that  the  medical  population  has  in- 
creased 14  per  cent  while  the  total  population  of 
the  country  has  increased  only  12  per  cent  ...  In 
an  attempt  to  meet  the  urgent  need  for  post- 
graduate medical  education  among  practicing  physi- 
cians in  Berlin,  the  Medical  Academy  of  the  United 
States  sector  is  offering  a wide  variety  of  courses 
through  the  winter.  Each  doctor  is  allowed  to  select 
a few  courses  in  which  he  is  particularly  interested 
for  a period  of  one  to  six  hours  a week. 


On  February  17  Rep.  Carl  T.  Curtis  met  with  a 
group  of  Lincoln  doctors,  dentists  and  professional 
men  to  discuss  what  the  congressman  called  “social- 
ized medicine.” 

According  to  press  reports,  Mr.  Curtis,  enroute 
from  his  Minden  home  to  Washington,  said  the 
meeting  was  held  to  “discuss  not  only  with  doc- 
tors, druggists  and  people  representing  the  public 
what  they  thought  about  socialized  medicine  but 
what  they  thought  of  the  American  Medical  Asso- 
ciation’s alternative  plan.”  He  explained  the  as- 
sociation plan  as  one  primarily  “voluntary  rather 
than  compulsory.” 

In  a statement  Congressman  Curtis  said  he  be- 
lieved any  national  health  insurance  program 
would  result  in  poor  medical  service.  “After  it  is 
in  effect  a while  the  individual  will  be  in  effect 
calling  on  a government  employe  and  not  his  family 
physician,”  Curtis  argued. 


Physicians  in  56  Nebraska  counties  are  co- 
operating with  county  committees  of  the  Ne- 
braska Society  for  Crippled  Children,  whose 
1949  Easter  Seal  sale  is  now  in  progress. 
This  is  the  society’s  only  source  of  funds  to 


carry  on  an  expanding  program  of  aid  to  the 
handicapped  child. 

Serving  on  the  state  board  of  trustees  are : 
Dr.  William  R.  C.  Newmarker  of  Columbus; 
Dr.  H.  R.  Miner  of  Falls  City;  Dr.  Mason  E. 
Lathrop  of  Wahoo;  Dr.  E.  J.  Horner  of  Mil- 
ford, and  Doctors  J.  E.  M.  Thomson,  P.  M. 
Bancroft,  E.  W.  Hancock  and  Robert  Stein  of 
Lincoln. 


The  new  address  of  the  Nebraska  State 
Medical  Association  is  1315  Sharp  Bldg.,  Lin- 
coln 8,  Nebr. 


There  will  be  a meeting  of  the  Presidents 
and  Secretaries  of  the  County  Medical  So- 
ciety on  April  13,  1949,  at  the  Cornhusker 
Hotel  in  Lincoln. 


Have  you  paid  your  dues?  If  not,  send 
your  check  immediately.  You  must  have 
your  membership  card  before  you  register 
at  the  Annual  Sessions  of  the  Association 
in  May. 


THE  AMERICAN  BOARD  OF  PREVENTIVE 
MEDICINE  AND  PUBLIC  HEALTH,  INC. 

The  American  Board  of  Preventive  Medicine  and 
Public  Health,  Incorporated  was  approved  by  the 
Advisory  Board  for  Medical  Specialties  and  by  the 
Council  on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association  at  their  meeting  on 
February  6.  The  American  Board  of  Preventive 
Medicine  and  Public  Health,  Incorporated,  therefore 
is  prepared  to  accept  applications  for  examination 
for  certification  in  this  specialty. 

The  requirements  for  certification  include  general 
qualifications,  such  as  moral  and  ethical  standing 
in  the  profession,  adequate  training  in  medicine 
and  interneship  in  an  approving  hospital,  and  li- 
censure to  practice  medicine  in  the  United  States. 
Eligibility  for  examination  also  requires  that  the 
new  applicant  have  special  training  and  experience 
in  preventive  medicine  and  public  health  of  at  least 
six  years  following  interneship.  This  must  include 
special  academic  training,  or  its  equivalent,  and  field 
training  or  residency  meeting  the  standards  set  up 
by  the  Board. 

Applications  may  also  be  received  for  the  Found- 
ers Group  who  may  be  excused  from  examination. 
The  by-laws  authorize  a Founders  Group  made  up 
of  practitioners  of  preventive  medicine  and  public 
health  who  have  attained  unquestioned  eminence  in 
the  field.  The  Founders  Group  presumably  will  in- 
clude persons  having  attained  eminence  as  indicated 
by  academic  appointments  at  the  level  of  professor 
or  associate  professor  of  preventive  medicine  and 
public  health,  or  who  have  held  positions  of  emi- 
nence and  responsibility  for  a period  of  not  less 
than  ten  years  in  this  field.  Communications  should 
be  addressed  to  Ernest  L.  Stebbins,  M.D.,  Secretary- 
Treasurer,  American  Board  of  Preventive  Medicine 
and  Public  Health,  Incorporated. 
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A.M.A.  URGES  PHYSICIANS  TO 
VOLUNTEER  FOR  ARMED 
FORCES 

Announcement  comes  from  Doctor  Sense- 
nich,  A.M.A.  President,  that  the  Association 
supports  the  nation-wide  drive  of  the  Armed 
Services  Advisory  Committee  to  recruit  vol- 
unteers from  among  the  younger  physicians 
who  received  all  or  part  of  their  education  at 
government  expense  or  those  who  were  de- 
fered  from  service  because  of  their  status  as 
medical  students.  The  drive  to  find  recruits 
is  to  relieve  the  critical  shortage  of  physi- 
cians in  all  branches  of  the  Armed  Forces. 
The  Armed  Forces  Medical  Advisory  Com- 
mittee stressed  that  physicians  who  volun- 
teer will  be  utilized  as  far  as  possible  in  as- 
signments suited  to  their  professional  skills 
and  abilities. 


At  an  Illinois  Republican  Lincoln  Day  dinner  in 
Chicago,  Senate  Republican  Floor  Leader  Kenneth 
S.  Wherry,  Nebraska,  rapped  the  Truman  health 
plan.  He  said: 

“Another  piece  of  legislation  that  is  being  forced 
by  the  Truman  Administration  in  order  to  satisfy 
the  pressure  groups  is  socialized  medicine. 

“How  many  people  who  voted  for  Mr.  Tinman 
understood  they  were  voting  to  give  the  govern- 
ment bureaucrats  another  opportunity  to  snoop  into 
the  personal  affairs  and  relationships  of  the  Amer- 
ican people  with  their  family  doctors  ? 

“This  is  not  a matter  of  a few  million  dollars.  It 
is  a multi-billion  dollar  program  to  control  the 
family  doctor  and  to  control  and  subsidize  the  medi- 
cal treatment  of  our  people  in  hospitals  across  the 
land.  Our  America  has  the  best  health  record  of 
any  major  nation  on  earth.  Our  governmental 
agencies  now  are  giving  constructive  aid  in  research 
and  guidance  in  the  direction  government  should 
properly  take  in  the  interest  of  the  people’s  welfare. 
But  now  the  Truman  Administration  demands  that 
we  swing  further  down  the  road  to  national  social- 
ism and  an  all-powerful  state  through  outright  so- 
cialized medicine.” 


The  South  Atlantic  Association  of  Obstetricians 
and  Gynecologists  announces  the  establishment  of 
“The  Foundation  Prize.”  Authors  of  papers  on  Ob- 
stetrical or  Gynecological  subjects  desiring  to  com- 
pete for  the  prize  may  obtain  information  from 
Dr.  E.  D.  Colvin,  Secretary-Treasurer,  1259  Clifton 
Road,  N.E.,  Atlanta,  Ga. 


Dr.  Louis  K.  Diamond  of  Boston  recently  was  ap- 
pointed full-time  medical  director  of  the  Red  Cross 
National  Blood  Program  to  direct  its  medical  phases 
along  the  soundest  and  most  advanced  lines.  The 
appointment  was  announced  by  Dr.  Ross  T.  Mc- 
Intire,  the  program’s  national  administrator.  Since 
February  of  last  year,  Dr.  Diamond  has  been  part- 
time  technical  director  of  the  program  while  con- 
tinuing his  duties  at  the  Children’s  Medical  Center, 
Boston,  and  in  the  Department  of  Pediatrics,  Har- 


vard Medical  School.  He  will  be  on  temporary  leave 
of  absence  from  these  institutions  while  serving 
in  his  new  capacity. 

Dr.  Diamond  is  a widely  know  pediatrician  and  an 
authority  in  the  field  of  hematology  and  pediatrics. 
He  has  made  numerous  original  contributions  to 
these  fields,  especially  in  his  research  on  the  Rh 
factor  in  human  blood.  Dr.  Diamond  is  the  author 
of  many  articles  and  several  books  on  pediatric 
hematology.  As  a responsible  investigator  dealing 
with  blood  transfusion  problems  for  the  National 
Research  Council  during  the  war,  and  as  the  direc- 
tor of  several  blood  banks  and  of  the  Blood  Group- 
ing Laboratory  of  Boston,  he  has  gained  a wide 
reputation  in  the  field  of  blood  research. 

From  January  1948,  when  the  Red  Cross  Na- 
tional Blood  Program  was  inaugurated,  to  February 
14,  1949,  19  regional  centers  and  1 state-wide 
mobile  unit  service  were  activated.  By  June  1949  it 
is  anticipated  that  a total  of  30  regional  programs 
will  be  in  operation. 


THIRTEEN  SCHOLARS  IN  MEDICAL  SCIENCE 
APPOINTED  BY  MARKLE  FOUNDATION 

Thirteen  young  scientists  have  been  appointed  as 
the  second  group  of  Scholars  in  Medical  Science,  un- 
der the  plan  begun  in  1948  by  the  John  and  Mary 
R.  Markle  Foundation  to  assist  qualified  men  sind 
women  wishing  to  remain  in  academic  medicine. 
The  scholars  were  selected  from  candidates  nomin- 
ated by  accredited  medical  schools  in  the  United 
States  and  Canada  and  interviewed  by  regional 
committees  appointed  by  the  Foundation.  The  sum 
of  $325,000  has  been  appropriated  for  their  sup- 
port, to  be  alloted  in  grants  of  $25,000  each  at  the 
rate  of  $5,000  a year,  to  the  medical  schools  in 
which  they  now  hold  faculty  appointments. 

A total  of  twenty-nine  doctors  have  now  received 
appointments  as  Scholars,  John  M.  Russell,  execu- 
tive director  of  the  Foundation  announced.  It  is 
expected  that  fifty  will  be  appointed  during  the 
five-year  program  and  that  a total  of  $1,250,000 
will  be  appropriated  toward  their  support. 


RETIREMENT  CREDITS  AND  INACTIVE-DUTY 
CREDITS  FOR  ARMY  MEDICAL  DEPART- 
MENT RESERVE  OFFICERS 

Provisions  whereby  Army  Medical  Department 
Reserve  officers  may  earn  enough  retirement  credit 
points  to  constitute  a year  of  Federal  service  ac- 
cording to  Public  Law  810,  Title  III,  have  been  an- 
nounced in  Special  Regulations  140-60-1,  Depart- 
ment of  the  Army,  dated  December  28,  1948. 

The  retirement  credits  and  inactive  duty  credits 
ai’e  contained  in  a letter  from  the  Chief,  Army 
Field  Forces,  dated  February  9,  1949.  The  pertinent 
paragraphs  are  abstracted  as  follows: 

“The  policies  of  the  Chief,  Army  Field  Forces 
governing  authorization  of  services  to  count  for 
retirement-point  credits  . . . are  announced  as 
follows: 

“a.  Be  performed  in  the  individual’s  capacity  as  a Reserve 
Officer  or  enlisted  person. 

“b.  Demonstrably  improve  the  individual’s  fitness  to  per- 
form his  prospective  mobilization  duties. 

“c.  Be  limited  to  attendance  at  drills  or  to  the  planning, 
supervising,  imparting,  or  receiving  of  military  instruction. 

“d.  Require  outlay  of  the  individual’s  own  time  and  effort 
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beyond  that  required  in  the  normal  course  of  his  civilian  occu- 
pation. 

“e.  Be  performed  without  remuneration  of  any  kind  other 
than  U.  S.  Government  pay  as  a member  of  the  Army  of  the 
United  States. 

“f.  Be  supervised  or  previously  approved  by  a unit  instruc- 
tor, ORC,  or  by  higher  authority  ; be  of  such  nature  that  they 
are  susceptible  of  verification  ; and  be  certified  by  the  ap- 
propriate instructor,  ORC,  as  having  been  performed. 

“The  primary  purpose  ...  is  to  establish  relatively  easy 
requirements,  amounting  essentially  to  proof  of  continuing  in- 
terest in  military  activities  and  including  services  which 
could  not  properly  be  allowed  to  count  towards  retirement, 
which  many  valuable  Reserve  officers,  who  for  cogent  reasons 
cannot  participate  more  extensively  in  the  ORC  program,  may 
satisfy  in  order  to  retain  status  in  the  Active  Reserve  and 
thus  remain  eligible  for  assignment  to  units,  for  promotion, 
and  to  earn  inactive-duty  training  pay  . . . The  policies  of 
the  Chief,  Army  Field  Forces  for  awarding  these  inactive- 
duty  credits  . . . are  announced  as  follows : The  services  for 
which  inactive-duty  credits  are  awarded  shall : 

“a.  Satisfy  the  conditions  set  forth  in  subparagraphs  3a, 
d,  e,  and  f. 

“b.  Demonstration  continuing  interest  in  the  military  activ- 
ities of  the  Army  of  the  United  States  and  be  in  direct  fur- 
therance thereof.” 

Major  General  Raymond  W.  Bliss,  the  Army  Sur- 
geon General,  called  attention  to  the  sharp  de- 
marcation between  activities  which  inherently  are  a 
part  of  the  Reserve  officer’s  civilian  occupation  and 
those  activities  which  have  a specific  military  pur- 
pose. Since  each  point  earned  involves  the  expendi- 
ture of  government  funds,  each  activity  must  be 
justified  from  a military  standpoint  before  credits 
may  be  authorized. 

A careful  exploration  of  the  possibility  of  com- 
bining civilian  professional  and  military  activities 
must  be  made  by  Reserve  officers  and  the  Senior 
Medical  Instructors.  The  projects  must  receive  the 
approval  of  the  Senior  Instructor  in  the  State  or 
the  Commander  of  the  Army  Area  before  credit 
points  can  be  authorized. 

It  is  the  responsibility  of  each  Medical  Depart- 
ment Reserve  officer  to  see  that  he  is  included  in 
the  plans  of  the  Senior  Medical  Instructor.  Only  in 
this  close  liaison  will  he  be  able  to  receive  the 
maximum  opportunities  available  in  order  to  earn 
the  required  credit  points.  The  Medical  Depart- 
ment Reserve  officer  must  inform  the  Senior  In- 
structor that  he  is  available  for  sendee  on  official 
boards,  for  the  performance  of  physical  examina- 
tions, and  for  assignment  as  instructor  on  local 
programs. 

Interested  Reserve  officers  are  invited  to  write  to 
the  Office  of  the  Surgeon  General,  Department  of 
the  Army,  Washington  25,  D.C.,  Attn.:  Executive, 
Civilian  Components  Activities,  for  further  in- 
formation or  assistance. 


MINUTES  OF  MEETING  OF  BOARD 
OF  COUNCILORS 
February  20,  1949 

The  Annual  Mid-Winter  Meeting  of  the  Council 
was  held  at  Hotel  Cornhusker,  Lincoln,  Nebraska, 
Febraary  20,  1949.  The  meeting  was  called  to  or- 
der at  10  o’clock  by  Dr.  Clayton  Andrews,  Chairman 
of  the  Council. 

The  following  members  were  present:  Drs.  Clay- 
ton Andrews,  J.  C.  Waddell,  W.  E.  Wright,  C.  W. 
Way,  A.  A.  Ashby,  R.  R.  Brady,  C.  H.  Sheets, 
Harvey  L.  Clark,  Immediate  Past  President  G.  E. 
Charlton,  President-Elect  J.  D.  McCarthy  and 
Speaker  of  the  House  of  Delegates  R.  F.  Decker. 

Also  present  were  Vice  President  E.  F.  Leininger, 
Secretary-Treasurer  R.  B.  Adams,  Drs.  Donald  Wil- 
son, R.  E.  Garlinghouse,  J.  F.  Kelly,  D.  B.  Steen- 


burg,  E.  B.  Reed,  Rodney  Johnson,  W.  S.  Petty, 
Earle  Johnson,  H.  M.  Jahr,  R.  W.  Fouts,  Geo.  W. 
Covey,  Floyd  Rogers,  E.  M.  Hancock,  H.  S.  Morgan, 
K.  S.  J.  Hohlen,  Mr.  M.  C.  Smith  and  Mr.  Sidney 
Bradley. 

Information  was  presented  which  informed  the 
Council  of  the  resignations  of  two  Councilors — Dr. 
J.  R.  Nilsson,  Omaha,  1st  District,  and  Dr.  H.  S. 
Andrews,  Minden,  10th  District.  These  resignations 
were  accepted  and  a motion  was  made  by  Dr.  Wm. 
Wright  that  this  board  appoint  Dr.  James  F.  Kelly, 
Omaha,  as  Councilor  of  the  1st  District,  and  Dr. 
E.  F.  Leininger,  McCook,  as  Councilor  of  the  10th 
District  to  fill  the  unexpired  terms.  The  motion 
was  seconded  and  carried. 

Next  order  of  business  was  the  election  of  officers 
and  Dr.  Andrews  asked  for  nominations  for  Chair- 
man. 

Dr.  C.  H.  Sheets,  Cozad,  was  nominated  and  a mo- 
tion was  made  that  the  nominations  be  closed  and 
that  the  chair  be  instructed  to  cast  the  unanimous 
ballot  for  Dr.  Sheets  as  Chairman.  The  motion  was 
seconded  and  carried. 

Dr.  Sheets  took  the  chair  and  called  for  nomina- 
tions for  Secretary  of  the  Council. 

Dr.  Chas.  W.  Way  was  nominated  and  a motion 
was  made  that  the  nominations  be  closed  and  that 
this  body  cast  the  unanimous  ballot  for  Dr.  Way 
as  Secretary.  The  motion  was  seconded  and  car- 
ried. 

Dr.  R.  B.  Adams,  Secretary-Treasurer,  announced 
that  dinner  would  be  served  at  12:30  in  the  Lan- 
caster Room. 

The  report  of  the  Editor  was  called  for  and  Dr. 
Jahr  stated  he  had  nothing  further  to  report  than 
that  printed  in  the  brochure. 

A motion  was  made  by  Dr.  E.  F.  Leininger  that 
the  report  be  accepted  and  published.  The  motion 
was  seconded  by  Dr.  C.  W.  Way  and  carried. 

The  report  of  the  Medical  Service  Committee  was 
read  by  Dr.  E.  B.  Reed.  He  also  orally  discussed 
several  bills  now  before  the  legislature  and  called 
on  Dr.  W.  S.  Petty,  Director,  Department  of  Health, 
State  Capitol,  to  clarify  some  of  the  provisions  in 
pending  legislation. 

A motion  was  made  by  Dr.  C.  W.  Way  that  this 
report  be  accepted,  placed  on  file,  and  that  the 
Council  endorse  the  recommendations.  The  motion 
was  seconded  by  Dr.  R.  R.  Brady  and  carried. 

Dr.  R.  W.  Fouts  read  the  report  of  the  Medico- 
legal Committee. 

Drs.  Harvey  Clarke  and  James  Kelly  asked  ques- 
tions regarding  statistics  pertaining  to  the  number 
of  doctors  having  malpractice  insurance  and  Dr. 
Fouts  answered  their  questions. 

A motion  was  made  by  Dr.  J.  C.  Waddell  that  this 
report  be  accepted  and  placed  on  file.  The  motion 
was  seconded  by  Dr.  C.  W.  Way  and  carried. 

The  Planning  Committee  report  was  called  for 
and  Dr.  Floyd  Rogers  read  his  report,  calling  the 
attention  of  the  Council  to  the  revision  of  the  last 
paragraph  of  his  report. 

Dr.  Sheets,  Chairman  of  the  Council,  stated  he 
thought  the  Planning  Committee  should  be  con- 
gratulated on  the  wonderful  way  they  had  done 
and  called  for  discussion  on  any  of  the  four  points 
outlined. 
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Dr.  Rogers  stated  he  wanted  especially  to  have 
free  discussion  on  the  expanded  program  which  the 
committee  proposed  and  discussion  followed  relative 
to  the  necessity  of  revision  of  the  Constitution  and 
By-Laws.  It  was  finally  decided  that  amendments 
to  the  By-Laws  would  make  these  proposals  work- 
able. Dr.  Rogers  felt  that  a committee  should  be 
appointed  to  consider  the  plan  as  a whole,  and  that 
this  committee  should  later  present  recommenda- 
tions to  the  House  of  Delegates  on  final  adoption 
of  the  proposed  plan.  Dr.  Rogers  stated  that  he 
made  this  suggestion  because  of  the  fact  that  he 
felt  the  Planning  Committee  did  not  have  authority 
to  establish  policy  for  the  association.  Dr.  Rogers 
called  attention  to  the  fact  that  the  public  rela- 
tions part  of  the  expanded  program  would  require 
changes  in  the  by-laws  to  set  up  a committee  for 
this  purpose.  This  was  also  true  of  the  section  of 
the  expanded  program  which  pertains  to  self-disci- 
plinary measures.  This  part  of  the  expanded  pro- 
gram would  require  a change  in  the  by-laws  to 
provide  for  a Board  of  Regents. 

A recess  was  called  by  the  chair  and  dinner  was 
served  in  the  Lancaster  Room  of  the  Hotel. 

The  meeting  was  again  called  to  order  by  Dr. 
C.  H.  Sheets  at  2 p.m.  The  chair  felt  that  it  was 
not  necessary  to  discuss  the  expanded  program  in 
detail  and  asked  for  discussion  on  any  controversial 
points. 

The  question  was  raised  as  to  the  practicability 
of  having  one  fee  schedule  for  all  agencies  and  it 
was  agreed  that  if  the  component  society  would  en- 
dorse the  proposed  schedule  for  governmental 
agencies  it  would  be  accepted  all  over  the  state. 

Discussion  was  continued  on  the  self-disciplinary 
section  of  the  expanded  program.  The  thought 
was  advanced  that  such  a plan  would  be  difficult 
of  enforcement  since  the  doctors  did  not  care  to 
be  identified  with  any  complaints  against  another 
doctor.  Attention  was  called  to  the  fact  that  pro- 
vision was  made  for  patients  to  report  complaints 
and  that  the  object  of  this  section  was  to  give  the 
public  the  opportunity  to  present  any  grievances 
which  they  might  have  against  any  member  of  the 
medical  profession.  It  was  explained  further  that 
the  object  of  this  section  of  the  plan  was  to  handle 
these  complaints  from  the  public  rather  than  com- 
plaints between  physicians.  However,  at  any  time 
when  complaints  were  registered  against  any  physi- 
cian the  member  of  the  Board  of  Regents  from  the 
district  in  which  that  particular  physician  resided 
would  not  set  on  the  board  of  regents  when  the 
complaint  was  heard.  It  was  also  pointed  out  that 
the  meetings  of  the  Board  of  Regents  would  be  con- 
fidential meetings  and  that  no  names  of  physicians 
against  whom  complaints  had  been  filed  would  be 
used.  The  board  would  keep  no  minutes  of  these 
meetings  and  any  report  made  to  the  Council  or 
House  of  Delegates  would  not  require  the  use  of 
names  but  merely  mention  of  the  number  and  types 
of  claims  and  settlements  during  the  year. 

A motion  was  made  by  Dr.  C.  W.  Way  that  the 
section  of  Dr.  Rogers  report  dealing  with  the  ex- 
panded program  be  approved,  with  the  exception  of 
Section  3,  the  report  to  be  published  and  referred 
to  the  House  of  Delegates.  The  motion  was  sec- 
onded and  carried. 

Dr.  Clarke  moved  that  the  Council  concur  with 
the  principles  of  Section  3 but  that  it  be  referred 
to  a committee  for  clarification.  The  motion  lost. 


After  further  discussion  Dr.  James  Kelly  moved 
that  Section  3 of  the  expanded  program  of  the 
Planning  Committee  report  be  accepted  with  the 
rest  of  the  report  and  that  adequate  machinery  be 
set  up  to  clarify  it  to  the  extent  that  it  can  be  ac- 
cepted by  the  House  of  Delegates.  The  motion  was 
seconded  by  Dr.  Chas.  Way  and  carried. 

Dr.  J.  D.  McCarthy  made  the  suggestion  that  a 
wire  of  felicitation  and  best  wishes  should  be  sent 
from  the  Council  to  Dr.  J.  E.  M.  Thomson,  Presi- 
dent. 

A motion  was  made  by  Dr.  James  Kelly  that  the 
secretary  be  instructed  to  send  a telegram  to  Presi- 
dent Thomson.  The  motion  was  seconded  and  car- 
ried. 

Dr.  R.  B.  Adams  asked  for  permission  of  the  floor 
and  presented  Mrs.  P.  O.  Marvel,  President  of  the 
Women’s  Auxiliary. 

Mrs.  Marvel  gave  a brief  summary  of  the  num- 
ber of  auxiliaries  in  the  state  and  stated  that  it 
was  the  hope  of  the  women’s  state  organization 
that  more  could  be  formed.  She  also  stated  they 
were  more  than  willing  to  give  any  help  possible 
in  promotion  of  the  expanded  program.  The  im- 
mediate need  of  the  auxiliary  was  to  have  complete 
information  which  they  could  use  to  counteract  in- 
formation and  statements  made  in  approval  of  so- 
cialized medicine  and  compulsory  health  insurance. 
She  thanked  the  Council  for  an  opportunity* to 
speak  before  the  group. 

The  chair  again  called  attention  of  the  Council  to 
the  fact  that  several  of  the  recommendations  in  Dr. 
Rogers’  report  had  not  yet  been  dealt  with  and 
read  the  part  of  the  report  dealing  with  the  fee' 
schedule  which  suggested  that  the  committee  han- 
dling this  be  instructed  by  the  Council  and  House 
of  Delegates  to  continue  to  deal  writh  the  question. 

A motion  was  made  by  Dr.  Harvey  Clarke  that 
the  Council  concur  in  this  recommendation,  that  it 
be  published,  and  referred  to  the  House  of  Dele- 
gates. The  motion  was  seconded  by  Dr.  R.  R. 
Brady  and  carried. 

The  matter  of  redistricting  of  the  state  which 
the  committee  thought  should  continue  to  be  studied 
was  next  to  be  acted  upon  and  a motion  was  made 
that  the  committee  continue  their  study,  then  bring 
in  further  recommendations.  The  motion  was  sec- 
onded and  carried. 

Discussion  followed  relative  to  that  section  of  the 
report  dealing  with  the  selection  of  an  outstanding 
practitioner  for  Nebraska.  Many  of  the  members 
present  spoke  against  this  section  of  the  report. 

A motion  was  made  by  Dr.  Wm.  Wright  that  we 
reject  this  suggestion  for  the  time  as  regards  to  the 
citation  to  the  general  practitioner  for  Nebraska. 
The  motion  was  seconded  by  Dr.  Chas.  Way  and 
carried. 

The  report  of  the  Board  of  Trustees  was  called 
for  and  Dr.  Covey  stated  it  had  been  published  in 
the  brochure  but  that  he  would  like  to  read  that 
part  which  referred  to  the  budget. 

A motion  was  made  by  Dr.  E.  F.  Leininger  that 
the  report  be  accepted,  the  budget  as  proposed  for 
both  1949  and  1950  be  recommended  for  approval  to 
the  House  of  Delegates,  and  that  the  report  be 
published.  The  motion  was  seconded  and  carried. 

The  report  of  the  Prepayment  Medical  Care  Com- 
mittee was  read  by  Dr.  Donald  Wilson  who  asked 
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that  the  Council  take  separate  action  on  each  recom- 
mendation. 

After  reading  the  first  part  and  first  recommen- 
dation, it  was  suggested  that  Dr.  Wilson  add  the 
following  to  the  last  sentence  just  prior  to  the 
word  “Association:”  “prior  to  the  mid-winter  ses- 
sion of  the  Council.”  The  last  sentence  would  then 
read:  “If  the  committee  believes  another  medical 
member  should  be  appointed  it  shall  so  recommend 
to  the  President  of  the  Nebraska  State  Medical 
Association  prior  to  the  mid-winter  session  of  the 
Council.” 

Dr.  Wilson  accepted  this  suggestion  and  it  was 
moved  by  Dr.  Chas.  Way  that  the  Council  accept 
this  recommendation  as  corrected  and  that  it  be 
referred  to  the  House  of  Delegates.  The  motion 
was  seconded  by  Dr.  Earl  Leininger  and  carried. 

Dr.  Wilson  continued  the  reading  of  his  report 
and  second  recommendation.  After  general  discus- 
sion, a motion  was  made  by  Dr.  Earl  Leininger 
that  recommendation  No.  2 be  rejected.  The  motion 
was  seconded  by  Dr.  Chas.  Way  and  carried. 

The  third  part  of  Dr.  Wilson’s  report  and  third 
recommendation  was  read,  and  a motion  was  made 
by  Dr.  Wm.  Wright  that  this  recommendation  be 
accepted  and  that  it  be  referred  to  the  House  of 
Delegates.  The  motion  was  seconded  and  carried. 

The  following  section  and  fourth  recommendation 
was  read.  Considerable  discussion  followed  and 
objection  was  raised  to  the  third  sentence  in  the 
paragraph  headed  “Association  of  Blue  Cross  and 
Blue  Shield  Plans.”  Dr.  Wilson  stated  he  would  ac- 
cept a correction  to  this  sentence  and  would  amend 
it  to  read  as  follows:  “Because  it  was  alleged  im- 
possible for  a national  employer  to  secure  uniform 
coverage  for  his  employes  . . .” 

A motion  was  made  by  Di\  Chas.  Way  that  recom- 
mendation No.  4 be  accepted,  and  referred  to  the 
House  of  Delegates.  The  motion  was  seconded  and 
carried. 

Further  sections  of  the  report  and  recommenda- 
tion No.  5 were  read  by  Dr.  Wilson. 

A motion  was  made  by  Dr.  Way  that  this  recom- 
mendation be  accepted  and  passed  on  to  the  House 
of  Delegates.  The  motion  was  seconded  and  carried. 

A motion  was  made  that  the  report  of  the  Com- 
mittee on  Prepayment  Medical  Care  as  revised  be 
approved  and  published,  and  referred  to  the  House 
of  Delegates.  The  motion  was  seconded  and  car- 
ried. 

The  report  of  the  Committee  on  Rural  Medical 
Service  was  read  by  Dr.  Earl  Leininger.  A motion 
was  made  by  Dr.  Wm.  Wright  that  the  report  be 
adopted  and  published,  and  referred  to  the  House 
of  Delegates.  The  motion  was  seconded  and  car- 
ried. 

The  report  of  the  Cancer  Committee  was  reviewed 
and  Dr.  Kelly  read  the  recommendations  his  com- 
mittee offered. 

A motion  was  made  by  Dr.  Chas.  Way  that  the 
report  be  accepted  and  published,  and  referred  to 
the  House  of  Delegates.  The  motion  was  seconded 
and  carried. 

The  report  of  the  Committee  on  Cardiovascular 
Disease  was  read  by  Dr.  Sheets. 


A motion  was  made  by  Dr.  Chas.  Way  that  the 
report  be  accepted  and  published,  and  referred  to 
the  House  of  Delegates.  The  motion  was  seconded 
by  Dr.  Wm.  Wright  and  carried. 

The  report  of  the  Committee  on  Industrial 
Health  was  reviewed.  A motion  was  made  that  the 
report  be  accepted  and  published,  and  referred  to 
the  House  of  Delegates.  The  motion  was  seconded 
and  carried. 

The  M.C.H.  Committee  report  was  read  and  dis- 
cussion followed.  It  was  the  concensus  that  this 
committee  was  doing  such  a good  job  that  the  per- 
sonnel and  relationship  between  the  state  agencies 
should  not  be  disturbed. 

A motion  was  made  by  Dr.  A.  A.  Ashby  that  we 
reject  the  recommendation  of  the  committee,  that 
the  report  be  published  and  referred  to  the  House 
of  Delegates.  The  motion  was  seconded  and  car- 
ried. 

The  Mental  Hygiene  Committee  report  had  been 
published  in  the  brochure  and  the  chair  asked  the 
wishes  of  the  Council  regarding  this  report. 

A motion  was  made  by  Dr.  Wm.  Wright  that 
the  report  be  accepted  and  published,  and  referred 
to  the  House  of  Delegates.  The  motion  carried. 

The  report  of  the  Public  Health  Committee  was 
read  by  Dr.  Sheets. 

A motion  was  made  by  Dr.  James  Kelly  that  the 
report  be  accepted  and  published,  and  referred  to 
the  House  of  Delegates.  The  motion  was  seconded 
and  carried. 

The  report  of  the  Tuberculosis  Committee  was 
read  by  Dr.  Sheets. 

A motion  was  made  that  the  report  be  accepted 
and  published,  and  referred  to  the  House  of  Dele- 
gates. The  motion  carried. 

Dr.  Floyd  Rogers  stated  the  report  of  the  Dele- 
gate to  the  North  Central  Conference  had  been 
published  in  the  brochure  and  that  he  had  nothing 
more  to  add. 

A motion  was  made  that  this  report  be  accepted 
and  published,  and  referred  to  the  House  of  Dele- 
gates. The  motion  was  seconded  and  carried. 

Dr.  Morgan  reviewed  the  report  of  the  Nebraska 
Medical  Foundation,  Inc.,  and  called  attention  to 
the  recommendation  that  the  committee  be  dis- 
charged. 

A motion  was  made  by  Dr.  Wm.  Wright  that  the 
Council  concur  in  the  recommendation,  that  the  re- 
port be  published  and  referred  to  the  House  of 
Delegates.  The  motion  was  seconded  and  carried. 

Since  the  report  of  the  Delegates  to  the  A.M.A. 
had  been  published  in  the  Journal,  a motion  was 
made  that  this  report  be  accepted  and  referred  to 
the  House  of  Delegates.  The  motion  was  seconded 
and  carried. 

Dr.  Sheets  read  letters  of  application  for  honor- 
ary memberships  from  the  following  component 
county  societies: 

Dawson  County — E.  C.  Stevenson,  M.D.,  Goth- 
enburg 

Omaha-Douglas — E.  J.  Wearne,  M.D.,  Omaha, 
and  Louis  B.  Bushman,  M.D.,  Omaha 

Saunders  County — -J.  F.  Lauvetz,  M.D.,  Wahoo; 
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Joseph  Kaspar,  M.D.,  Prague,  and  Joe 
Pestal,  M.D.,  Wahoo 

Holt  and  Northwest  — H.  N.  Compton,  M.D., 
Valentine 

A motion  was  made  by  Dr.  James  Kelly  that  the 
Council  recommend  to  the  House  of  Delegates  that 
honorary  membership  be  given  the  above  doctors. 
The  motion  was  seconded  by  Dr.  Wm.  Wright  and 
carried. 

Dr.  R.  B.  Adams  presented  the  Secretary-Treas- 
urer’s repoi’t  and  called  attention  to  several  items 
in  the  audit  which  comprised  part  of  the  report. 

A motion  was  made  that  the  report  be  accepted 
and  published,  and  referred  to  the  House  of  Dele- 
gates. The  motion  was  seconded  and  carried. 

The  report  of  the  Executive  Secretary  was 
read  by  Mr.  M.  C.  Smith. 

A motion  was  made  by  Dr.  Wm.  Wright  that  the 
report  be  accepted  and  published,  and  referred  to 
the  House  of  Delegates.  The  motion  was  seconded 
and  carried. 

Mr.  Smith  read  a letter  from  the  Washington 
County  Medical  Society  suggesting  the  name  of  Dr. 
Morris  Nielsen  to  be  presented  to  the  A.M.A.  for 
the  general  practitioner  award. 

General  discussion  followed  and  a motion  was 
made  by  Dr.  James  Kelly  that  we  recommend  Dr. 
Nielsen  to  the  Board  of  Trustees  of  the  A.M.A.  as 
a candidate  for  general  practitioner  of  the  year. 
The  motion  was  seconded  and  carried. 

Mr.  Smith  read  a letter  from  Brig.  Gen.  Guy  N. 
Henninger  relative  to  examinations  for  personnel 
for  enlistment  in  National  Guard. 

A motion  was  made  by  Dr.  Wm.  Wright  that  this 
letter  be  sent  to  the  component  county  societies  as 
a bulletin  with  the  recommendation  that  the  county 
societies  in  all  areas  take  care  of  the  matter.  The 
motion  was  seconded  and  carried. 

Mr.  Smith  also  read  a letter  from  Dr.  Lull, 
A.M.A.,  giving  the  report  of  the  Committee  on  Re- 
bates. 

The  report  of  the  Arthritis  Committee  was  called 
for  and  Mr.  Smith  stated  Dr.  R.  K.  Johnson  had  to 
leave  and  had  asked  him  to  tell  the  Council  that  no 
written  report  was  presented  because  letters  oi  the 
committee  to  the  National  Arthritis  Foundation 
had  not  been  answered.  They  had  written  asking 
how  this  organization  was  handling  arthritis  prob- 
lems in  communities  needing  such  care  for  patients. 
Dr.  Johnson  further  stated  that  some  work  was 
started  last  fall  in  Omaha  to  set  up  an  arthritis 
control  program.  Some  solicitational  work  has 
been  done  but  the  plan  is  not  yet  completed.  The 
committee  would  also  like  an  arthritic  program  in 
the  state  expanded  program. 

A motion  was  made  and  seconded  that  the  re- 
port be  accepted.  The  motion  carried. 

Dr.  J.  D.  McCarthy,  President-Elect,  read  the 
committee  appointments  made  for  next  year. 

A motion  was  made  by  Dr.  Chas.  Way  that  the 
committee  appointments  be  continued.  The  motion 
was  seconded  and  carried. 

A motion  was  made  by  Dr.  James  Kelly  that 
the  Council  take  special  cognizance  of  the  long  hours 
of  hard  work  and  excellent  results  of  the  work  of 


the  Planning  Committee  during  the  past  year  and 
that  this  outstanding  service  be  called  to  the  atten- 
tion of  the  House  of  Delegates.  The  motion  was 
seconded  and  carried. 

/ 

Discussion  relative  to  reference  committees  used 
during  the  House  of  Delegates  Session  in  May  fol- 
lowed and  it  was  decided  that  Dr.  Decker  should 
have  such  committees  as  he  thought  necessary 
ready  for  approval  at  the  first  meeting  of  the 
House. 

Meeting  adjourned. 


SECRETARY-TREASURER’S  REPORT 
R.  B.  Adams,  M.D. 

The  Secretary’s  report  as  usual  will  be  short  and 
general.  It  will  leave  details  to  the  reports  of  the 
various  committees.  The  year  was  one  more  of  a 
series  of  prosperous  years  for  the  association.  Dur- 
ing the  year  1,184  members  were  enrolled.  Of  these 
1,136  paid  dues  and  48  were  either  honorary  mem- 
bers or  in  the  military  service.  Ten  members  died 
and  68  new  members  were  obtained. 

COMMITTEES 

Again  certain  committees  did  good  work  and  cer- 
tain committees  nothing.  Those  committees  which 
did  good  work  are  the  usual  ones;  namely,  t^e 
Committee  on  Medical  Service,  the  Committee  on 
Medico-Legal  Advice,  the  Planning  Committee,  the 
Committee  on  Prepayment  Medical  Care,  the  Com- 
mittee on  Cancer,  the  Scientific  Assembly  Commit- 
tee and  the  M.C.H.  Committee.  The  committees 
are  all  to  be  commended.  There  are  also  a few 
committees  which  are  organizing  with  new  mem- 
berships and  it  seems  as  though  they  will  become 
active  soon.  These  in  particular  are  the  Commit- 
tees on  Rural  Medicine,  Speakers  Bureau,  Student 
Loan  Fund,  Industrial  Health  and  Public  Health. 

HOUSE  OF  DELEGATES 

At  the  Annual  May  Meeting  the  House  of  Dele- 
gates made  one  of  the  most  important  decisions  in 
its  history;  namely,  the  raising  of  dues  to  $30.00 
a year  per  member  and  thus  making  possible  a 
greatly  expanded  program.  This  program  has  been 
set  up  by  the  Planning  Committee  and  teams  of 
doctors  have  been  going  into  different  sections  of 
the  state  explaining  the  program  to  the  members 
at  prearranged  meetings.  These  teams  report  that 
they  have  met  with  excellent  response  wherever 
they  have  gone.  However,  these  teams  have  been 
greatly  handicapped  by  the  severe  winter. 

Another  important  decision  of  the  House  of  Dele- 
gates was  to  authorize  a regular  meeting  of  the 
House  the  Monday  before  the  Scientific  Sessions 
begin.  It  is  hoped  that  by  having  a Monday  ses- 
sion the  meetings  will  not  interfere  with  the  Scien- 
tific Sessions  as  they  have  at  times  in  the  past. 

A third  important  action  of  the  House  of  Dele- 
gates was  the  approval  of  the  recommendations  of 
the  Committee  on  Prepayment  Medical  Care  which 
changed  the  method  of  payment  of  doctors  for 
work  done. 

SCIENTIFIC  SESSIONS 

The  usual  three  full  days  of  scientific  programs 
were  given.  The  plan  of  the  previous  year  was 
repeated  and  teams  from  three  medical  schools  put 
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on  the  entire  program.  From  the  increased  at- 
tendance and  the  favorable  comments  made,  the 
secretary  believes  this  plan  of  meeting  to  be  very 
popular. 

A new  departure,  or  Fun  Night,  was  also  given 
on  Tuesday  evening  and  this  also  proved  to  be  high- 
ly successful.  The  banquet  was  also  well  attended 
and  Dr.  Christianson’s  address  was  generally  com- 
mended. 

COUNTY  SECRETARIES’  MEETING 

As  a result  of  the  recommendation  of  the  Council, 
a county  secretaries’  meeting  was  held  in  Lincoln, 
March  17,  1948.  Thirty-eight  counties  sent  their 
secretaries  and  from  some  of  these  the  presidents 
also  came.  Guest  speakers  were  Dr.  C.  P.  McArdle 
of  Omaha;  Tom  Davis,  Lincoln;  L.  W.  Rember  from 
the  A.M.A.,  Chicago;  Harvey  Sethman,  Executive 
Secretary  from  Colorado,  and  Dr.  A.  C.  Sudan  who 
had  been  chosen  the  Doctor  of  the  Year  by  the 
A.M.A.  The  officers  of  the  association,  in  so  far 
as  they  were  able  to  come  were  also  present. 

The  meeting  lasted  one  full  day  and  proved  to  be 
one  of  the  best  meetings  the  association  has  held. 
This  meeting  is  to  be  an  annual  affair  under  the 
expanded  program. 

FINANCES 

These  are  in  a very  healthy  condition  as  can  be 
told  by  a study  of  the  Auditor’s  Report.  The  in- 
vestments show  a moderate  increase.  Disburse- 
ments kept  well  within  the  budget  requirements, 
with  the  exception  of  the  cost  of  the  Annual  Ses- 
sion. $3,500.00  was  set  up  in  the  budget  for  the 
meeting.  $3,835.00  was  collected  from  the  meeting 
itself,  and  the  total  cost  was  $4,158.39,  leaving  a 
deficit  of  $323.39  on  the  meeting,  as  will  be  seen  in 
the  Auditor’s  Report.  The  total  income  of  the 
General  Fund  (not  including  the  Journal  receipts) 
was  $22,334.13,  and  the  total  disbursements  $21,- 
308.40.  This  shows  an  excess  of  income  over  ex- 
pense of  $1,025.73.  The  total  income  of  the  Journal 
was  $12,952.76  and  the  total  disbursements  were 
$16,456.55.  The  difference  between  these  two — 
$3,503.78 — an  excess  of  expense  over  income.  Sub- 
tracting $1,025.73  from  $3,503.78  leaves  $2,478.08 
excess  of  disbursements  over  total  income  for  the 
year.  This  was  taken  care  of  by  a cash  bank  bal- 
ance of  $5,907.49  left  over  from  1947. 

The  two  items  which  caused  this  deficit  were  the 
Journal  and  the  Annual  Session,  and  an  adjustment 
should  be  made  so  that  this  will  not  happen  again. 
The  Journal  is  probably  going  for  the  second  time 
through  an  experience  that  it  went  through  in  the 
depression.  Due  to  a great  volume  of  business, 
firms  spent  much  money  on  advertising  so  as  to 
reduce  taxes.  Then  when  things  began  to  tighten 
up  they  curtailed,  especially  on  advertising.  Our 
advertising  fell  off  $1,318.05  in  1948.  Due  to  this 
and  a fifteen  percent  increase  in  publication  cost, 
we  find  the  reason  for  the  overexpenditure.  If  af- 
fairs go  on  as  they  did  during  the  depression,  it 
may  well  be  that  the  Journal  will  show  a loss  each 
year  for  some  time — or  until  times  return  to  normal. 

AUDIT 

The  audit  which  follows  was  made  by  Martin 
and  Cole,  Lincoln,  and  is,  of  course,  self-explanatory. 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
AUDIT 

Year  Ended  December  31,  1948 

Nebraska  State  Medical  Association, 

Lincoln,  Nebraska. 

Gentlemen: 

We  have  examined  the  books  and  records  of  the 
Nebraska  State  Medical  Association  for  the  year 
1948,  and  submit  herewith  our  report.  Included  in 
the  report  are  the  following  exhibits  and  schedules: 

Exhibit  A — Analysis  of  Fund  Balances — January  1,  1948  to 
December  31,  1948. 

Exhibit  B — Statement  of  Receipts  and  Disbursements — Year 
1948. 

Schedule  B-l — Statement  of  Receipts  and  Disbursements — An- 
nual Session — Year  1948. 

Schedule  B-2 — Comparison  of  General  Expense  with  Budget 
— Year  1848. 

Exhibit  C — Statement  of  Investments  — January  1,  1948  to 
December  31,  1948. 

Exhibit  D — Journal  Accounts  Receivable — December  31,  1948. 

EXHIBIT  A 

Exhibit  A is  the  analysis  of  fund  balances.  Dur- 
ing the  year  1948  there  was  a decrease  in  the  bal- 
ances of  $1,997.43.  The  total  balance  on  December 
31,  1948  was  $29,496.24  and  was  represented  by 
cash  in  the  National  Bank  of  Commerce,  Lincoln, 
Nebraska,  of  $3,429.43  and  investments  of 
$26,066.81. 

EXHIBIT  B 

The  details  of  the  changes  in  the  operating  fund 
cash  balance  are  shown  in  Exhibit  B.  In  this  state- 
ment the  incomes  and  expenses  have  been  divided 
into  classifications  of  general  items  and  journal 
transactions.  Under  the  heading  of  general  in- 
come the  principal  items  are  membership  dues  of 
$17,040.00  and  income  from  the  annual  session  of 
$3,835.00.  Cash  received  for  Banquet  tickets  pur- 
chased was  $1,183.50.  The  chief  item  of  income  for 
the  journal  during  the  year  was  advertising  of 
$12,638.16.  Total  cash  received  during  the  year 
amounted  to  $35,286.89. 

The  disbursements  of  the  association  are  divided 
into  the  same  classifications  as  the  receipts.  The 
total  amount  of  general  disbursements  was  $19,- 
974.90.  A comparison  of  these  items  with  the 
budget  items  approved  for  1948  is  shown  in  Schedule 
B-2.  Journal  expenses  for  the  year  totaled  $16,- 
456.55.  Other  disbursements  amounted  to  $1,333.50, 
and  total  disbursements  during  the  year  were  $37,- 
764.95.  The  excess  of  disbursements  over  receipts 
amounted  to  $2,478.06  and  cash  on  hand  at  the 
close  of  the  year  was  $3,429.43. 

All  receipts  for  the  year  were  traced  through  the 
books  and  into  the  bank  account.  In  addition  test 
checks  were  made  of  letters  of  transmittal  tracing 
the  items  to  the  individual  members’  accounts.  An 
inspection  of  the  members’  unused  cards  in  con- 
nection with  our  examination  of  the  receipts  indi- 
cated that  all  cards  issued  to  members  during  the 
year  were  accounted  for  on  the  books  of  the  asso- 
ciation. It  was  also  found  that  during  the  year 
1948  cards  were  issued  to  four  military  members 
and  forty-four  honorary  members  for  which  no 
dues  were  collected. 

All  cancelled  checks  for  the  year  were  inspected 
and  compared  to  the  items  in  the  check  register. 
Invoices  and  creditors’  statements  were  examined 
covering  the  greater  portion  of  the  disbursements. 
The  balances  shown  as  cash  in  bank  were  confirmed 
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by  direct  correspondence  with  the  depositories.  Our 
audit  also  included  an  examination  of  the  minutes 
of  the  trustees’  meetings  during  the  year  in  regard 
to  authorization  of  salaries,  budgets  and  other 
disbursements.  All  securities  were  verified  by  ac- 
tual examination.  As  a result  of  our  audit  of  the 
receipts  and  disbursements  of  the  association  for 
the  year  it  is  our  opinion  that  all  cash  has  been  ac- 
counted for  properly. 

EXHIBIT  C 

The  changes  that  occurred  in  the  investments  ac- 
count during  the  year  are  shown  in  Exhibit  C. 
The  cost  value  of  the  investments  at  the  beginning 
of  the  year  was  $25,586.18.  During  the  year  there 
was  a net  addition  in  investments  of  $480.63.  Divi- 
dend credits  in  building  and  loan  accounts  amount- 
ed to  $103.48.  The  increase  in  value  of  the  United 
States  Savings  Bonds,  Series  G,  of  $2,500.00  were 
purchased,  and  savings  bonds  having  a maturity 
value  of  $2,350.00  were  redeemed.  The  investments 
include  United  States  Savings  Bonds,  Series  G,  of 
$3,000.00  purchased  during  the  year  1947  with  cash 
from  the  Student  Loan  Fund.  The  total  value  of  the 
investments  on  December  31,  1948  was  $26,066.81. 

EXHIBIT  D 


EXHIBIT  A 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
ANALYSIS  OF  FUND  BALANCES 
January  1,  1948  to  December  31,  1948 


Total  Balance,  January  1,  1948 .1 $31,493.67 

Represented  by  : 

Cash — National  Bank  of  Commerce $ 5,907.49 

Investments — Exhibit  C 25,586.18 

$31,493.67 

Deduct : 

Excess  of  Disbursements  over 

Receipts — Exhibit  B 2,478.06 

Less  : Net  Increase  in  Investments — 

Exhibit  C 480.63  1,997.43 


Total  Balance,  December  31,  1948 $29,496.24 

Represented  by  : 

Cash — National  Bank  of  Commerce 3.429.43 

Investments — Exhibit  C 26,066.81 


$29,496.24 

EXHIBIT  B 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
Year  1948 

Cash  on  hand  January  1,  1948 $ 5,907.49 

Receipts : 

General : 

Membership  dues  $17,040.00 

Interest  collected  275.63 

Annual  Session — Sched.  B-l__  3,835.00 

Banquet  tickets  1,183.50  22,334.13 


Journal : 

Advertising  12,638.16 

Subscriptions  296.25 

Copies  sold  18.35  12,952.76 


Exhibit  D is  a list  of  the  journal  accounts  receiv- 
able. Our  examination  of  the  accounts  receivable 
record  indicated  that  the  greater  part  of  these  ac- 
counts are  amounts  receivable  for  advertising  dur- 
ing the  month  of  December,  1948.  This  record  also 
indicated  that  with  few  exceptions  these  accounts 
are  being  paid  currently.  As  the  association  oper- 
ates on  the  cash  basis  these  items  are  not  taken  into 
income  until  cash  is  received. 

The  student  loan  fund  managed  by  the  associa- 
tion is  maintained  in  a checking  account  in  the 
Omaha  National  Bank,  Omaha,  Nebraska.  Cash 
on  hand  at  the  close  of  the  year  amounted  to 
$919.63.  This  amount  was  confirmed  to  us  by  di- 
rect correspondence  with  the  bank.  The  total 
amount  of  unpaid  student  loans  at  the  end  of  the 
year  including  interest  accrued,  was  $348.19.  Dur- 
ing the  year  $536.69,  including  payments  on  prin- 
cipal and  interest,  was  received  on  these  notes. 

Mr.  M.  C.  Smith,  executive  secretary  of  the  as- 
sociation, has  in  his  possession  a fund  of  $100.00 
to  be  used  for  traveling  and  other  association  ex- 
penses. This  fund  is  replenished  periodically  upon 
his  presentation  of  expense  reports  and  is  not  car- 
ried on  the  books  of  the  association  as  an  asset. 

There  are  additional  funds  of  $1,000.00  in  cash 
kept  in  the  association’s  safety  deposit  box  at  the 
National  Bank  of  Commerce,  Lincoln,  Nebraska. 
This  amount  was  verified  by  actual  count  at  the 
time  of  the  examination  of  securities,  and  is  not  set 
up  on  the  books  as  an  asset.  The  purpose  of  this 
fund  is  to  defray  expenses  of  the  association,  and 
to  date  none  of  it  has  been  used. 

Should  any  additional  information  be  desired 
concerning  any  matters  falling  within  the  scope  of 
our  examination,  we  shall  be  pleased  to  supply  it 
upon  request. 

Respectfully, 

MARTIN  & COLE. 


TOTAL  RECEIPTS  

Disbursements : 

General : 

Salaries  $ 

Travel  

Office  Expense: 

Rent  

Mimeograph  

Printing  

Postage  

Telephone  and  Telegraph — 

Miscellaneous  

Councilor  expense  

Delegate  to  A.M.A 

Annual  Session  (Sch.  B-l)  — 

Committee  expense 

Audit  expense  

Medicolegal  

Emergency  fund  

Attorneys’  fees  

Office  equipment  


$35,286.89 


7,910.00 

1,222.57 

1,294.04 

129.21 

854.04 

273.50 

481.75 

290.65 
162.46 

609.66 
4,158.39 

339.00 

100.00 

622.75 
730.17 
580.00 

216.63  $19,974.90 


Journal : 

Salaries  $ 1,440.00 

Commissions  4,584.67 

Publication  expense  6,920.94 

Press  Clipping  Service 90.00 

Color  1,891.74 

Tipping  366.30 

Cuts  356.05 

Reprints  56.85 

Expenses.  Dr.  Jahr 250.00 

Travel.  M.  C.  Smith 500.00 

Other  Disbursements  : 

Banquet  Tickets  (see 

cash  receipts)  $ 1,183.50 

Purchase  of  U.  S.  Savings 
Bond — Series  G,  less  bonds 
exchanged  150.00 


16,456.55 


1,333.50 


TOTAL  DISBURSEMENTS  $37,764.95 

EXCESS  OF  DISBURSEMENTS 

OVER  RECEIPTS  $2,478.06* 

Cash  on  Hand.  December  31,  1948 $3,429.43 

* Negative  figure. 


SCHEDULE  B-l 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
ANNUAL  SESSION 


Year  1948 

Receipts : 

Sale  of  Booth  Space $3,810.00 

Registration  fees  25.00  $3,835.00 


Disbursements : 

Exhibitors’  party 293.85 

Board  of  Trustees’  breakfast 8.50 

President’s  breakfast  27.50 

President’s  party  90.36 

Program  commitee  luncheon 15.00 

Guest  tickets — luncheons  and  banquets 78.00 

Guest  speakers — travel  and  hotel  expense — 1,181.77 
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Banquet  expense 

247.64 

Golf  and  trap  shoot 

Fun  nite 

Auxiliary 

Reporter 

Booths 

155.00 

256.97 

54.15 

359.07 

286.50 

Movie  equipment 
Printing 

205.27 

270.66 

Miscellaneous 

628.15 

4,158.39 

EXCESS  OF  DISBURSEMENTS 
OVER  RECEIPTS  _ _ 

_$  323.39* 

* Negative  figure. 


SCHEDULE  B-2 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
COMPARISON  OF  GENERAL  EXPENSE  WITH  BUDGET 


Year  1948 


Budget 

Actual 

Expense 

Unexpended 

Balance 

Salaries 

$ 8.000.00 

S 7.910.00 

S 90.00 

Travel 

1,225.00 

1.222.57 

2.43 

Office  Expense: 

Rent  

1,294.04 

5.96 

Mimeograph 

200.00 

129.21 

70.79 

Printing 

860.00 

854.04 

5.96 

Postage 

350.00 

273.50 

76.50 

Telephone 

550.00 

481.75 

68.25 

Miscellaneous 

300.00 

290.65 

9.35 

Councilor  expense 

200.00 

162.46 

37.54 

Delegate  to  A.M.A 

1.000.00 

609.66 

390.34 

Annual  Session 

3,500.00 

4.158.39 

658.39* 

Committee  expense 

350.00 

339.08 

10.92 

Audit  expense 

_ ^ 100.00 

100.00 

Medicolegal 

_ _ 650.00 

622.75 

27.25 

Emergency  fund 

750.00 

730.17 

19.83 

Attorneys'  fees 

790.00 

580.00 

210.00 

Office  equipment 

250.00 

216.63 

33.37 

President’s  expense 

500.00 

500.00 

$20,875.00 

$19,974.00 

S 900.10 

*Negative  figure. 


EXHIBIT  C 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENTS 
January  1,  1948  to  December  31,  1948 

Total  Balance,  January  1,  1948 $25,586.18 

Consisting  of  : 

Omaha  Loan  & Building  Assn $ 1,773.88 


Nebr.  Central  Building  & Loan  Assn 958.01 

Conservative  Savings  & Loan  Assn 1.488.66 

United  Savings  & Loan  Assn. 317.91 

U.  S.  Treasury  Bonds,  2%% 4.500.00 

U.  S.  Savings  Bonds — Issue 
price  $7,721.00,  Maturity 

value  $10,375.00  8,889.72 

U.  S.  Savings  Bonds,  Series  G — 7,600.00 

Postal  Savings  Bond — Issue 
price  $50.00  - 58.00 


$25,586.18 

Additions : 

Dividend  Credits  : 

Omaha  Loan  & Building 

Assn.  $ 44.61 

Conservative  Savings  & 

Loan  Assn. 29.91 

Nebraska  Central  Building  & 

Loan  Assn. 28.96  103.48 


Increase  in  Value — U.  S.  Savings  Bonds: 


Total  Increment, 

December  31.  1948 807.37 

Total  Increment. 

Bonds  exchanged  587.50 


1,394.87 

Total  Increment. 

December  31,  1947 $1,168.72  226.15 

Interest  Accrued — Postal  Savings  : 

Interest  Accrued. 

December  31,  1948 9.00 

Interest  Accrued. 

December  1,  1947  8.00  1.00 

Purchases : 

U.  S.  Savings  Bonds. 

Series  G 2,500.00 

Less  : Bonds  Exchanged  : 

U.  S.  Savings  Bonds, 

Series  C 2.350.00  150.00  480.63 


Total  Balance,  December  31,  1948 $26,066.81 

Consisting  of  : 

Omaha  Loan  & Building  Assn $ 1,818.49 

Nebr.  Central  Building  & Loan  Assn. 986.97 

Conservative  Savings  & Loan  Assn 1,518.57 

United  Savings  & Loan  Assn 317.91 

U.  S.  Treasury’  Bonds — -2%% 4,500.00 

U.  S.  Savings  Bonds — Issue 
price  $5,958.50,  Maturity 

value  $8,025.00  6,765.87 

U.  S.  Savings  Bonds — Series  G 10,100.00 

Postal  Savings  Bonds — Issue  price  $50.00 59.00 


$26,066.81 


EXHIBIT  D 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
JOURNAL  ACCOUNTS  RECEIVABLE 
December  31,  1948 

Cooperative  Medical  Advertising  Bureau : 


Smith,  Kline  and  French $ 23.46 

Camel  Cigarettes  20.40 

Eli  Lilly  159.60 

Parke  Davis  111.86 

Medical  Protective  Co 20.40 

Win  throp-S  teams  20.40 

Schering  Corporation  50.49 

Borden  Company  23.46 

Ciba  ! ^ 45.90 

Wander  Company  23.46 

Smith-Dorsey  48.96 

Abbott  Laboratories  24.00 

Swift  & Company 23.46 

S.  H.  Camp 20.40 

Wyeth  20.40 

M & R 20.40 

G.  D.  Searle 52.70 

Spencer  18.00 

Robinson  Clinic  4.08 

Physicians  Casualty  Co 8.40 

Physicians  Optical  Co 4.80 

Luzier's  27.60 

Cook  County  Graduate  School 7.14 

Laboratory  of  Clinical  Pathology 7.14 

Seiler  Surgical  Co 4.80 

Ralph  Sanatorium  12.24 

Chicago  Medical  Society 15.30 

Julius  Schmid,  Inc 23.46 

Ayerst,  McKenna  & Harrison 45.90 

Mead  Johnson  48.00  936.61 


R.  H.  Kerr,  M.D .80 

Harold  Diers  & Co 82.80 

Lincoln  Splint  & Brace  Shop 3.25 

Midwest  Orthopedic  Appliance  Co 24.00 

Physicians  and  Hospital  Supply  Co.,  Inc 27.60 


AMOUNT  DUE  $1,075.06 


ANNUAL  REPORT  OF  THE  BOARD  OF 
TRUSTEES  OF  NEBRASKA  STATE 
MEDICAL  ASSOCIATION 
For  the  Year  1948 

Mr.  President  and  Members  of  the  Council: 

The  Board  of  Trustees  wish  to  make  the  follow- 
ing report  and  recommendations: 

Meetings  of  the  Board  were  held  on  February 
18th,  May  4th,  September  30th,  and  December  16th 
of  1948.  The  meetings  were  well  attended  by  the 
members  as  well  as  other  officers  of  the  Associa- 
tion. The  business  of  the  Association  has  been  exe- 
cuted as  usual,  and  there  has  been  no  call  for  ex- 
penditures not  provided  in  the  budget.  Our  invest- 
ments remain  essentially  unchanged. 

Details  of  the  financial  condition  of  your  Associa- 
tion have  been  published  to  you  in  the  auditor’s 
report,  and  there  is  no  need  for  us  to  take  them 
up  in  detail  in  this  report.  Last  February  we  ad- 
vised you  of  additional  costs,  two  of  which  were 
increasing  rent  and  increasing  cost  of  printing  the 
Journal.  We  found,  after  thorough  investigation, 
that  these  additional  costs  were  unavoidable.  How- 
ever, since  these  increases  at  the  beginning  of  the 
year,  our  expense  has  remained  relatively  static. 

Many  requests  for  our  Journal,  on  a free  or  ex- 
change basis,  have  been  received.  This  became 
so  much  of  a problem  that  the  Board  established 
the  policy  of  furnishing  the  Journal  free  to  re- 
sponsible organizations  in  countries  whose  medical 
literature  and  other  medical  facilities  had  been 
greatly  depleted  by  the  war,  but  not  to  others  un- 
less there  be  very  exceptional  reason  for  so  doing. 

The  matter  of  “Social  Security”  for  employees 
of  the  Association  has  come  before  us  a number 
of  times.  As  we  have  been  operating,  employees 
who  have  been  with  us  for  a long  time  and  whose 
service  has  been  exceptional  have  not  had  the  bene- 
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fit  of  so-called  social  security.  Your  Board  has 
asked  Mr.  Smith  to  investigate  the  possibility  and 
feasibility  of  providing  a degree  of  financial  secur- 
ity to  our  employees  through  insurance.  This  mat- 
ter is  still  under  investigation  and  no  positive  action 
has  as  yet  been  taken  in  regal'd  to  it. 

Discussions  in  the  Council  last  February,  follow- 
ing recommendations  made  at  the  time,  initiated  an 
expanded  program  for  the  Association.  As  a begin- 
ning and  in  accord  with  your  instructions,  a meet- 
ing was  held  during  the  spring  to  which  all  secre- 
taries of  county  medical  societies  were  invited. 
This  was  a very  instructive  program  which  tended 
to  weld  the  component  societies  into  a stronger  par- 
ent body,  yet  to  stimulate  more  individual  initia- 
tive within  the  component  societies.  It  was  also  a 
foretaste  of  the  expanded  program  to  be  developed. 

As  you  know,  the  Nebraska  Medical  Foundation, 
which  was  only  a gleam  in  its  father’s  eye  last  Feb- 
ruary, has  become  a reality.  In  order  to  facilitate 
the  work  of  organization  of  the  Foundation,  the 
Board  arranged  to  loan  it  money  up  to  $1,000.00 
for  this  purpose.  No  doubt  all  the  details  of  the 
Foundation  will  be  reported  to  you  in  due  time. 

In  this  connection,  the  Board  has  placed  the 
Student  Loan  Fund  in  the  hands  of  the  Foundation 
to  be  administered  by  it.  This  fund  is  in  excellent 
condition,  a large  part  of  the  outstanding  obliga- 
tions having  been  successfully  collected  by  Mr. 
Smith. 

The  Planning  Committee  has,  as  its  chairman  will 
undoubtedly  report  to  you,  spent  much  time  and 
energy  working  out  the  details  of  the  so-called 
Expanded  Program.  The  Board  anticipated  the 
raise  in  dues  which  was  granted  by  the  House  of 
Delegates,  and  requested  this  body  to  provide  in- 
structions as  to  how  the  additional  funds  were  to 
be  expended.  This  they  did,  but  indirectly.  They 
placed  the  responsibility  for  the  development  of  a 
plan  in  the  hands  of  the  Planning  Committee.  The 
Planning  Committee  has  developed  a tentative  pro- 
gram, which  has  been  placed  in  the  hands  of  each 
member  of  the  Board,  and  has  been  studied  by  the 
Board  individually  and  in  the  meeting  held  Decem- 
ber 16th.  On  the  basis  of  this  plan,  we  have  pre- 
pared the  budget  for  1950.  This  we  present  for 
your  consideration  and  to  be  referred  to  the  House 
of  Delegates  at  the  coming  annual  assembly.  Inas- 
much as  the  plan  is  tentative  until  considered  and 
passed  by  the  House,  the  budget  must  also  be  con- 
sidered as  tentative. 

The  following  is  the  budget  referred  to  above: 


Salaries  $17,600.00 

Travel  3,500.00 

Office  Expense: 

Rent  1,900.00 

Mimeograph  200.00 

Printing  500.00 

Postage  350.00 

Telephone  and  telegraph 550.00 

Miscellaneous  250.00 

Council  expense  200.00 

Annual  Assembly  3,500.00 

Exceptional  travel  and/or  exceptional  meetings 1,700.00 

Audit  expense  125.00 

Dues,  Share  to  the  Journal 2,000.00 

Medico-Legal  800.00 

Attorneys’  fees  1,000.00 

Office  equipment  200.00 

President’s  expense  500.00 

Speakers’  bureau  1,200.00 

Emergency  fund  2!500.00 

Expendable  supplies  1,000.00 


Total  $39,575.00 


It  will  be  noted  that  several  old  items  have  been 
dropped  as  headings  and  replaced  by  new  designa- 


tions which  are  somewhat  less  specific.  An  ex- 
ample is  the  old  item  “Delegates  to  A.M.A.,  Editor, 
February  Meeting.”  Another  is  “Committee  Ex- 
pense.” These  have  been  grouped  “Exceptional 
Travel  and/or  Exceptional  Meetings.”  This  seems 
to  facilitate  the  meeting  of  regular  as  well  as  un- 
known expense,  particularly  at  a time  when  we  can 
not  estimate  the  kind,  extent  and  cost  of  new  ac- 
tivities. 

We  request  that  the  above  budget  be  recommend- 
ed to  the  House  of  Delegates  and,  furthermore,  that 
the  1949  budget  be  revised  to  be  identical  with  the 
above.  ' 

The  Board  instructed  the  Executive  Secretary  to 
act  in  compliance  with  the  directive  of  the  House 
of  Delegates  last  May  and  provide  suitable  addi- 
tional space,  personnel  and  equipment  to  implement 
the  expanded  program.  This  is  to  be  accomplished 
by  March  1,  1949. 

Respectfully  submitted, 

GEO.  W.  COVEY,  Chairman. 


REPORT  OF  THE  EXECUTIVE  SECRETARY 
M.  C.  Smith 

The  report  of  your  executive  secretary  made  last 
year  to  the  Board  of  Councilors  carried  suggestions 
for  a program  of  expanded  service.  This  report 
was  acted  upon  favorably  by  the  Council  and  recom- 
mendations were  made  by  this  body  to  the  House  "t)f 
Delegates  at  the  last  Annual  Session  held  in  May 
1948  that  such  a program  be  formulated  and  placed 
in  operation. 

The  Hou°e  of  Delegates  likewise  acted  favorably 
and  raised  the  dues  for  the  association  from  $15.00 
to  $30.00  per  member  to  finance  such  a program. 
The  problem  was  assigned  to  the  Planning  Com- 
mittee by  the  president,  Dr.  J.  E.  M.  Thomson. 
Many  hours  of  study  and  planning  have  been  ex- 
pended in  the  preparation  of  an  eight-point  program 
which  is  now  ready  for  final  approval.  The  report 
of  the  Planning  Committee  covers  this  program  in 
detail  and  any  further  discussion  here  would  be 
redundant.  This  report  will  deal  with  the  proposed 
activities  of  your  headquarters  office  in  the  oper- 
ation of  this  new  expanded  program. 

It  is  estimated  that  the  increased  dues  will  pro- 
duce an  additional  fund  of  approximately  seventeen 
thousand  dollars  which  may  be  used  to  finance  the 
new  program.  The  Board  of  Trustees  has  prepared 
an  amended  budget  for  1949  which  cordinates  this 
sum  with  the  former  budget  to  implement  the 
plans  made  by  the  Planning  Committee. 

The  plan  contemplates  increased  activity  of  every 
component  society  and  individual  member  and  it 
was  felt  by  the  members  of  the  committee  that  the 
first  important  step  in  the  activation  of  such  a 
program  was  in  the  education  of  our  own  members. 
Accordingly,  plans  were  made  for  a series  of  twen- 
ty-one area  meetings  to  be  held  over  the  state  dur- 
ing the  months  of  January  and  February  of  this 
year  designed  to  carry  detailed  information  to  every 
doctor  in  the  state.  Unfortunately,  we  have  been 
able  to  hold  only  two  of  these  meetings  due  to 
road  and  weather  conditions.  It  is  planned  that 
these  meetings  will  be  continued  as  soon  as  pos- 
sible and  completed  before  the  Annual  Session  in 
May.  We  are  happy  to  report  that  much  interest 
was  evidenced  at  the  two  meetings  held  which  is 
an  indication  that  the  individual  member  is  interest- 
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ed  in  these  activities  of  his  association  and  more 
than  willing  to  cooperate.  It  is  further  planned  that 
again  this  year  there  will  be  held  a meeting  of 
presidents  and  secretaries  of  component  societies 
before  the  annual  session.  These  activities  will  be 
an  assurance  that  when  the  House  of  Delegates  con- 
venes in  Omaha  next  May  we  will  have  a member- 
ship that  will  be  well  informed  on  all  of  the  pro- 
posed activities  of  the  association. 

A great  part  of  the  expanded  program  will  be 
carried  on  from  the  headquarters  office  which  will 
necessitate  increased  personnel  and  enlarged  quar- 
ters. Arrangements  have  been  completed  under  the 
direction  of  the  Board  of  Trustees  to  move  the  head- 
quarters office  to  the  Sharp  Building  in  Lincoln 
with  increased  floor  space  to  accommodate  an  en- 
larged staff.  The  budget,  as  amended  by  the 
Board  of  Trustees,  will  provide  for  an  assistant 
Executive  Secretary,  one  additional  stenographer, 
one  typist  and  a part-time  news  writer  to  assist  in 
the  public  relations  department.  This  personnel  will 
be  added  as  the  program  goes  into  operation.  Addi- 
tional items  are  set  up  in  the  budget  for  educational 
purposes  and  for  expendable  supplies  to  be  used 
in  a public  relations  program. 

The  program  will  be  coordinated  with  the  nation- 
wide educational  program  of  the  American  Asso- 
ciation, a large  part  of  which  is  to  be  channeled 
through  state  and  county  medical  societies.  Your 
state  association  headquarters  office  will  be  the 
activating  point  for  the  Nebraska  section  of  the 
A.M.A.  program. 

It  is  immediately  apparent  that  the  Nebraska 
State  Medical  Association  is  embarking  on  a pro- 
gi’am  of  far  reaching  proportions.  It  is  equally 
apparent  that  plans  have  been  carefully  made  to 
carry  the  story  of  scientific  medicine  and  its  bene- 
fits to  every  citizen  in  Nebraska.  The  inevitable 
result  is  a better  understanding  and  closer  relation- 
ship between  the  medical  profession  and  the  people 
in  our  state.  It  is  a tremendous  job  and  requires 
the  close  cooperation  of  all. 

LEGISLATIVE 

The  Nebraska  Legislature  has  been  in  session 
since  January  4,  1949.  The  date  for  introduction 
of  new  legislation  has  passed  and  we  are  faced  with 
only  one  bill  which  would  lower  the  standards  of 
medical  care  in  Nebraska.  In  the  opening  days  of 
the  session  the  legislature  passed  Resolution  No. 
2 which  memorialized  the  Congress  of  the  United 
States  in  opposition  to  compulsory  insurance  or  any 
type  of  socialized  medicine  under  bureaucratic  con- 
trol. The  legislature  directed  that  copies  of  this 
resolution  should  be  sent  to  the  House  of  Repre- 
sentatives and  the  Senate  of  the  United  States 
Congress,  to  the  Nebraska  members  of  the  United 
States  Congress,  and  to  the  President  of  the  United 
States.  Nebraska  is  the  first  state  to  pass  such  a 
resolution  and  we  hope  that  it  will  be  an  incentive 
to  other  states  to  do  likewise.  The  medical  profes- 
sion in  Nebraska  is  deeply  grateful  to  the  members 
of  the  Nebraska  Legislature  for  this  unprecedented 
horn  r and  act  of  confidence. 

THE  JOURNAL 

In  my  report  to  you  last  year  I indicated  that  the 
peak  of  advertising  income  for  the  Journal  had 
probably  been  reached  and  that  we  could  anticipate 
a reduced  income.  The  experience  of  the  past  year 


has  verified  that  prediction.  Many  of  the  pharma- 
ceutical houses  have  been  retrenching  in  their  ad- 
vertising budgets  which  has  affected  all  of  the  state 
journals  and  has  even  been  carried  over  into  the 
Journal  of  the  A.M.A.  We  had  a reduction  of 
$1,318.05  in  income  from  advertising  in  1948  as  com- 
pared with  1947.  We  also  had  an  increase  of  fifteen 
percent  in  printing  cost  over  the  previous  year. 
We  have  of  necessity  cut  some  pages  from  each 
monthly  issue,  but  these  to  a large  part  have  been 
in  advertising  pages.  We  have  attempted  to  main- 
tain the  reading  content  of  the  Journal  as  near  to 
the  former  standard  as  possible.  This  operation  has 
resulted  in  a net  loss  for  the  year  of  $1,727.79. 
Present  indications  are  that  we  will  have  about  the 
same  advertising  income  in  1949  as  in  1948. 
Changes  in  the  general  economic  situation  will  have 
a direct  bearing  on  the  future  of  our  Journal. 

NEW  PHYSICIANS  IN  NEBRASKA 

Since  1945  your  headquarters  office  has  made 
every  effort  to  be  helpful  to  young  physicians  who 
wish  to  locate  in  the  state.  We  have  maintained 
files  of  physicians  who  have  been  seeking  associates 
and  towns  desiring  physicians.  It  has  been  a pleas- 
ure to  have  an  opportunity  to  discuss  locations  with 
these  young  physicians  and  to  assist  them  in  finding 
a satisfactory  place  to  establish  themselves  in  pri- 
vate practice.  It  has  not  been  feasible  to  maintain 
an  accurate  record  of  all  locations  as  a direct  result 
of  this  service,  but  we  do  know  that  it  has  been  a 
sizeable  number.  Since  1945  there  have  been  286 
new  physicians  locate  in  Nebraska.  Of  this  group 
215  had  become  members  of  their  county  medical 
society  and  the  Nebraska  State  Medical  Association 
by  December  31,  1948.  Many  of  them  will  become 
members  during  1949. 

ANNUAL  SESSION 

The  dates  for  the  next  Annual  Session  have  been 
set  and  the  program  is  nearing  completion.  The 
meeting  will  be  held  May  2,  3,  4,  5,  at  the  Paxton 
Hotel  in  Omaha.  The  technical  space  has  all  been 
sold  and  assigned  to  our  various  exhibitors.  It  is 
pleasing  to  find  that  technical  exhibitors  like  the 
Nebraska  meeting  and  want  to  be  represented. 
This  year,  as  for  several  years  past,  it  has  been 
necssary  for  us  to  reject  some  requests  due  to  lack 
of  space.  We  have  been  told  by  exhibitors  they 
like  the  friendly  spirit  of  Nebraska  doctors  and 
that  they  attend  the  meeting  because  of  the  high 
quality  of  the  scientific  program.  We  feel  sure 
that  1949  will  maintain  our  usual  high  standards. 

MEMBERSHIP 

The  records  of  licensed  physicians  at  the  Bureau 
of  Examining  Boards  indicates  that  at  the  present 
time  there  are  2,228  physicians  licensed  in  this  state. 
Of  this  number  745  reside  outside  the  state. 

Following  are  the  usual  tables  indicating  the 
state  of  our  membership  for  the  past  year: 

Table  No.  1 


Members — deceased  12 

Non -members — deceased  16  28 

Members — moved  out  of  state 42 

Non-members — moved  out  of  state 10  52 

New  physicians  in  state — members 68 

Potential  members  58  126 

Net  Gain  46 

In  active  practice 1,333 

Retired — but  eligible  36 

Members — December  31,  1947 1,189 

Members — December  31,  1948 1.134 

Member  loss  in  1948 5 
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Table  No.  2 

Licensed  Physicians  : 

Residing  out  of  state 702 

Members  (43  out  of  state) 1,184 

Non-eligible  29 

Retired  36 

Non-members,  eligible  213 

Unaccounted  for  (interns,  home  addresses,  etc.) 64 

Total  2,228 

Table  No.  3 

Members : 

Active  1,078 

Inactive 5 

Deceased  (2  Honorary) 12 

Honorary  42 

Service  4 

Out  of  State 43 

Total  - 1,184 


CORRESPONDENCE 

The  correspondence  records  show  that  a total 
of  16,553  pieces  of  mail  have  gone  through  the  of- 
fice during  the  past  year.  There  were  4,750 
pieces  of  incoming  mail  and  11,803  pieces  of  out- 
going mail. 


REPORT  OF  DELEGATE  TO  THE  NORTH 
CENTRAL  CONFERENCE  TO  THE  COUNCIL 
AND  HOUSE  OF  DELEGATES 
The  North  Central  Conference  was  held  in  Min- 
neapolis on  November  7,  1948,  and  was  attended  by 
the  Executive  Secretary,  M.  C.  Smith,  and  five 
members  of  our  association,  Dr.  Warren  Thompson, 
Dr.  Roy  W.  Fouts,  Dr.  J.  D.  McCarthy  of  Omaha 
and  Dr.  Harold  Morgan  and  myself  from  Lincoln. 
A full  day’s  program,  devoted  to  discussions  which 
concern  the  medical  profession  in  the  North  Central 
Area,  was  held.  The  discussions  included  a rather 
vigorous  argument  as  to  whether  or  not  Blue  Cross 
and  Blue  Shield  should  be  united  on  a national 
level.  This  matter,  as  you  know,  has  been  consid- 
ered in  the  House  of  Delegates  of  the  American 
Medical  Association,  and  I believe  such  an  organiza- 
tion was  considered  to  have  more  disadvantages 
than  advantages.  Consequently,  Blue  Shield  Plan 
will,  for  the  for  the  time  being  at  least,  remain 
on  a state  level.  The  members  from  Wisconsin  and 
North  Dakota  in  particular  reported,  and  were 
much  concerned  about  the  cooperatives  in  their 
states.  It  seems  that  the  cooperatives  are  very  ac- 
tive, and  extend  their  activities  to  include  medicine. 
While  this  is  not  governmental  medicine,  it  is  medi- 
cine practiced  by  these  cooperatives.  In  several  lo- 
calities they  have  built  hospitals,  established  clin- 
ics and  render  medical  service  through  full  time, 
employed  positions.  The  doctors  in  Wisconsin  and 
North  Dakota,  as  well  as  others  who  have  had  ex- 
perience with  this  type  of  practice,  are  much  op- 
posed to  it  and  stress  the  many  disadvantages  which 
have  resulted  in  such  activity. 

In  addition  to  other  and  worthwhile  discussions, 
we  presented  information  concerning  our  proposed 
plan  for  the  expansion  of  our  state  activities. 

Respectfully  submitted, 

FLOYD  L.  ROGERS.  M.D. 


REPORT  OF  EDITOR 

The  year  1948  was  uneventful  for  the  Journal, 
with  the  exception  of  the  special  editorial  stress  on 
economic  phases  of  medical  practice,  necessitated 
by  the  political  campaigns  for  national  election. 

1948  was  the  first  postwar  year  characterized  by 
plentiful  material  in  the  Original  Articles  Section. 


It  had  some  unusually  good  papers  which  have  been 
widely  quoted,  and  requests  for  abstracting  and  re- 
publication have  been  unusually  flattering. 

Again  I wish  to  express  the  sincere  thanks  of  the 
Journal  to  everyone  who  helped  make  it  a success. 
Our  relationship  with  the  publisher  continues  to  be 
excellent. 

Respectfully  submitted, 

HERMAN  M.  JAHR.  M.D. 


REPORT  OF  THE  PLANNING  COMMITTEE 
TO  THE  COUNCIL  , 

February,  1949 

The  Planning  Committee,  since  the  meeting  of 
the  House  of  Delegates  during  May  of  1948,  has 
been  unusually  active.  We  have  to  report  to  you 
information  concerning  the  following: 

1.  Expanded  Program. 

2.  Fee  Schedule  for  Government  Agencies. 

3.  Rearranging  Councilor  Districts. 

4.  Award  to  a General  Practitioner  in  Nebraska 
(a  special  award  as  being  the  representative  Gen- 
eral Practitioner  in  Nebraska  for  1949). 

Undoubtedly,  our  most  important  activity  has 
been  that  of  considering  the  question  of  an  Ex- 
panded Program  for  our  state  association.  Much 
thought  has  been  given  this  question  by  mar^y 
members  of  our  association  during  the  past  year. 
The  1948  House  of  Delegates  increased  dues  to 
$30  to  provide  funds  for  this  program.  A few  days 
after  the  last  meeting  of  the  House  of  Delegates 
our  President,  Dr.  J.  E.  M.  Thomson,  assigned  the 
job  of  planning  this  expanded  program  to  our 
committee.  We  have  held  numerous  meetings,  and 
we  have  all  made  a very  serious  effort  to  do  this 
job  well. 

We  were  particularly  interested  in  the  Expanded 
Program  which  had  been  developed  in  Colorado. 
Dui'ing  October  of  1948,  Mr.  Smith  and  your  chair- 
man spent  several  days  in  Colorado  going  over 
their  plan.  We  have  for  your  consideration  a pro- 
posed Expanded  Program  and  a proposed  method 
of  activating  this  program.  The  committee  wants 
to  emphasize  that  this  is  still  a proposed  Expanded 
Program,  and  should  not  be  the  Expanded  Program 
until  it  has  been  carefully  considered  by  every  mem- 
ber of  our  state  association,  in  particular  by  the 
members  of  the  Council  and  House  of  Delegates. 
We  firmly  believe  that  it  deserves  your  most  care- 
ful and  deliberate  consideration. 

THE  PROPOSED  EXPANDED  PROGRAM  FOR 
THE  NEBRASKA  STATE  MEDICAL 
ASSOCIATION 

The  greatest  social  upheaval  which  has  been  tak- 
ing place  in  the  world  with  increasing  intensity  and 
the  probability  of  imminent  developments  deroga- 
tory to  the  present  system  of  medical  care  has 
caused  many  of  our  members  to  believe  that  our 
association  should  take  a more  active  and  con- 
structive attitude  toward  the  many  problems  in- 
volved. It  is  generally  felt  that  due  to  a lack  of 
concerted  interest  on  the  part  of  the  medical  pro- 
fession certain  fields  of  medicine  have  passed  into 
the  hands  of  the  laity. 

Recognizing  the  situation  and  sensing  a necessity 
for  some  means  and  methods  of  meeting  these  pres- 
ent day  problems,  the  1948  House  of  Delegates  of 
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the  Nebraska  State  Medical  Association  increased 
the  dues  of  members  to  $30.00  per  year.  The  in- 
creased dues  will  produce  approximately  $17,000 
per  year  and  these  funds  are  to  be  expended  for 
the  operation  of  an  expanded  program  of  service 
to  the  public. 

Our  president,  Dr.  J.  E.  M.  Thomson,  has  assigned 
to  the  Planning  Committee  the  job  of  assaying  our 
assets  and  resources  and  of  laying  out  a program 
designed  to  create  a closer  and  better  relationship 
between  the  public  and  the  medical  profession.  It 
is  immediately  recognized  that  a large  part  of  such 
a program  must  be  operated  on  a state  level  through 
our  headquarters  office.  Of  great  importance,  how- 
ever, will  be  the  cooperation  and  activities  of  the 
county  medical  societies,  and  perhaps  the  most  im- 
portant of  all  will  be  the  attitude  and  cooperation 
of  our  individual  members. 

Your  Planning  Committee  has  held  numerous 
meetings  and  spent  long  hours  of  study  in  prepar- 
ing an  effective  program  and  one  that  would  be 
acceptable  to  the  Membership.  The  members  of  this 
committee  immediately  realized  that  this  was  no 
simple  task,  since  it  would  be  necessary  to  formu- 
late a plan  which  would  not  only  be  acceptable  to 
the  association  as  a whole,  but  to  be  successful 
such  a plan  must  receive  the  ardent  and  every  day 
support  of  the  entire  membership.  The  starting 
point  for  such  a plan  developed  the  following  four 
basic  points: 

1.  We  must  recognize  the  most  important  prob- 
lems confronting  our  profession  in  Nebraska. 

2.  We  must  establish  a relative  importance  of 
these  problems. 

3.  We  must  correlate  and  stimulate  existing  com- 
mittees and  groups. 

4.  We  must  suggest  needed  changes  and  addi- 
tions for  our  organization. 

After  complete  discussion  and  continued  study, 
the  following  eight  point  program  has  been  devel- 
oped and  these  points  are  here  separately  discussed 
in  their  apparent  relative  importance. 

I.  PUBLIC  RELATIONS 

A new  committee  will  be  required  to  develop  a 
system  of  informing  the  public  as  to  the  ideals, 
aims  and  objects  of  the  medical  profession.  There 
are  certain  indicated  steps  which  this  committee 
might  employ  in  carrying  out  their  objective: 

1.  Contact  the  press  and  radio  and  establish  with 
them  a code  of  relationship  through  which  the 
medical  profession  will  provide  to  the  press  and 
radio  accurate  medical  news  in  a prompt  and  effi- 
cient manner,  with  the  understanding  that  both  the 
radio  and  press  will  clear  with  representatives  of 
the  medical  profession  any  medical  news  which  they 
publish.  This  cooperation  will  be  designed  to  pre- 
vent inaccuracy  in  medical  news  published  and  to 
eliminate  insofar  as  possible  the  sensational  and 
disturbing  type  of  releases. 

2.  Provide  feature  stories  to  the  press  and  pro- 
grams to  the  radio  stations  whereby  the  efforts 
of  the  medical  profession  wTill  be  carried  to  the 
public. 

3.  Provide  the  individual  physicians  in  the  state 
with  office  posters  and  enclosures  for  statements, 
etc.,  which  will  disseminate  desired  information  to 
the  public. 


4.  Encourage  and  direct  public  lay  meetings  in 
which  the  physicians  will  present  pertinent  informa- 
tion to  the  people  in  their  own  communities. 

II.  PUBLIC  HEALTH  AND  PREVENTIVE 
MEDICINE 

This  activity  will  require  an  enlarged  public 
health  committee.  Close  cooperation  must  exist  be- 
tween our  association  and  the  national,  state  and 
local  health  departments.  At  all  times  we  must 
maintain  our  strict  identity.  In  general,  our  asso- 
ciation’s part  should  be: 

1.  Educate  public  as  to  need  of  public  health 
measures. 

2.  Suggest  needed  legislative  changes  to  the 
public. 

3.  Lend  our  support  to  any  interested  civic 
groups  in  making  these  legislative  changes. 

4.  Assist  health  departments  in  locating  health 
problems. 

5.  Assist  health  departments  in  enforcement  of 
public  health  laws. 

To  a large  extent  this  part  of  the  program  will 
be  the  responsibility  of  the  county  medical  societies 
and  each  physician  in  his  local  community.  Com- 
plete cooperation  and  all  possible  assistance  of  the 
headquarters  office  will  be  available  at  all  times. 
Local  leadership  should  be  provided  by  individual 
physicians  and  county  medical  societies  and  they 
should  interest  themselves  in  these  and  other  pure- 
ly local  problems: 

1.  Pure  water  supplies. 

2.  Milk  production  control,  which  might  well  in- 
clude encouragement  of  grading  milk  and  a state 
pasteurization  law. 

3.  Restaurant  and  other  public  eating  and  drink- 
ing place  control. 

4.  Proper  sewage  disposal  where  needed. 

5.  Proper  garbage  disposal  where  needed. 

6.  Pests;  such  as  rats,  flies,  weeds,  etc. 

III.  SELF-DISCIPLINARY  MEASURES 

This  part  of  the  program  will  require  changes  in 
our  Constitution  and  By-Laws.  The  house  of  Dele- 
gates should  be  empowered  to  establish  and  elect 
from  the  same  councilor  district.  The  function  of 
the  Board  of  Regents  will  be  to  receive  and  adjudi- 
cate complaints  of  any  type,  either  oral  or  written, 
which  may  be  brought  against  any  member  of  the 
profession.  The  board  will  be  authorized  to  call  be- 
fore it  the  individual  or  individuals  making  the 
complaint,  the  physician  against  whom  the  com- 
plaint has  been  made,  and  others  who  might  be  able 
to  give  any  information  pertinent  to  the  charge 
made.  It  is  contemplated  that  the  meetings  of  this 
board  shall  elect  its  own  officers  from  its  members 
and  shall  adopt  its  own  rules  and  regulations  and 
method  of  procedure.  No  minutes  of  the  meetings 
shall  be  kept,  and  in  their  annual  report  to  the 
House  of  Delegates  the  board  not  be  required  to 
reveal  the  names  of  any  physicians  against  whom 
complaints  have  been  made,  but  shall  merely  report 
the  number  and  type  of  cases  handled,  together  with 
the  final  disposition  of  all  cases.  No  member  of  the 
board  shall  be  present  at  nor  have  any  part  in  any 
hearing  of  a complaint  against  a physician  who 
resides  in  the  same  councilor  district  from  which 
the  board  member  is  elected.  After  due  deliberation 
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on  the  merits  of  the  complaint  made,  the  board 
shall  have  a choice  of  one  of  the  five  following 
methods  for  final  disposition: 

1.  Dismiss  the  case  on  the  basis  of  insufficient 
evidence  or  insufficient  grounds  or  a legitimate 
complaint.  In  all  such  cases  the  board  shall  at- 
tempt to  reconcile  the  complainant  to  their  decision, 
either  orally  or  by  letter.  It  should  be  the  object 
of  the  board  to  settle  all  disputes  as  amiably  as 
possible  and  to  the  complete  satisfaction  of  the  pa- 
tient. 

2.  Attempt  a satisfactory  settlement  of  the 
complaint  between  the  physician  and  the  person  or 
persons  making  the  complaint. 

3.  Reprimand  the  physician  and  suggest  changes 
in  his  conduct  and  relationship  with  his  patients 
in  order  that  he  may  not  again  bring  unfair  criti- 
cism to  the  profession  as  a whole. 

4.  Refer  the  case  to  the  Council  of  the  Nebraska 
State  Medical  Association  with  the  suggestion  that 
the  physician’s  membership  be  discontinued. 

5.  Refer  the  case  to  the  Director  of  the  Nebras- 
ka State  Department  of  Health  with  the  suggestion 
that  the  license  of  the  offending  physician  be  re- 
voked. 

The  board  shall  also  be  authorized  to  initiate 
investigations  into  the  activities  of  any  physician, 
group  of  physicians,  or  clinic,  or  of  any  system  or 
method  of  medical  practice  or  medical  care  which 
would  appear  to  be  inimical  to  the  best  interests  of 
patient  or  physician. 

Criticisms  in  regard  to  medical  legal  testimony 
and  any  violations  of  the  Code  of  Ethics  should  be 
handled  by  this  board.  We  anticipate  that  the 
membership  of  the  Board  of  Regents  will  be  made 
up  of  older  men,  who  because  of  their  years  of  loyal 
service  to  medicine  and  high  ideals  of  ethics,  are 
held  in  highest  esteem  by  the  profession  and  the 
laity  in  the  districts  in  which  they  reside. 

IV.  MEDICAL  ECONOMIC  RESEARCH 
This  part  of  the  proposed  program  shall  be  car- 
ried on  by  the  Planning  Committee,  and  shall  be 
a continuous  study  of  the  needs  for  development 
and  further  expansion  of  a program  of  service  to 
the  public.  They  should  establish  in  the  central 
office  a system  of  obtaining,  correlating  and  evalu- 
ating information  important  to  the  medical  pro- 
fession and  the  public  in  matters  of  health.  Perti- 
nent information  shall  be  referred  immediately  to 
the  proper  committees  for  detailed  study  and  recom- 
mendations. The  conclusions  derived  from  these 
studies  and  a broad  plan  for  activities  of  the  com- 
ing year  shall  be  presented  to  the  House  of  Dele- 
gates annually.  This  plan  as  altered  by  the  House 
of  Delegates  will  be  the  plan  for  the  coming  year’s 
activities. 

V.  CONTINUOUS  SCIENTIFIC  EDUCA- 

TIONAL PROGRAMS 

The  Speaker’s  Bureau  should  take  charge  of  this 
part  of  the  program.  This  function  is  basic.  Bet- 
ter medical  care  can  be  obtained  only  through  bet- 
ter educated  physicians.  Arrangements  should  be 
made  for: 

1.  A plan  for  county  and  district  groups  to  ob- 
tain speakers  for  their  regular  meetings. 

2.  Special  speakers  for  medical  educational 
tours. 


3.  Cooperation  in  medical  centers  for  post-grad- 
uate courses. 

4.  Medical  speakers  for  lay  groups. 

VI.  NEBRASKA  MEDICAL  FOUNDATION 
This  part  of  the  program  should  be  carried  on  by 
the  medical  foundation  group.  We  should  give 
them  every  cooperation.  Plans  will  need  to  be 
worked  out  as  the  foundation  develops. 

VII.  NEBRASKA  MEDICAL  SERVICE 
This  work  should  be  carried  on  through  the  Pre- 
payment Medical  Service  Committee.  This  import- 
ant part  of  our  broad  program  must  continue  and 
must  be  given  our  full  support  and  interest.  Every 
member  must  become  cognizant  of  the  fact  that 
this  is  one  of  our  answers  to  socialized  medicine  or 
compulsory  health  insurance.  Broad  cooperation 
from  all  of  our  members  must  prevail  if  we  are 
to  be  successful.  This  part  of  our  program  should 
develop  with  the  Directors  of  Nebraska  Medical 
Service  a long  range  educational  program  directed 
at  physicians,  employers  and  the  public  in  general. 

VIII.  UNIFORM  FEE  SCHEDULE  FOR 
GOVERNMENTAL  AGENCIES 

This  important  and  far  reaching  effort  must  be 
kept  active.  A new  standing  committee  should  be 
appointed  for  this  specific  purpose.  A plan  should 
be  developed  for  education  of  the  profession  and 
governmental  agencies  should  be  kept  well  informed. 

Second,  Fee  Schedule  — Our  President  also  re- 
quested the  Planning  Committee  to  continue  during 
the  year  as  the  committee  on  Fee  Schedule  for  gov- 
ernmental agencies.  The  House  of  Delegates  in- 
structed our  committee  to  take  this  Fee  Schedule 
to  the  Workmen’s  Compensation  Court.  During 
July  members  representing  our  committee  met  at  a 
formal  hearing  with  the  several  judges  of  the  Com- 
pensation Court.  As  a result  of  this  conference, 
our  proposed  fee  schedule  for  governmental  agencies 
was  accepted  as  a fee  schedule  by  the  Compensation 
Court.  This  arrangement  to  a very  large  extent 
has  apparently  been  agreeable  to  the  members  of 
our  Association.  However,  there  are  some  fees, 
very  few  in  number,  which  are  too  low,  and  as  soon 
as  possible  corrections  in  regard  to  these  should  be 
made.  The  Planning  Committee  feels  that  this  par- 
ticular effort  should,  in  all  probability,  go  to  a new 
committee  who  would  serve  to  deal  with  this  im- 
portant problem  in  the  future.  You  are,  undoubted- 
ly, aware  of  the  fact  that  this  Fee  Schedule  is  used 
by  Old  Age  Assistance,  Workmen’s  Compensation, 
and  Vocational  Rehabilitation.  The  Fee  Schedule 
of  the  Veterans  Administration  for  home  care  dif- 
fers from  this  Fee  Schedule  in  some  minor  respects. 

I would  like  to  quote  to  you  from  a letter  which 
was  received  on  October  18,  1948,  that  is  two  months 
and  a half  after  the  Workmen’s  Compensation  Court 
started  using  the  Fee  Schedule.  This  letter  is  ad- 
dressed to  Mr.  M.  C.  Smith,  Executive  Secretary, 
and  signed  by  O.  M.  Olsen,  Presiding  Judge.  It 
reads  in  part  as  follows:  “We  wish  particularly  to 
express  our  appreciation  for  the  splendid  manner 
in  which  this  Fee  Schedule  has  been  prepared.  The 
code  number  system  is  most  helpful  identifying  the 
services  for  which  the  charges  are  made,  and  this  is 
especially  true  where  the  services  rendered  are  not 
otherwise  sufficiently  described.  On  the  whole,  we 
consider  the  schedule  a very  fine  piece  of  work.” 
We  also  have  a letter  from  Mr.  Vandemoor  express- 
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ing  similar  thoughts  of  the  Old  Age  Assistance 
Group.  The  committee  feels  that  it  is  extremely 
important  for  us  to  keep  this  schedule  up  to  date. 
Insofar  as  possible,  it  must  be  kept  fair  and  just 
in  order  to  have  a schedule  for  any  other  govern- 
mental agency  that  might  become  active.  This  will 
require  the  spirit  of  cooperation  of  all  doctors  in 
our  association,  and  it  will  necessitate  that  they 
be  willing  to  develop  the  spirit  of  give  and  take. 
You,  of  course,  are  all  aware  of  the  fact  that  the 
schedule  was  revised  and  reprinted  on  October  1, 

1948. 

Third,  the  Matter  of  Rearranging  Council  Dis- 
tricts— The  1948  House  of  Delegates  discussed  this 
matter,  and  a motion  was  made  that  this  matter  be 
referred  to  the  Planning  Committee  for  investiga- 
tion and  study.  The  motion  was  seconded  and  car- 
ried. Our  committee  has  considered  this  question 
and  realizes  that  it  is  complex.  It  is  our  opinon 
that  we  are  not  in  a position  to  do  this  at  the  pres- 
ent time.  The  expanded  program  may  bring  about 
a change  in  our  activities.  If  a good  many  meet- 
ings are  to  be  held  on  district  level,  redistricting 
should  be  done  in  order  to  make  it  possible  to  hold 
district  meetings  in  trade  area  towns.  This  matter 
should  be  done,  but  more  time  and  thought  must 
be  given  the  problem. 

Fourth — In  our  November  15th  meeting,  a motion 
was  made  that  this  committee  refer  to  the  mid- 
winter meeting  of  the  Council  for  their  considera- 
tion the  suggestion  that  an  award  be  presented  to  a 
representative  General  Practitioner  of  Nebraska  for 

1949.  this  award  to  be  made  at  the  next  annual 
session.  This  thought  is  patterned  after  the  action 
which  the  American  Medical  Association  has  taken. 
We  discussed  the  matter,  and  realized  that,  while  it 
would  be  a fine  gesture  to  honor  certain  of  our 
men,  it  would  also  be  extremely  difficult  to  be  fair 
in  making  such  a selection.  We  refer  this  to  you 
for  your  consideration. 

In  conclusion,  our  committee  believes  that  the 
Council  and  House  of  Delegates  should  carefully 
consider  the  Expanded  Program,  alter  it  as  good 
judgment  indicates,  and  then  give  it  approval  so 
that  it  will  constitute  a plan  for  procedure  between 
the  meeting  of  the  House  of  Delegates  of  1949  and 

1950. 

As  regards  the  Fee  Schedule  we  suggest  that 
the  committee  handling  the  fee  schedule  be  instruct- 
ed by  the  Council  and  House  of  Delegates  to  con- 
tinue to  deal  with  this  question  as  provided  in  the 
report  of  the  Planning  Committee  to  the  Council 
and  House  of  Delegates  in  1948.  As  regards  the 
rearranging  of  Councillor  districts  this  committee 
should  continue  to  study  this  question  and  bring  a 
report  as  soon  as  feasible.  As  to  an  award  for  a 
representative  general  practitioner,  this  question 
should  be  answered  by  the  Council  and  House  of 
Delegates. 

Further,  the  Planning  Committee  wishes  to  call 
your  attention  to  the  need  which  now  exists  for  the 
following: 

1 —  Revision  and  By-Laws. 

2 —  Provide  a method  by  which  the  Association 
may  act  between  the  meetings  of  the  House  of  Dele- 
gates. 

3 —  Some  method  to  more  adequately  and  uniform- 
ly inform  members  of  the  House  of  Delegates  as  to 
the  questions  which  they  decide. 


REPORT  OF  PREPAYMENT  MEDICAL  CARE 
COMMITTEE  TO  THE  COUNCIL  AND 
HOUSE  OF  DELEGATES  1949 

Action  of  the  House  of  Delegates  of  the  Nebras- 
ka State  Medical  Association  during  the  annual  ses- 
sion in  Lincoln  in  May,  1948,  referred  to  this  com- 
mittee the  question  as  to  the  manner  in  which  pay- 
ments should  be  made  by  the  Blue  Shield.  It  fur- 
ther instructed  your  committee  to  present  definite 
recommendations  at  the  next  annual  meeting  of  the 
House  of  Delegates. 

The  members  of  your  committee  believe  it  with- 
in their  assignment  to  go  beyond  the  narrow  limits 
of  the  above  reference  and  consider  many  phases 
of  the  relationship  between  the  Nebraska  State 
Medical  Association  and  the  Blue  Shield. 

BACKGROUND  AND  PERSPECTIVE 

Because  the  members  of  your  committee  were 
quite  certain  they  did  not  know  all  of  the  answers, 
a meeting  was  called  on  December  30,  1948,  in  the 
offices  of  the  Blue  Shield  in  Omaha.  All  members 
of  your  committee  were  present.  The  chairman  re- 
quested the  following  officers  of  the  Blue  Shield 
to  be  present  to  give  any  information  which  might 
be  called  for:  Dr.  A.  J.  Offerman,  President;  Mr. 

E.  K.  McDermott,  Secretary,  and  Dr.  G.  Prentice 
McArdle,  Medical  Director.  All  were  present  and 
gladly  answered  many  questions  and  willingly  gave 
all  information  requested.  This  was  a great  help  to 
your  committee  and  proved  a real  education.  The 
members  of  your  committee  desire  to  thank  them 
for  their  assistance. 

It  is  the  opinion  of  your  committee  that  the 
members  of  the  Nebraska  State  Medical  Associa- 
tion, with  very  few  exceptions,  know  much  too  little 
about  the  Blue  Shield. 

EXPLANATION 

While  it  is  known  that  the  Blue  Shield  is  an  in- 
surance company,  it  is  not  readily  recognized  that 
it  carries  on  its  business  under  a charter  from  the 
Insurance  Commission  in  compliance  with  the  laws 
enacted  by  the  Nebraska  Legislature  and  must  con- 
form to  all  of  the  laws,  rules  and  regulations  of  the 
Insurance  Department,  just  as  any  other  insurance 
company.  It  is  further  not  widely  known  that  the 
Blue  Shield  is  a non-profit  organization  from  which 
the  officers  and  directors,  except  the  Executive 
Director,  the  Secretary  and  the  Medical  Director, 
derive  no  salary. 

RELATIONSHIP  OF  THE  NEBRASKA  STATE 
MEDICAL  ASSOCIATION  AND  THE 
BLUE  SHIELD 

It  is  not  widely  known  that  two-thirds  of  the 
membership  of  the  Board  of  Directors  o'f  the  Blue 
Shield  are  Doctors  of  Medicine  nominated  by  the 
House  of  Delegates  of  the  Nebraska  State  Medi- 
cal Association  and  elected  to  the  Board  by  the 
policy  holders  at  their  annual  meeting  in  January 
of  each  year.  Record  of  attendance  at  board  meet- 
ings during  the  past  three  years  was  called  for  and 
presented  by  Mr.  McDermott,  the  Secretary.  It  re- 
vealed that  at  many  of  the  meetings  only  half  or 
less  than  half  of  the  medical  members  were  present 
whereas  the  lay  members  missed  very  few  meet- 
ings. At  several  meetings,  were  it  not  for  the 
excellent  attendance  of  the  lay  members  of  the 
board,  a quorum  would  not  have  been  present. 
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Recommendation:  It  is  recommended  that  the 

House  of  Delegates  exercise  extreme  care  in  select- 
ing the  Medical  Members  of  the  Board  of  Directors 
of  the  Blue  Shield.  Only  physicians  who  are  suf- 
ficiently interested  to  make  the  necessary  sacrifice 
to  attend  mettings  and  those  who  are  geographic- 
ally so  located  that  they  can  attend,  should  be 
chosen.  It  is  further  recommended  that  a report  of 
the  attendance  of  the  medical  members  of  the  Board 
be  sent  by  the  Secretary  of  the  Board  to  the  Chair- 
man of  the  Prepayment  Medical  Care  Committee  of 
the  Nebraska  State  Medical  Association.  In  the 
event  that  any  medical  member  is  consistently  ab- 
sent, it  shall  be  the  duty  of  the  Prepayment  Medical 
Care  Committee  to  interview  the  member  to  deter- 
mine his  continued  interest,  his  ability  to  serve  and 
whether  he  desires  to  continue  as  a member  of  the 
Board.  If  the  committee  believes  another  medical 
member  should  be  appointed  it  shall  so  recommend 
to  the  President  of  the  Nebraska  State  Medical 
Association,  prior  to  the  midwinter  session  of  the 
Council. 

PAST  GROWTH 

Your  committee  reviewed  the  growth  record  of  the 
Blue  Shield  since  its  organization  and  also  com- 
pared the  provisions  of  former  contracts  with  the 
increased  benefits  of  the  new  contract  which  was 
very  recently  issued.  Your  committee  was  very  well 
pleased  with  the  added  benefits  especially  when  it 
is  recognized  that  each  increase  must  be  justified 
actuarily  before  the  Insurance  Commissioner  will 
approve  it  and  before  it  can  be  printed  in  a con- 
tract. It  is  evident  all  the  way  through  the  records 
that  the  Blue  Shield  is  feeling  its  way  cautiously 
in  keeping  with  its  own  experience  and  that  of 
other  Blue  Shield  Plans. 

AIMS  OF  THE  BOARD  OF  DIRECTORS 

The  Blue  Shield  Officers  present  for  interview 
admit  that  even  the  present  contract  is  far  from 
their  goal.  Discussion  was  had  regarding  dis- 
crepancies between  the  fee  schedule  in  the  Blue 
Shield  contract  and  the  fee  schedule  for  govern- 
mental agencies,  the  latter  being  higher  in  several 
categories.  A written  report  was  presented  by  the 
Secretary,  Mr.  McDermott,  from  the  actuarial  of- 
fice of  the  Blue  Shield  Commission  which  stated 
that  to  follow  the  same  fees  throughout  as  in  the 
governmental  schedule  would  increase  the  cost  of 
benefits  by  14%.  This  would  put  the  Nebraska 
Medical  Service  in  the  red  by  3%.  They  are  striv- 
ing to  bring  the  benefits  to  or  greater  than  those 
of  the  schedule  for  governmental  agencies.  It  is 
believed  by  the  officers  interviewed  that  many  of 
the  schedules  are  much  too  low  especially  obstetrics. 
Also  that  compensation  for  the  treatment  of  several 
conditions  such  as  various  types  of  cancer  should 
be  provided  much  beyond  the  present  contract. 
They  expect  to  make  these  changes  in  future  con- 
tracts. 

PROVISIONS  OF  THE  CONTRACT 

It  is  desired  by  your  committee  to  mention  again 
that  the  Blue  Shield  contract  is  an  indemnity  con- 
tract for  those  in  the  middle  and  upper  income 
groups.  It  is  a service  contract,  when  medical  serv- 
ice is  rendered  by  a physician  who  has  signed  the 
contract  agreement  for  those  of  the  lower  income 
group,  namely,  the  single  person  with  an  income  of 
$1800  or  less  and  the  married  person  with  an  in- 
come of  $2600  or  less.  There  has  been  some  mis- 


understanding among  physicians  regarding  this  pro- 
vision resulting,  in  a few  cases,  in  a charge  greater 
than  the  published  schedule  being  made  to  a low 
income  patient.  According  to  the  contract,  the 
burden  of  proof  regarding  income'  is  upon  the  pa- 
tient and  in  most  of  the  above  instances  the  phy- 
sician has  readily  adjusted  his  charge  to  comply 
with  the  schedule  when  adequate  proof  was  sub- 
mitted to  the  Blue  Shield  and  the  physician. 

After  thorough  discussion  of  the  income  limits 
stated  in  the  contract,  it  is  believed  that  these  in- 
come limits  are  not  realistic  today.  Determination 
of  the  figures  which  represents  the  upper  limit  of 
the  low  income  group  is  a matter  of  policy  and 
therefore  should  be  determined  by  the  House  of 
Delegates  of  the  Nebraska  State  Medical  Associa- 
tion. 

Recommendation:  Your  committee  recommends 

that  the  upper  limits  of  the  low  income  group  be 
raised  from  $1800  to  $2000  for  single  persons  and 
from  $2600  to  $3000  for  families. 

GENERAL  COMMENT 

It  is  the  opinion  of  your  committee  that  the 
Blue  Shield  is  in  a very  healthy  financial  condition; 
that  its  affairs  are  conducted  in  a thorough  bus- 
inesslike manner;  that  its  expanding  provisions  are 
based  upon  adequate  actuarial  study  and  experience 
and  that  it  is  striving  to  increase  the  benefits  to 
both  the  policy  holder  and  the  physician.  It  is  fui> 
ther  the  opinion  of  your  committee  that  the  most 
effective  method  of  combating  the  threat  of  “Social- 
ized Medicine”  is  by  Prepayment  Medical  Care. 

Recommendation:  It  is  therefore  recommended 

that  the  physicians  of  Nebraska  cooperate  with  the 
plan  to  the  very  best  of  their  ability  not  only  in 
providing  care,  but  in  knowing  the  provisions  of 
coverage  and  educating  the  patients  regarding  it. 

POPULATION  COVERAGE 

The  officers  of  the  Blue  Shield  interviewed  were 
not  satisfied  with  the  small  percentage  of  residents 
of  the  state  they  have  been  able  to  enroll  to  date. 
One  reason  why  enrollment  is  not  greater  is  that 
the  Council  on  Medical  Service  of  the  American 
Medical  Association  has  repeatedly  suggested  that 
the  Prepayment  Medical  Care  Plans  sponsored  by 
component  medical  societies  should  confine  their  en- 
rollment efforts  to  groups  for  the  present.  The 
reason,  of  course,  is  that  no  experience  has  as  yet 
been  had  in  insuring  individuals  as  such.  The  Ne- 
braska Blue  Shield  has  insisted  upon  60%  coverage 
in  any  group  before  contracts  will  be  issued.  A few 
pilot  contracts  are  now  being  issued  to  determine 
the  feasibility  of  insuring  individuals  not  meeting 
group  requirements. 

ASSOCIATION  OF  BLUE  CROSS  AND 
BLUE  SHIELD  PLANS 

Each  State  Blue  Shield  Plan  is  an  entity  and,  of 
course,  the  various  plans  differ  widely.  A central 
organization  known  as  the  Blue  Shield  Commission 
was  established  with  headquarters  in  Chicago  to 
better  coordinate  the  plans.  Because  it  was  alleged 
impossible  for  a national  employer  to  secure  uni- 
form coverage  for  his  employees  under  the  Blue 
Cross  and  the  Blue  Shield,  it  was  proposed  in  1948 
to  form  an  association  of  the  plans  at  national  level 
to  equalize  the  benefits  of  the  plans  and  thus  per- 
mit national  coverage.  The  House  of  Delegates 
of  the  American  Medical  Association  at  the  interim 
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session  in  St.  Louis  went  on  record  as  opposed  to 
such  an  association.  As  a result,  no  national  as- 
sociation of  the  Blue  Cross-Blue  Shield  plans  will 
be  consummated. 

MANNER  OF  PAYMENT  BY  NEBRASKA 
MEDICAL  SERVICE  (BLUE  SHIELD) 

Prior  to  early  1948  payment  of  indemnity  was 
made  by  check  to  the  policy  holder  and  the  phy- 
sician jointly  and  forwarded  to  the  policy  holder. 
This  system  was  designed  to  enhance  the  patient 
physician  relationship.  On  April  29,  1947,  the 
House  of  Delegates  of  the  Nebraska  State  Medical 
Association  approved  a supplemental  report  of  the 
Planning  Committee  which  recommended  the  Pro- 
Rata  agreement  between  individual  members  of  the 
Nebraska  State  Medical  Association  who  sign  the 
agreement  and  the  Nebraska  Medical  Service  (Blue 
Shield).  This  agreement  provides  that  in  the 
event  of  a depression  reducing  the  income  of  the 
Nebraska  Medical  Service,  the  attending  physician 
will  accept  as  payment  in  full  under  the  service  con- 
tract, a prorata  fee,  ie.,  reduced  by  the  same  per- 
centage. This  provision  assures  that  Nebraska 
Medical  Service  sponsored  by  the  Nebraska  State 
Medical  Association  can  not  fail  financially  during 
a depression.  In  order  to  facilitate  payment  under 
the  prorata  agreement,  should  this  become  neces- 
sary, it  was  believed  advisable  to  change  the  man- 
ner of  payment  by  the  Nebraska  Medical  Service. 
The  specific  reason  for  this  is  that  the  contract 
calls  for  payment  in  a stipulated  number  of  dollars, 
instead  of  service,  which  is  actually  what  the  policy 
holder  buys. 

Subsequent  to  the  action  of  the  House  of  Dele- 
gates in  1947  and  with  the  approval  of  the  State 
Insurance  Commissioner,  the  Board  of  Directors  of 
the  Nebraska  Medical  Service  (Blue  Shield)  author- 
ized a composite  check  to  be  sent  to  the  physician 
covering  all  claims  submitted  by  him  during  the  pre- 
ceding month  and  a letter  to  be  sent  to  the  policy 
holder  informing  him  that  the  provisions  of  his 
contract  had  been  met  and  a check  had  been  for- 
warded to  his  physician.  This  also  enabled  the 
Blue  Shield  to  write  its  checks  in  about  one  eighth 
the  time  and  reduced  the  office  expense  by  ap- 
proximately six  percent.  There  was  a certain 
amount  of  opposition  from  some  physicians  as  ex- 
pressed in  the  House  of  Delegates  at  the  last  an- 
nual meeting  and  the  problem  was  thus  referred 
to  your  committee  for  study  and  recommendation. 
The  last  session  of  the  Nebraska  Legislature  passed 
an  insurance  bill  which  has  been  temporarily  in- 
terpreted by  the  Insurance  Commissioner  as  de- 
manding that  payment  be  made  to  the  policy  holder 
alone.  The  Insurance  Commissioner  has,  however, 
given  the  Nebraska  Medical  Service  until  July  1, 
1949,  to  comply.  By  that  time  a permanent  ruling 
will  be  made. 

It  is  believed  by  the  Corporation  Counsel  that  an 
assignment  form  can  be  attached  to  the  claim 
blank,  as  in  many  other  types  of  insurance,  and 
if  signed  by  the  policy  holder,  will  permit  payment 
to  the  doctor.  The  disadvantage,  of  course,  in  the 
present  law  and  ruling  of  the  Insurance  Commis- 
sioner is  that  there  is  nothing  whereby  the  policy 
holder  can  be  compelled  to  use  the  return  from  his 
policy  to  actually  pay  his  doctor  bill. 

Again  it  must  be  remembered  that  the  Nebraska 
Medical  Service  is  an  Insurance  Company  under 


the  laws  of  the  State  of  Nebraska  and  as  such, 
operates  under  the  insurance  laws  of  the  State  as 
interpreted  and  enforced  by  the  Insurance  Com- 
missioner. While  recommendations  as  to  the  man- 
ner of  payment  by  the  Blue  Shield  can  be  submitted 
by  the  House  of  Delegates  of  the  Nebraska  State 
Medical  Association  to  the  Nebraska  Medical  Serv- 
ice (Blue  Shield),  the  actual  payment  under  the 
law  will  be  made  as  the  Insurance  Commissioner 
directs. 

Recommendation:  It  is  believed  that  any  recom- 

mendation pertaining  to  the  manner  of  payment  by 
the  Blue  Shield  will  be  without  weight  and,  there- 
fore, that  no  recommendation  should  be  made. 

LETTERS  FROM  POLICY  HOLDERS  AND 
PARTICIPATING  PHYSICIANS 

Many  letters  from  policy  holders  who  have  had 
occasion  to  use  the  coverage  are  on  file  in  the 
office  of  the  Nebraska  Medical  Service  and  have 
been  reviewed  by  your  committee.  Almost  without 
exception  they  express  complete  satisfaction  with 
the  contract  and  with  the  services  under  it.  There 
are  also  on  file  many  letters  from  physicians  who 
have  cared  for  patients  having  Blue  Shield  cover- 
age. They  have  also  been  reviewed  by  your  com- 
mittee and  are  very  complimentary. 

GENERAL  COMMENTS 

It  is  believed  by  your  committee  that  much  lack 
of  information  exists  among  physicians  regarding 
the  actual  status  of  the  Nebraska  Medical  Serv- 
ice; the  laws  under  which  it  must  operate;  the 
close  relationship  between  the  sponsoring  State 
Medical  Association  and  the  Nebraska  Medical 
Service  (Blue  Shield)  through  the  Board  of  Direc- 
tors, two-thirds  of  whom  are  physicians  nominated 
by  the  House  of  Delegates;  and  the  fact  that  the 
Nebraska  Medical  Service  is  still  growing,  increas- 
ing the  benefits  to  both  the  policy  holder  and  the 
physician  as  rapidly  as  sound  business  and  the 
Insurance  Commissioner  will  permit. 

EDUCATION 

The  members  of  your  committee  at  the  time  of 
their  appointment  knew  little  if  any  more  about  the 
Nebraska  Medical  Sendee  (Blue  Shield)  than  the 
average  member  of  the  Nebraska  State  Medical 
Association.  They  were  so  well  pleased  with  the 
information  made  available  to  them  that  they  be- 
lieve most  other  physicians  would  welcome  a similar 
opportunity.  The  only  way  to  get  the  information 
is  from  some  one  who  has  it.  Because  thei'e  are 
so  few  physicians  well  enough  informed  to  give  all 
information  regarding  this  sendee,  its  contract,  its 
provisions  and  all  phases  of  business  analysis,  it 
did  not  seem  advisable  to  suggest  that  they  make 
themselves  available  to  County  Societies  for  meet- 
ings of  the  County  Societies.  Your  committee  sug- 
gested the  possibility  of  having  each  Councilor  or 
Councilor  District  select  a physician,  preferably 
one  of  the  younger  practitioners  who  is  interested 
in  Prepayment  Medical  Care,  as  their  liaison  with 
the  Nebraska  Medical  Sendee  for  that  district. 
County  or  other  component  Medical  Societies  could 
likewise  select  a representative.  Where  a Prepay- 
ment Medical  Care  Committee  exists,  it  is  sug- 
gested that  one  of  its  members  be  appointed.  The 
Councillor  or  Society  Secretary,  as  the  case  might 
be,  would  then  notify  the  Blue  Shield  office  of  the 
name  and  address  of  the  physician  selected.  The 
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Blue  Shield  would  then  extend  an  invitation  to 
these  physicians  to  be  the  guests  of  the  Blue 
Shield  (all  expenses  paid)  at  a one-day  meeting 
during  which  anything  and  everything  pertaining 
to  the  Plan  and  Prepayment  Medical  Care  would 
be  discussed  including  the  operation  of  the  statist- 
ical and  actuarial  departments  and  the  operation 
of  the  various  business  machines  used.  It  is  an- 
ticipated that  the  physician  would,  after  the  meet- 
ing, report  to  his  society  or  be  available  to  the 
Councilor  for  assignment  for  Medical  Society  meet- 
ings within  the  district.  It  is  suggested  that  the 
doctors’  wives  and  secretaries  be  invited  to  such 
meetings  of  the  societies.  This  suggestion  has  been 
accepted  by  Nebraska  Medical  Service  (Blue 
Shield). 

Recommendation:  It  is  recommended  that  each 

Councilor  or  Councilor  District  select  a physician, 
preferably  one  of  the  younger  practitioners,  as  its 
liaison  with  the  Nebraska  Medical  Service  and  also 
that  County  and  other  component  Medical  Societies 
do  likewise,  and  that  the  names  of  those  selected  be 
forwarded  to  the  Blue  Shield  office.  Invitations  will 
then  be  forwarded  to  them  to  be  the  guests  of  the 
Plan  (all  expenses  paid)  at  one  of  the  most  interest- 
ing and  educational  meetings  they  have  ever  attend- 
ed. 

RECAPITULATION  OF  RECOMMENDATIONS 

1.  That  the  House  of  Delegates  exercise  extreme 
care  in  selecting  the  Medical  members  of  the  Ne- 
braska Medical  Service  (Blue  Shield)  selecting  only 
those  physicians  who  are  sufficiently  interested  to 
make  the  necessary  sacrifices  to  attend  Board  meet- 
ings and  who  are  so  geographically  located  that 
they  can  attend.  It  is  further  recommended  that 
a report  of  the  attendance  of  the  medical  members 
of  the  Board,  be  sent  by  the  secretary  of  the  Board 
to  the  Chairman  of  the  Prepayment  Medical  Care 
Committee  of  the  Nebraska  State  Medical  Associ- 
ation. In  the  event  that  any  medical  member  is 
consistently  absent,  it  shall  be  the  duty  of  the  Pre- 
payment Medical  Care  Committee  to  interview  the 
member  to  determine  his  continued  interest,  his  abil- 
ity to  serve  and  whether  he  desires  to  continue  as 
a member  of  the  Board.  If  the  Committee  believes 
another  medical  member  should  be  appointed  it 
shall  so  recommend  to  the  President  of  the  Nebras- 
ka State  Medical  Association. 

2.  That  the  physicians  of  Nebraska  cooperate 
with  the  Nebraska  Medical  Service  (Blue  Shield) 
Plan  to  the  best  of  their  ability  not  only  in  provid- 
ing care,  but  in  knowing  the  provisions  of  coverage 
and  educating  the  patients  regarding  it. 

3.  That  the  figure  designating  the  upper  limit 
of  the  low  income  group  be  raised  from  $1800  to 
$2000  for  single  persons  and  from  $2600  to  $3000 
for  families. 

4.  That  no  recommendation  be  made  to  the  Ne- 
braska Medical  Service  (Blue  Shield)  regarding 
the  manner  of  payment  under  its  contract  because 
the  manner  of  payment  will  be  dictated  by  the  In- 
surance Commissioner  according  to  law.  (The  pres- 
ent ruling  by  the  Commissioner,  held  non  operative 
as  far  as  Nebraska  Medical  Service  (Blue  Shield) 
is  concerned  until  July  1,  1949,  is  that  indemnities 
must  be  paid  to  the  policy  holder  alone.) 

5.  That  each  Councilor  or  Councilor  District  se- 
lect a physician  (County  Societies  and  other  Medical 
Groups  may  do  likewise),  preferably  one  of  the 


younger  practitioners  as  a liaison  between  the  dist- 
rict or  other  society  and  the  Nebraska  Medical 
Service  and  that  his  name  and  address  be  forward- 
ed to  the  Blue  Shield  office.  The  selected  physi- 
cians will  be  tendered  an  invitatioh  to  be  guests  of 
the  Blue  Shield  Plan  at  an  all-day  meeting  in  the 
offices  of  the  Plan.  It  is  further  recommended 
that  this  physician  make  a report  of  the  meeting 
to  his  society. 

Respectfully  submitted, 

HARRY  A.  JAKEMAN,  M.D., 
ORVIS  A.  NEELY,  M.D., 
DONALD  J.  WILSON,  M.D., 
Chairman. 


REPORT  OF  THE  CANCER  COMMITTEE  TO 

THE  COUNCIL  AND  HOUSE  OF  DELEGATES 
1949 

As  was  anticipated  a few  years  back,  the  cancer 
problem  is  extremely  active  at  this  time  with  both 
the  Federal  Government  and  the  public  contributing 
large  amounts  of  money  for  education  and  investi- 
gation. In  Nebraska  every  phase  of  activity  is  well 
represented.  On  the  government  side,  funds  have 
been  provided  to  our  State  Health  Department  by 
the  Federal  Government  for  use  with  other  state 
funds  in  Nebraska,  and  federal  funds  allocated  by 
Congress  a short  time  back  have  been  made  avail- 
able directly  to  the  medical  and  dental  schools  for 
teaching  and  research.  .*■ 

The  American  Cancer  Society,  through  its  Ne- 
braska Division,  has  carried  on  its  educational  cam- 
paign for  the  lay  man  under  the  direction  of  Dr. 
Harold  E.  Eggers. 

The  further  education  of  the  medical  profession 
has  been  carried  on  through  the  Nebraska  Cancer 
Research  and  Educational  Society,  mainly  through 
its  various  Tumor  Clinics  throughout  the  state. 
Tumor  Clinics  have  been  operated  successfully  dur- 
ing the  past  year  at  Norfolk,  Lexington,  North 
Platte,  and  McCook.  The  Beatrice  area  has  recently 
signified  -its  intention  to  hold  regular  Tumor  Clin- 
ics, and  Nebraska  City  is  seriously  considering  add- 
ing its  name  to  the  list. 

The  financial  support  of  the  Tumor  Clinics  is 
provided  from  funds  collected  by  the  Nebraska  Di- 
vision of  the  American  Cancer  Society  during  its 
annual  drive  in  April.  These  funds  for  the  opera- 
tion of  the  Tumor  Clinics  are  furnished  through 
the  Nebraska  Cancer  Research  and  Educational 
Society  who  pay  the  consultants  and  some  small 
incidental  bills  in  connection  with  these  meetings. 

The  Tumor  Clinics,  where  patients  or  the  records 
of  the  patients  are  presented  and  discussed,  serve 
a dual  purpose  in  that  they  do  a real  service  for 
the  patient  who  is  under  consideration  and  central- 
ize a lot  of  tumors,  or  suspected  tumors,  in  a single 
place  at  a given  time  for  general  consideration. 
All  members  of  the  Nebraska  State  Medical  As- 
sociation are  members  of  the  Nebraska  Cancer  Re- 
search and  Education  Society.  All  are  invited  to 
attend  Tumor  Clinic  meetings  and  present  their 
patients  or  their  problems  on  tumors.  Two  or 
three  visiting  consultants  and  the  members  of  the 
Tumor  Clinic  are  present  to  aid  in  the  examination 
and  consultation. 

Other  means  of  educating  the  doctor,  such  as 
special  cancer  refresher  courses  of  two  to  four  days  - 
or  cancer  programs  of  one  day  at  state  or  regional 
levels  once  each  year  have  also  come  into  prom- 
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inence.  These  efforts  do  considerable  good,  but 
only  a limited  number  usually  attend.  The  effect 
is  transitory  and  there  is  not  the  sustained  effort 
at  cancer  education  that  is  accomplished  in  regular 
Tumor  Clinic  meetings.  We  believe  that  the  Tumor 
Clinic  movement  should  be  fostered  and  developed 
because  it  serves  the  greatest  good  for  the  greatest 
number. 

The  detection  clinic  movement  has  been  practical- 
ly abandoned  and  is  only  operative  in  a few  large 
centers  where  there  are  many  transients  and  in- 
digents and  few  family  doctors. 

The  cancer  committees  of  a great  many  states 
are  preparing  manuals  on  cancer,  such  as  was  pre- 
pared by  our  Cancer  Committee  in  1939.  Several 
of  these  booklets  have  been  offered  for  sale  to 
other  states,  but  the  Nebraska  Division  of  the 
American  Cancer  Society  appropriated  sufficient 
funds  to  buy  the  manual  published  by  the  Iowa 
State  Medical  Society  and  in  the  near  future  every 
member  of  the  state  society  will  receive  free  of 
charge  a copy  of  this  quick  reference  book. 

During  the  past  year  Dr.  Eggers,  in  addition  to 
his  work  as  Lay  Education  Director  for  the  Ne- 
braska Division,  American  Cancer  Society,  has  been 
associated  with  the  State  Department  under  Dr. 
Petty  as  Director  of  the  Division  of  Cancer.  Dr. 
Eggers  is  quite  anxious  to  have  all  patients  who 
have  tumors  register  at  Lincoln,  and  to  have  sec- 
tions of  these  tumors  whenever  possible. 

Whether  or  not  a bill  making  cancer  a reportable 
disease  should  be  introduced  into  the  legislature 
this  year  is  yet  to  be  decided.  A request  will  be 
made  for  a symposium  on  cancer  at  the  state  med- 
ical meeting  during  its  annual  session.  It  is  hoped 
that  the  program  can  be  supplied  entirely  from 
the  membership  of  the  state  medical  society. 

Mr.  Russel  Hopley,  who  was  so  unfairly  criticized 
for  his  excellent  work  in  Washington  (he  served  as 
Chairman  of  President  Truman’s  committee  to  or- 
ganize for  civilian  defense)  has  returned  to  Omaha 
and  taken  up  his  duties  as  President  of  the  North- 
western Bell  Telephone  Company.  Mr.  Hopley  has 
kindly  consented  to  act  again  this  year  as  President 
of  the  Nebraska  Division  of  the  American  Cancer 
Society  and  to  head  the  April  drive  for  funds. 
All  doctors  are  requested  to  support  the  American 
Cancer  Society,  Nebraska  Division,  in  its  efforts  to 
further  lay  education  by  assisting  Dr.  Eggers  in 
promoting  local  lay  groups,  to  hold  meetings  for 
lectures  on  cancer  and  also  to  support  the  drive  for 
funds  during  April. 

In  closing,  the  members  of  the  Cancer  Committee 
wish  to  thank  all  the  officers  of  the  state  society, 
the  Councilors,  the  House  of  Delegates,  all  officers 
and  members  of  the  State  Cancer  Research  and 
Education  Society,  Dr.  W.  S.  Petty,  Director,  State 
Health  Department,  the  radio  and  the  press  for 
their  excellent  cooperation.  Finally,  we  wish  to 
acknowledge  the  indispensable  aid  given  by  Dr. 
Eggers,  Mrs.  Houlton,  and  the  public  spirited  mem- 
bers of  the  American  Cancer  Society. 

RECOMMENDATIONS 

1.  That  as  many  Tumor  Clinics  as  possible  be 
organized  throughout  the  state. 

2.  That  all  members  attend  Tumor  Clinic  meet- 
ings in  their  areas  as  often  as  possible. 

3.  That  all  members  of  the  state  society  co- 


operate with  the  American  Cancer  Society  in  its  lay 
educational  program  and  annual  drive  for  funds  in 
April. 

Respectfully  submitted, 

DR.  WILLIAM  KETTER. 

DR.  J.  T.  McGREER.  JR.. 

DR.  JAMES  F.  KELLY. 

Chairman. 


REPORT  OF  MATERNAL  AND  CHILD  HEALTH 
COMMITTEE 

The  present  Maternal  and  Child  Health  Commit- 
tee has  had  two  meetings.  The  first  was  held  on 
April  5,  1948.  There  has  been  a full  report  of  this 
meeting  given  to  the  state  medical  society.  The 
second  meeting  was  held  October  4,  1948,  with  the 
Department  of  Assistance  and  Child  Welfare.  In 
addition  to  the  regular  committee,  Drs.  Roger,  Wad- 
dell, Morgan  and  Hancock  met  with  the  committee 
in  an  advisory  capacity.  A copy  of  the  minutes  of 
this  meeting  has  been  sent  to  the  Nebraska  State 
Medical  Association. 

In  addition  to  these  two  meetings  the  Maternal 
and  Child  Health  Committee  has  sanctioned  the  in- 
stitutes on  the  “Care  of  Premature  Infants”  which 
were  held  in  Lincoln  December  1 to  2,  and  in 
Scottsbluff  Dec.  6 and  7. 

The  Maternal  and  Child  Health  Committee  has 
also  from  time  to  time  prepared  for  the  Nebraska 
State  Medical  Journal  articles  of  special  interest  to 
the  medical  profession  concerning  the  State  Depart- 
ment of  Assistance  and  Child  Welfare. 

The  recommendation  of  the  chairman  of  the  Ma- 
ternal and  Child  Health  Committee  would  be  that 
it  would  be  advisable  to  take  under  consideration 
the  separation  of  the  Maternal  and  Child  Health 
Committee  and  the  Maternal  and  Child  Health  Com- 
mittee acting  in  an  advisory  capacity  to  the  State 
Department  of  Assistance  and  Child  Welfare.  It 
would  seem  that  in  the  future  there  probably  will  be 
considerable  need  for  two  separate  committees.  At 
present  the  Maternal  and  Child  Health  Committee 
is  a rather  inactive  committee,  but  with  the  an- 
ticipated federal  legislation  it  will  probably  be  of 
considerable  importance  as  will  the  advisory  com- 
mittee to  the  State  Assistance  and  Child  Welfare 
Division. 

The  committee  has  no  other  recommendations. 

Respectfully  submitted, 

R.  E.  GARLINGHOUSE.  M.D., 

Chairman. 


REPORT  OF  THE  MENTAL  HYGIENE 
COMMITTEE 

On  May  1,  1948,  the  following  program  was  sub- 
mitted to  Dr.  J.  E.  M.  Thomson,  President,  Ne- 
braska State  Medical  Association: 

1.  To  request  that  one  month’s  publication  of 
the  Nebraska  State  Medical  Journal  be  entitled 
“Mental  Hygiene  Volume”  to  include  papers  written 
by  psychiatrists  of  our  state. 

2.  The  preparation  of  literature  to  familiarize 
members  of  the  Nebraska  State  Medical  Associa- 
tion with  the  organization  and  present  status  of  the 
new  University  of  Nebraska  Psychiatric  Unit  in 
Omaha. 

3.  Through  liaison  with  the  Nebraska  Advisory 
group  in  psychiatry  help  advise  state  legislative 
members  on  new  planned  homo-sexual  legislation. 
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4.  Stimulate  the  formation  of  a State  Psychiatric 
Society  so  as  to  familiarize  ourselves  with  mental 
hygiene  problems  both  from  the  standpoint  of  the 
institutional  psychiatrist  as  well  as  the  psychiatrist 
doing  private  practice. 

5.  To  sponsor  carefully  chosen  radio,  motion  pic- 
ture and  newspaper  mental  hygiene  topics. 

(a)  the  following  such  educational  program  has 
already  been  instigated  first  by  the  presentation  in 
various  areas  over  the  state  in  various  radio  sta- 
tions of  the  Last  Man  Series. 

(b)  to  inform  County  Medical  Societies  the  im- 
portance of  obtaining  the  picture  “The  Problem 
Child”  prepared  by  the  American  Academy  of  Pedi- 
atrics and  obtained  through  the  Pet  Milk  Co.,  St. 
Louis,  Mo.  This  twenty-five  minute  picture  should 
not  only  be  shown  to  County  Medical  Societies  but 
they  in  turn  can  sponsor  the  showing  of  this  film 
to  special  lay  groups,  such  as  P.T.A.,  etc. 

The  Mental  Hygiene  Committee  helped  organize 
a State  Society  of  Neuro-psychiatrists  which  at 
present  is  comprised  of  41  members.  The  Chair- 
man of  the  State  Mental  Hygiene  Committee  is 
President  of  the  Nebraska  Society  of  Neurology  and 
Psychiatry.  The  objects  of  this  Society  are: 

To  further  the  study  of  subjects  pertaining  to  the 
nature,  treatment  and  prevention  of  mental  dis- 
orders. 

To  further  the  interest,  maintenance  and  advance 
of  standards  of  hospitals  for  mental  and  nervous 
disorders,  of  out-patient  clinics  and  of  all  other 
agencies  concerned  with  the  medical,  social  and 
legal  aspects  of  these  disorders. 

To  promote  the  science  and  art  of  medicine  in 
the  field  of  neurology  and  psychiatry  and  the  en- 
couragement of  study  and  research  in  this  depart- 
ment of  medicine. 

To  apply  psychiatric  knowledge  to  other  branches 
of  medicine,  to  other  sciences  and  to  the  public 
welfare  of  the  citizens  of  Nebraska. 

This  society  has  recently  been  accepted  as  an 
affiliate  society  of  the  American  Phychiatric  As- 
sociation. At  present  the  Council  of  this  society  is 
having  liaison  with  members  of  the  Iowa  society 
in  order  to  form  an  Iowa  and  Nebraska  District 
necessary  in  the  reorganization  plan  of  the  APA. 

Below  is  the  program  of  the  first  meeting  which 
was  attended  by  37  Neurologists  and  Psychiatrists 
of  our  state: 

PROGRAM 

FIRST  QUARTERLY  SESSION 
1949  of 

THE  NEBRASKA  SOCIEY  OF  NEUROLOGY 
AND  PSYCHIATRY 
Wednesday,  January  12,  1949 
at  Omaha,  Nebraska 

12 :15  Luncheon — University  Hospital,  42nd  and  Dewey  Ave., 

Omaha,  Nebr. 

Luncheon  Program  : 

Welcome  by  Harold  C.  Lueth,  M.D.,  Dean  University 
of  Nebraska  College  of  Medicine. 

“The  National  Mental  Health  Act,”  by  James  F. 
Maddux,  M.D. 

1 :20  Business  Regional  Meeting,  Repr.  etc. 

2 :00  Short  recess  and  adjourn  in  Medical  Amphitheatre. 

2:15  Meeting:  Medical  Amphitheatre. 

“Recent  Developments  in  the  Study  of  the  Cerebro 
Spinal  Fluid,”  Kenneth  E.  Brown,  M.D.  (20  min.), 
(Clinical  Ass’t  Neuro-Surgery  U.  of  N.). 

Discussion. 

2 :45  “Some  Observations  in  the  Psychodynamin  Factors  of 
Schizophrenia  with  a Case  Study,”  W.  David  Steed, 
M.D.,  Staff  Neuropsychiatrist  U.  of  N. 

Discussion. 


3:25  “Psychoneurosis”  by  Dr.  Franz  Plewa,  formerly  Director 
General,  Child  Guidance  Clinic,  Vienna,  1932-1938. 
(Psychiatric  Consultant  at  Boys  Town  past  five 
years). 

4 :25  Adjourn : Visit  of  University  and  Nebraska  Psychiatric 

Unit  at  Douglas  County  Hospital  for  those  interested. 

5:00  Cocktail  Hour:  Cocktails  at  Omaha  Club,  20th  and 

Douglas  St. 

6:30  Society  Dinner:  (wives  invited)  at  Omaha  Club. 

Two  members  of  the  State  Mental  Hygiene  Com- 
mittee attended  a private  showing  of  “The  Snake 
Pit”  which  is  to  be  released  for  public  showing 
in  February.  Through  cooperation  with  the  Mental 
Hygiene  representatives  of  the  State  Health  De- 
partment, posters  and  pamphlets  are  being  pre- 
pared to  acquaint  people  of  Nebraska  with  the  ac- 
tual situation  of  State  Hospitals.  This  material 
will  be  distributed  following  the  release  of  “The 
Snake  Pit.” 

Respectfully  submitted, 
ROBERT  J.  STEIN,  M.D.,  Chairman 


REPORT  OF  COMMITTEE  ON  INDUSTRIAL 
HEALTH 

To  date,  I must  state  that  the  Committee  on  In- 
dustrial Health  has  been  terrifically  inactive.  This 
committee,  as  you  know,  consists  of  Dr.  A.  C.  Barry 
of  Norfolk  and  Dr.  A.  P.  Synhorst  of  Grand  Island. 
I have  contacted  these  doctors  asking  for  sugges- 
tions. It  seems  that  we  all  are  willing  to  work, 
but  are  hopelessly  lost  so  far  as  ideas  are  con- 
cerned. 

Just  how  to  put  this  problem  before  the  Nebraska 
State  Medical  Association  is  a question.  Seeking 
publications  of  articles  and  experiences  in  Industrial 
Medicine  certainly  would  be  one  method.  Industrial 
conferences  could  be  held.  I am  afraid  that  the 
interest  would  not  be  great  enough  to  warrant  such 
meetings.  Round  table  talks  and  discussions  held 
at  our  annual  meetings  would  be  in  order.  I have 
talked  to  you  about  this,  but  was  informed  that  the 
program  was  full. 

I would  be  very  willing  to  attend  this  meeting 
of  February  20,  1949,  if  you  thought  that  it  would 
be  worth  while.  If  others  on  the  Council  would  be 
interested  sufficiently  to  give  this  committee  sug- 
gestions, I think  perhaps  my  attendance  might  be 
warranted. 

It  is  true  that  the  Committee  on  Industrial  Health 
should  not  be  considered  a minor  committee,  but 
there  must  be  some  way  in  which  we  can  be  of 
help  to  the  association  and  all  of  its  members  in 
placing  before  them  problems  in  Industrial  Medi- 
cine, Industrial  Health  and  Preventative  Medicine 
in  Industry. 

I shall  welcome  any  suggestions  you  have. 

Respectfully  submitted, 

E.  J.  KIRK,  M.D..  Chairman. 


COMMITTEE  ON  NEBRASKA  MEDICAL 
FOUNDATION 

Following  the  action  of  the  Board  of  Councilors 
at  the  midwinter  meeting  on  February  15,  1948,  and 
the  subsequent  action  of  the  House  of  Delegates  at 
the  last  Annual  Session,  your  committee  proceeded 
with  the  organization  of  Nebraska  Medical  Foun- 
dation. The  legal  firm  of  Beghtol  and  Rankin, 
Lincoln,  graciously  offered  their  services  in  drafting 
the  Articles  of  Incorporation  and  other  legal  work 
necessary  to  complete  the  organization,  and  your 
committee  desires  at  this  time  to  express  its  grati- 
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tude  to  Mr.  Rankin  for  his  untiring  efforts  and 
counsel  during  that  time. 

Upon  the  filing  of  the  Articles  of  Incorporation, 
your  appointed  committee,  plus  Dr.  J.  E.  M.  Thom- 
son, President,  and  Dr.  J.  D.  McCarthy,  President- 
Elect,  became  the  Original  Incorporators  and  to- 
gether with  the  Council  became  the  Board  of  Trus- 
tees of  Nebraska  Medical  Foundation,  Inc.  At  the 
time  of  the  Annual  Meeting  of  the  Foundation  Feb- 
ruary 20,  1949,  additional  members  of  the  Board 
of  Trustees  will  be  elected  from  a list  of  laymen 
submitted  by  the  members  of  this  Council  serving 
in  their  capacity  as  members  of  the  Board  of  Trus- 
tees of  the  Foundation. 

Nebraska  Medical  Foundation,  Inc.,  is  a going 
concern.  Already  contributions  have  been  received 
and  will  be  reported  at  the  meeting  of  the  Founda- 
tion. An  intensive  drive  for  funds  will  be  inaugur- 
ated with  the  mailing  of  Foundation  literature  to 
every  doctor,  lawyer  and  trust  officer  in  the  state. 

We,  your  committee,  thank  the  Council  and  House 
of  Delegates  of  the  Nebraska  State  Medical  Associ- 
ation for  the  opportunity  of  assisting  at  the  birth 
of  the  Foundation  and  move  that  this  report  be  ac- 
cepted and  published  and  that  your  committee  as 
such  be  discharged. 

Respectfully  submitted, 

HAROLD  S.  MORGAN,  M.D., 

Chairman, 

DONALD  STEENBURG.  M.D.. 

WARREN  THOMPSON.  M.D., 

MR.  M.  C.  SMITH. 


REPORT  OF  THE  PUBLIC  HEALTH 
COMMITTEE 

The  Public  Health  Committee  met  at  the  call  of 
the  Chairman  in  the  office  of  the  State  Association 
on  January  20,  1949. 

In  addition  to  the  three  members  of  the  Commit- 
tee, there  were  present,  Dr.  W.  S.  Petty,  Director  of 
the  State  Department  of  Health  and  Dr.  L.  L. 
Fatherree,  Director  of  the  Omaha-Douglas  County 
Health  Department. 

At  this  meeting  the  following  subjects  were  dis- 
cussed: 

1.  Rules  and  regulations  for  the  control  of  com- 
municable diseases. 

2.  State  wide  control  of  the  production  and  dis- 
tribution of  milk. 

3.  State  wide  control  of  food  handling,  hotel  and 
rooming  house  inspection  and  regulation. 

A second  meeting  of  the  Committee  was  called 
on  February  10  and  met  in  Omaha. 

The  Committee  offers  the  following  recommenda- 
tions for  the  consideration  of  the  Council: 

1.  Modification  of  the  State  Department  of 
Health  Rules  and  Regulations  for  the  control  of 
communicable  diseases  as  follows:  (The  following 
numbers  refer  to  pages  and  paragraph  numbers  in 
the  book  of  Rules  and  Regulations  relating  to  Pub- 
lic Health  State  of  Nebraska  Department  of  Health, 
1945  Revision.) 

DIPHTHERIA 

P.  42-5-A-2  Isolation.  Isolation  of  patient  until 
two  negative  cultures  of  the  nose  and  throat  are 
obtained.  These  cultures  to  be  taken  after  the 
clinical  recovery  and  not  less  than  24  hours  apart. 

P.  42-5-A-5  Quarantine.  Of  contacts — no  change. 


POLIOMYELITIS 

P.  72-5-A-5  Quarantine.  Isolation  of  case  14 
days  from  onset.  Of  contacts — none. 

TYPHOID  FEVER 

P.  84-C-4  A registry  of  known  carriers  should  be 
set  up  and  maintained.  This  should  require  periodic 
reporting,  including  changes  of  address,  occupation, 
etc. 

SCARLET  (AND  RELATED)  FEVERS 

P.  83-5-A-2  Isolation  of  patient  for  a minimum  of 
seven  days  and  as  much  longer  as  is  needed  for  clin- 
ical recovery.  Isolation  of  healthy  contacts — None. 

MEASLES  (RUBEOLA) 

P.  62-5-A-2  Isolation  of  patient  until  clinical  re- 
covery. No  placarding  and  no  quarantine  of  healthy 
contacts. 

2.  The  Public  Health  Committee  fosters  and  ap- 
proves L.  B.  250  which  is  now  before  the  State 
Legislature.  This  bill  relates  to  sewerage  systems 
within  villages  and  cities  of  second  class. 

3.  This  Committee  is  of  the  opinion  that  a law 
should  be  provided  whereby  the  control  and  produc- 
tion, processing  and  distribution  of  milk  for  human 
consumption  within  the  State  should  be  vested  in 
the  State  Department  of  Health. 

4.  This  Committee  is  of  the  opinion  that  the 
inspection  and  sanitary  regulation  of  restaurants, 
taverns,  other  food  handling  places,  hotels  and 
rooming  houses  should  be  vested  in  the  State  De- 
partment of  Health. 

5.  The  Committee  recommends  that  the  salary 
schedule  of  trained  Public  Health  personnel  be  re- 
vised upward  to  the  level  that  will  attract  and  hold 
qualified  persons  within  the  State. 

Respectfully  submitted, 

JAMES  D.  BRADLEY,  M.D., 
Omaha, 

Chairman, 

FRED  A.  LONG,  M.D.,  Lincoln, 

S.  I.  FUENNING,  M.D.,  Lincoln. 


REPORT  OF  RURAL  HEALTH  COMMITTEE 

Your  committee  on  Rural  Health  was  activated  in 
May  1948.  As  yet  I have  not  had  a meeting  of  the 
committee  as  a whole,  due  to  the  fact  that  your 
chairman  knew  so  little  about  the  work  of  such  a 
committee.  During  the  year  I have  attended  several 
meetings  gathering  information,  and  information 
was  furnished  by  Miss  Virginia  Schuler,  Executive 
Secretary  of  the  Rural  Health  Program  in  the 
A.  M.  A.,  which  was  of  great  help. 

I attended  the  regional  Rural  Health  Conference 
of  the  A.  M.  A.  which  was  held  in  Denver  in  May 
1948.  I also  attended  the  Grass  Roots  Conference 
held  in  the  Palmer  House  in  Chicago  on  the  Sun- 
day preceding  the  A.  M.  A.  meeting. 

I have  contacted  Mr.  H.  G.  Gould,  head  of  the 
Extension  Department  of  the  University  of  Nebras- 
ka School  of  Agriculture.  A panel  discussion,  in 
which  I was  to  take  part,  was  scheduled  for  Febru- 
ary 2,  1949,  but  due  to  blizzard  conditions  it  was 
called  off.  I then  met  with  the  representatives 
from  Kansas,  Oklahoma,  Arkansas,  and  Montana, 
which  was  held  at  the  Muhelbach  Hotel  in  Kansas 
City  on  February  2,  1949.  Various  problems  of  the 
different  states  wrere  discussed. 
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I think  it  is  noteworthy  to  mention  that  the  Kan- 
sas Medical  Society,  in  connection  with  Dean  Mur- 
phy of  the  University  School  of  Medicine  and  the 
Rural  Health  Committee,  was  able  to  obtain  an  ap- 
propriation from  the  Legislature  of  their  state  for 
over  $3,000,000  for  a program  of  expansion  in  their 
medical  school.  This  was  done  by  going  into  the 
rural  areas  and  explaining  to  the  rural  people  that 
such  a plan  would  not  only  turn  out  more  and  better 
doctors,  but  would  give  areas  which  do  not  have  a 
doctor  a better  chance  to  obtain  one.  The  people 
in  turn  put  pressure  on  their  representatives  and 
it  came  to  a vote  and  passed  by  123  to  2.  The  two 
dissenting  votes  gave  as  their  reason,  that  they  did 
not  think  the  allotted  money  was  sufficient.  I am 
informed  that  they  plan  to  repeat  their  requests 
to  the  Legislature  at  intervals  until  about  $15,000,- 
000,  the  total  for  such  an  expansion  program,  has 
been  raised. 

Dr.  Joe  Reid  of  Arkadelphia,  Arkansas,  chairman 
of  the  Rural  Health  Committee  in  Arkansas,  stated 
that  the  Legislature  in  his  state  had  allocated  over 
$3,000,000  to  the  Medical  School  for  a program  such 
as  the  one  in  Kansas.  It  is  my  opinion  that  such 
a program  should  be  instituted  at  once  in  Nebraska. 
Dr.  B.  C.  Farrand  of  Jordan,  Montana,  stated  that 
since  Montana  did  not  have  a medical  school  or  the 
facilities  for  one,  he  thought  the  Legislature  in  his 
state  could  be  interested  in  a plan  whereby  they 
would  make  an  appropriation  to  the  medical  school 
of  one  of  the  nearby  states  if  the  school  in  turn 
would  accept  a certain  number  of  medical  students. 
He  stated  that  he  thought  there  were  about  400  doc- 
tors in  Montana. 

On  February  3,  1949,  I attended  a meeting  at  the 
A.M.A.  in  Chicago  of  the  National  and  State  Com- 
mittees on  Rural  Health.  At  this  meeting  F.  S. 
Crockett,  M.D.,  Chairman  of  the  Committee  on  Rural 
Health  of  the  A.M.A.,  presided.  All  the  programs 
pretaining  to  Rural  Health  were  discussed. 

It  is  my  hope  that  our  committee  will  soon  begin 
to  function  actively  with  rural  organizations  in  all 
matters  pretaining  to  and  improving  rural  health. 

Respectfully  submitted, 

E.  F.  LEININGER,  M.D.,  McCook, 
Chairman, 

R.  L.  CASSELL,  M.D.,  Fairbury, 

R.  E.  PENRY,  M.D..  Hebron. 

E.  T.  ZIKMOND,  M.D.,  Central  City, 

N.  P.  McKEE,  M.D.,  Atkinson. 


REPORT  OF  CARDIO-V ASCLTLAR  DISEASES 

We  have  had  no  meetings.  In  view  of  the  fact 
that  a branch  of  the  American  Heart  Association  is 
being  organized  for  the  State  of  Nebraska,  we  will 
not  have  a meeting  until  this  organization  has  been 
completed.  It  was  thought  that  the  Cardio-Vascular 
Disease  Committee  of  the  Nebraska  State  Medical 
Association  could  work  with  this  organization  and 
thereby  achieve  its  purpose. 

Respectfully  submitted, 

F.  W.  NIEHAUS,  M.D.,  Omaha, 

Chairman, 

H.  H.  MORROW,  M.D..  Fremont. 

ARTHUR  L.  SMITH.  JR..  M.D.,  Lincoln. 

REPORT  OF  TUBERCULOSIS  COMMITTEE 

The  committee  submits  the  following  activities: 

1.  Offer  of  money  to  cover  expenses  of  a speak- 
er before  the  State  Medical  Society  on  Tuberculosis 
by  the  Nebraska  Tuberculosis  Association.  The 
speaker  is  to  be  chosen  by  the  Society. 


2.  Cooperation  with  the  Nebraska  Tuberculosis 
Association,  Nebraska  State  Board  of  Health,  the 
Omaha  Health  Dept.,  and  the  Omaha-Douglas  Coun- 
ty Medical  Society  in  planning  and  operation  of  an 
x-ray  survey  of  Omaha  for  tuberculosis,  by  the 
mobile  unit  of  the  State  Health  Department. 

3.  Cooperation  with  the  Nebraska  Tuberculosis 
Association  in  planning  a state  wide  program  in 
tuberculosis  for  the  state,  Omaha  and  local  asso- 
ciations. 

4.  Recommendation  of  advanced  courses  of 
training  in  tuberculosis  for  physicians.  (1)  Post- 
graduate courses  at  Denver,  July  18  to  30,  1949,  and 
(2)  at  Trudeau  School  of  Tuberculosis  at  Saranac 
Lake,  September  2 to  October  7,  1949.  These 
courses  are  open  to  a limited  number  of  physicians. 
The  reservations  must  be  made  soon.  The  expenses 
will  be  defrayed  by  the  Nebraska  Tuberculosis  As- 
sociation. 

5.  Urges  support  of  L.B.  304  before  the  present 
session  of  the  Nebraska  Legislature.  The  bill  rec- 
ommends that  the  Board  of  Control  be  authorized  to 
pay  a per  diem  cost  of  $5.00  for  indigent  tubercu- 
losis patients  to  the  county  in  which  they  live,  in 
the  event  that  their  admission  to  the  State  Tubercu- 
losis Hospital  at  Kearney,  Nebraska  is  not  possible, 
except  through  a waiting  list.  (Present  waiting  list 
is  approximately  thirty-five). 

This  will  tend  to  provide  additional  beds  for  tu- 
berculosis patients  in  the  State  as  a whole.  It 
will  thereby  provide  possible  beds  for  the  more 
prompt  admission  to  Kearney  Hospital  of  patients 
presenting  a more  urgent  need  for  such  treatment 
available  at  that  institution. 

This  is  important  legislation  since  the  bed  capac- 
ity in  the  state  is  inadequate  at  present.  There  are 
1,158  sick  cases  of  tuberculosis  in  the  state. 

Respectfully  submitted, 

J.  HARRY  MURPHY,  M.D.,  Omaha, 

Chairman, 

H.  S.  EKLUND.  M.D..  Osceola, 

A.  L.  WEBMAN,  M.D.,  Superior. 


KNOW  YOUR 
BLUE  SHIELD  PLAN 


Forty-five  more  Nebraska  physicians  have  signed 
as  Blue  Shield  Participating  Physicians  since  Feb- 
ruary 1.  Listed  now'  in  the  Blue  Shield  roster  are 
944  of  the  approximately  1,100  practicing  physi- 
cians in  Nebraska. 


Members  of  the  Nebraska  State  Medical  Associa- 
tion and  their  employees  may  join  Blue  Cross-Blue 
Shield  on  an  individual  basis.  Application  forms  will 
be  furnished  on  request,  and  payment  of  dues  may 
be  made  quarterly  or  semi-annually. 


According  to  the  Annual  Report  of  the  Blue 
Shield  Plan,  payments  totaling  $379,296.25  were 
made  to  physicians  during  1948,  for  9,947  services 
rendered  to  Blue  Shield  members.  On  January  1, 
there  were  66,791  Nebraskans  enrolled  in  the  plan. 
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Reminders:  Children  under  three  months  of  age 

are  not  covered  under  the  Blue  Shield  agreement. 

Payment  for  radiographic  work  done  in  the  physi- 
cian’s office  is  made  according  to  the  Schedule  of 
Benefits  FOR  ACCIDENT  CASES  ONLY. 


The  development  and  extension  of  voluntary  hos- 
pital and  medical  care  plans  is  one  of  the  points 
of  the  A.M.A.  12  Point  Health  Program.  The  Pro- 
posed Expanded  Program  for  the  Nebraska  State 
Medical  Association  urges  full  support  and  interest 
in  the  Blue  Shield  Plan.  “This  work  should  be  car- 
ried on  through  the  Prepayment  Medical  Service 
Committee.  . . . Every  member  must  become  cog- 
nizant of  the  fact  that  this  is  one  of  our  answers 
to  socialized  medicine  or  compulsory  health  insur- 
ance. Broad  cooperation  from  all  of  our  members 
must  prevail  if  we  are  to  be  successful.” 


Arthur  J.  Offerman,  M.D.,  was  reelected  to  the 
Blue  Shield  Commission  at  the  District  10  con- 
ference of  Blue  Cross-Blue  Shield  Plans  held  in 
Omaha  on  February  26  and  27.  He  is  Chairman  of 
the  Membership  Committee  which  sets  the  standards 
for  Blue  Shield  Plans. 


As  a service  to  Participating  Physicians,  the  Ne- 
braska Blue  Shield  Plan  will  soon  distribute  key 
tags  which  will  show  the  individual  physician’s  code 
number.  In  case  the  key  ring  is  lost,  the  finder 
may  return  it  to  the  Blue  Shield  office,  where  iden- 
tification of  the  owner  will  be  made. 


Blue  Shield  Plans  have  been  urged  to  cooperate 
with  the  American  Medical  Association’s  recently 
organized  National  Education  Campaign  by  acceler- 
ating their  enrollment  efforts  during  1949.  It  has 
been  indicated  that  increased  membership  in  the 
voluntary  plans  will  comprise  a major  emphasis  in 
the  campaign  as  it  gains  momentum. 


DEATHS 

Otto  Andrew  George  Reinhard,  Lincoln.  Born  in 
Illinois  in  1898.  Graduated  from  the  University  of 
Illinois  Medical  College  in  1923.  Served  an  intern- 
ship in  Cook  County  Hospital  and  a residency  in 
Chicago  Municipal  Tuberculosis  Sanitarium.  In 
1927  he  came  to  Lincoln.  Dr.  Reinhard  was  asso- 
ciated in  practice  with  the  Lincoln  Clinic.  He 


— Courtesy  Lincoln  Star 

DR.  OTTO  REINHARD 

was  a member  of  the  Nebraska  State  Medical  Asso- 
ciation, a Fellow  of  the  American  College  of  Physi- 
cians, and  a Diplomate  of  the  American  Medical 
Association  and  the  American  Board  of  Internal 
Medicine.  He  died  suddenly  on  February  12,  1949. 
Surviving  are  his  wife,  two  daughters,  and  a son. 


REPORT  OF  EXECUTIVE  DIRECTOR 
OF  NEBRASKA  MEDICAL  SERVICE 


NEBRASKA  MEDICAL  SERVICE 
CASH  RECEIPTS  AND  DISBURSEMENTS 
February  28,  1949 


Cash  on  hand,  February  1,  1949 $ 95,272.96 

Receipts : 

From  dues  $59,608.40 

From  enrollment  fees 1,448.00 

Taxes  deducted  from  salaries 47.80  61,104.20 


Disbursements : 

Claims  paid  $39,542.00 

Administrave  expense  (regular 

$5,456.70;  Adv.  Campaign  $725.07) 6.181.77 

Professional  fees,  E.K.M 333.33 

Office  salaries  300.00 

Medical  Director  150.00 

Attorney  150.00 

Auditing  100.00 

Advertising  13.60 

Printing  and  stationery 27.93 

Home  office  travel  and  expense 297.10 

Hospital  records  4.00 

Subscription  3.00 

Refunds  90.50 

Dues  55.89 

Bank  charges  .50 


$156,377.16 


47,249.62 


Cash  on  hand,  February  28,  1949 $109,127.54 

Bank  Balance.  February  28.  1949 — 

Packers  National  Bank,  Omaha $107,980.38 

First  National  Bank,  Omaha 1,147.16 


(continued  on  p.  xxiii) 


$109,127.54 


Ralph  Justin  Malott,  Scottsbluff.  Born  in  In- 
diana in  1893.  Graduated  from  Northwestern  Uni- 
versity School  of  Medicine  in  1920.  Came  to  Scotts- 
bluff in  1929,  and  remained  in  active  practice  there 
until  he  was  injured  by  a fall  on  an  icy  street 
January  9.  He  died  February  15,  1949.  Surviving 
are  his  wife  and  a son,  Ralph  Malott,  Jr.,  now  a 
student  at  the  University  of  Nebraska  Medical  Col- 
lege. 


Leo  Charles  Henrich,  Lincoln.  Born  in  Omaha  in 
1910.  Graduated  from  Creighton  University  School 
of  Medicine  in  1935.  Interned  at  Creighton  Memor- 
ial St.  Joseph  Hospital.  On  completion  of  his  in- 
ternship he  joined  the  office  of  Dr.  Adolph  Sachs. 
Later  he  accepted  a position  in  an  industrial  plant 
in  Omaha  where  he  served  until  1942  when  he  en- 
listed in  the  United  States  Army  Medical  Corps. 
He  attained  the  rank  of  major,  and  in  1945  he 
was  retired  on  disability.  He  had  been  wounded 
in  Italy.  At  the  time  of  his  death  he  was  on  the 
medical  staff  of  the  Lincoln  State  Hospital.  On 
February  16,  he  was  found  dead  in  his  room  at  the 
hospital,  apparently  from  coronary  occlusion.  Dr. 
Henrich  is  survived  by  his  wife  and  a daughter, 
(continued  on  p.  xxiv) 
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EDITORIAL 


AN  EXAMPLE  IN  GOOD  PUBLIC 
RELATIONS 

The  following  item  is  taken  from  the 
“Randolph  Times  Enterprise”  of  March  10, 
1949: 

Despite  the  very  poor  road  conditions  and  threat- 
ening weather,  good  crowds  attended  the  sessions 
of  the  Health  Institute  held  Thursday  at  the  Ran- 
dolph auditorium. 

The  meeting  opened  in  the  morning  with  registra- 
tion, which  was  in  charge  of  the  American  Legion 
and  V.F.W.  auxiliaries.  Health  films  were  shown 
at  the  Roxy  theater,  and  these  included  films  on 
heart  disease,  dental  health,  immunization,  and  con- 
trol of  cancer.  Dr.  G.  E.  Peters  spoke  on  an  ex- 
panded community  health  program. 

Dr.  S.  W.  Alford  of  the  University  of  Nebraska 
talked  on  brucellosis,  malta  fever  in  the  afternoon, 
and  Floyd  Edwards  of  Omaha  spoke  briefly  on  the 
Blue  Cross  and  Blue  Shield  program.  Dr.  H.  E. 
Eggers  of  Omaha  spoke  on  cancer  control. 

Mrs.  Don  Prawit  was  general  chairman  of  the 
institute. 

A covered  dish  luncheon  was  served  at  noon,  with 
women  of  the  four  Randolph  churches,  assisting  in 
the  serving.  Coffee,  cream  and  sugar  for  the  lunch- 
eon were  donated  by  the  Community  club. 

To  this  Journal,  this  appears  as  the  best 
type  of  public  relations.  We  recommend  the 
plan  to  every  community  in  the  state  as  a 
means  not  only  of  obtaining  confidence  in 
our  profession  but  what  is  of  equal  import- 
ance, rendering  a service  to  the  people  in  the 
community.  Health  is  the  greatest  asset  in 
life  and  anything  we  can  do  to  make  the 
preservation  of  health  and  prolongation  of 
life  possible,  is  in  our  opinion  the  most  effec- 
tive way  of  influencing  this  nation  in  favor 
of  a free  medical  profession. 

It  appears  to  us  that  in  our  endeavor  to 
stave  off  political  interference  in  the  prac- 


tice of  medicine  we  are  often  inclined  to 
over-emphasize  the  economic  phases  and  pay 
insufficient  attention  to  acquainting  our 
audience,  with  the  achievements  medicine 
has  made  in  the  course  of  its  history  as  a 
free  institution.  It  is  logical  of  course,  and 
indeed  necessary  to  answer  our  opponents’ 
arguments  about  their  promises  for  “free” 
medical  care.  We  owe  it  to  our  people  to 
enlighten  them  on  the  dangers  of  this  im- 
practical philosophy  because  many  of  them 
are  uninformed  and  some  are  misinformed. 
However,  it  is  our  contention  that  beyond 
that  we  can  stand  on  our  record  provided 
we  make  ourselves  understood. 

Local  health  institutes  of  the,  type  held 
in  Randolph  will  go  a long  way  in  maintain- 
ing sound  public  relations.  They  will  go  even 
further  in  keeping  the  public  informed  on 
sound  principles  of  health. 


SCHOOL  HEALTH  SERVICE 

The  U.  S.  Bureau  of  Education  in  cooper- 
ation with  the  American  Medical  Association 
is  planning  a survey  of  school  health  services 
throughout  the  nation.  Secretaries  of  local 
medical  societies  have  been  requested  by  the 
A.M.A.  to  help  in  this  study  by  promptly 
returning  questionnaires  designed  to  supply 
the  information  needed  to  improve  the 
health  services  to  our  school  populace.  The 
survey  has  come  none  too  soon  because  for 
many  years  the  deficiencies  in  this  sphere 
have  been  emphasized  to  a degree  that  hard- 
ly a school  in  this  country  considers  its 
health  organizations  adequate.  That  this  is 
not  the  only  handicap  which  characterizes 
our  public  systems  of  education  is  beside  the 
point.  Improvements  are  needed  and  we  feel 
confident  that  what  aid  the  medical  profes- 
sion can  render  it  will  do  so  in  honesty  and 
in  sincerity. 
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CASE  FOLLOW  UP  IN  POLIOMYELITIS 

Every  physician  is  aware  of  the  possible 
deformities  following  acute  poliomyelitis.  He 
is  also  aware  of  the  personal  tragedies 
wrought  by  these  crippling  defects.  In  some 
cases  these  unfortunate  results  are  unavoid- 
able though  in  the  early  stages  of  the  dis- 
ease they  may  be  unpredictable.  There  are 
many  patients,  however,  who  leave  the  hos- 
pital with  mild  weakness  of  some  group  of 
muscles,  and  therefore  might  be  expected  to 
progress  favorably,  yet  within  a short  time 
these  individuals  present  themselves  with 
muscle  atrophy  and  postural  distortion. 
While  in  the  vast  majority  of  these  cases  the 
family  is  guilty  of  neglect  by  ignoring  in- 
structions for  follow-up  care,  the  attending 
physician  must  not  lose  sight  of  his  moral 
responsibility  to  insist  on  systematized  peri- 
odic care  for  a minimum  of  two  years  fol- 
lowing the  onset  of  acute  anterior  polio- 
myelitis. 

In  a recent  communication  to  this  Journal, 
Mr.  Clinton  Belknap,  the  East  Nebraska  Rep- 
resentative of  the  National  Foundation  for 
Infantile  Paralysis,  stated  that  local  chapters 
of  the  Foundation  will  cooperate  by  supply- 
ing financial  aid  where  economic  factors  in- 
terfere with  the  procurement  of  necessary 
means  for  follow-up.  Mr.  Belknap  also  calls 
attention  to  the  fact  that  the  Crippled  Chil- 
dren’s Division  of  the  State  Assistance  or- 
ganization can  render  diagnostic  and  thera- 
peutic advice  through  the  various  clinics  in 
the  state  if  the  attending  physician  chooses 
to  recommend  the  patient  for  such  services. 
Where  necessary  such  patients  who  qualify 
may  be  admitted  to  the  Orthopedic  Hospital 
in  Lincoln  for  treatment. 

The  family  physician  cannot  and  should 
not  leave  the  follow-up  care  of  the  polio- 
myelitis patient  to  the  treatment  center.  To 
achieve  the  best  results  he  must  maintain 
uninterrupted  contact  with  the  patient. 


HOOVER  COMMISSION  REPORT  ON  MEDICAL 
ACTIVITIES 

The  Hoover  Commission  on  Organization  of  the 
Executive  Branch  of  the  Government  released  its 
report  on  medical  activities  March  21,  1949.  The  12- 
man  Commission  was  supported  by  a “Task  Force” 
headed  by  Mr.  Tracy  S.  Voorhees  and  consisting 
mainly  of  notable  members  of  the  medical  profes- 
sion. 

Although  the  immediate  purpose  of  the  Commis- 
sion, in  recommending  reorganization  of  Federal 
medical  activities,  is  to  unite  the  functions  now  in 


five  major  agencies  so  as  to  eliminate  overlap, 
waste,  and  inefficiency,  other  objectives  include: 

1.  The  provision  of  “better  medical  care  for  the 
beneficiaries  of  the  Federal  Government’s  medical 
programs.” 

2.  The  creation  of  “a  better  foundation  for  train- 
ing and  medical  service  in  the  Federal  agencies.” 

3.  The  reduction  of  “the  drain  of  doctors  away 
from  private  practice.  The  country  is  now  dread- 
fully short  of  doctors.” 

4.  The  provision  of  “better  organization  for  med- 
ical research.” 

5.  The  pi’omotion  of  “a  better  state  of  medical 
preparedness  for  war.” 

Eleven  (11)  specific  recommendations  were  made. 
They  were: 

First:  To  accomplish  these  purposes,  (listed 

above)  “the  Commission  recommends  the  establish- 
ment of  a United  Medical  Administration  into  which 
would  be  consolidated  most  of  the  large-scale  activ- 
ities of  the  Federal  Government  in  the  fields  of  med- 
ical care,  medical  research,  and  public  health  (in 
which  we  include  preventive  medicine).” 

Second:  The  “Commission  recommends  that  the 

Administrator  of  the  United  Medical  Administra- 
tion should  be  assisted  by  an  advisory  board,  con- 
sisting of  the  Surgeons  General  of  the  Army  and 
Navy,  the  Air  Surgeon,  and  the  Administrator  of 
Veterans’  Affairs  or  his  representative.  This  board 
should  advise  the  Administrator  on  policies.  Thus, 
it  proposes  a unity  of  services  in  the  national  inter- 
est, rather  than  separate  services  to  special  groups.” 

Third:  “That  the  Administrator  and  three  Assist- 
ant Administrators  be  appointed  by  the  President 
with  the  advice  and  consent  of  the  Senate.  All  other 
officials  in  the  Administration  should  be  appointed 
by  the  Administrator  and  due  consideration  should 
be  given  to  the  promotion  of  properly  qualified  per- 
sonnel in  the  career  sendee.” 

Fourth:  “That  the  functions,  facilities,  and  the 

personnel  for  medical  care  of  the  following  activi- 
ties should  be  transferred  to  the  United  Medical  Ad- 
ministration 

a.  The  general  hospitals  of  the  armed  forces  in 
the  continental  United  States  (except  a medical 
center  for  each  of  the  three  services),  and  station 
hospitals  (certain  of  which  the  Navy  calls  “dispen- 
sories”)  in  the  continental  United  States  except 
those  at  outlying  posts  so  located  that  other  hospi- 
tals of  the  United  Medical  Administration  would  not 
be  near  enough  to  provide  the  care  required. 

b.  The  hospital  functions  of  the  Veteran’s  Ad- 
ministration in  toto,  including  the  outpatient  serv- 
ices in  the  field  offices  of  the  Veterans’  Administra- 
tion. 

c.  The  four  nonmilitary  hospitals  in  the  Canal 
Zone. 

d.  The  hospitals  of  the  Public  Health  Sendee. 

e.  The  functions,  facilities,  and  personnel  of  the 
Public  Health  Sendee.” 

Fifth:  That  the  “Congress  should  define  the 

beneficiaries  entitled  to  medical  care  from  the  Gov- 
ernment and  prescribe  how  this  care  should  be  giv- 
en.” 

Sixth:  That  “the  present  inconsistency  in  policy 

between  the  Federal  hospital  construction  program 
and  Federal  aid  to  non-Federal  hospitals  under  the 
Hill-Burton  Act  should  be  ended.” 

Seventh:  That  “the  control  of  medical  policy  in 

(Continued  on  p.  160) 


159 


Volume  34 
Number  5 


PRESIDENT’S  PAGE 


JAMES  E.  M.  THOMSON 


T.  I.  W.  T. 

%'i 

v;  v* 


s. 

fj 


With  this  issue  of  the  Journal  my  con- 
tribution to  a President’s  Page  ends,  and  I 
can  assure  you  that  it  is  with  real  regret 
that  my  column,  “Things  I Want  to  Say” 
(T.I.W.T.S.)  is  brought  to  an  end.  It  has 
been  an  opportunity  and  real  fun  to  take  the 
liberties  in  the  press  and  say  just  what  you 
feel.  There  is  something  about  individual 
expression  of  ideas  and  ideals  that  is  pro- 
foundly stimulating  to  one’s  ego,  and  should 
bring  out  the  better  traits  of  character.  I 
always  remember  my  father  telling  about  the 
hard-nosed  old  banker  whose  wife  was  a de- 
vout member  of  his  church  in  North  Platte. 
He  could  never  attract  this  pioneer  financier 
into  the  church.  Father  often  called  on  him 
in  the  bank  (I  never  knew  whether  he  got  a 
loan).  He  found  him  intensely  interested  in 
religion,  and  a fellow  who  always  wanted  to 
do  the  talking.  It  happened  toward  the  end  of 
the  Wednesday  night  prayer  meeting,  one 
cold  winter  in  the  ’80’s  that  Banker  S.  came 
in  to  keep  warm  and  drive  his  wife  home. 
The  good  people  were  telling  of  their  re- 
ligious experiences  in  open  meeting.  Dad 
grasped  the  opportunity  of  asking  Mr.  S.  if 


he  would  like  to  tell  of  his  experiences.  The 
old  boy  jumped  at  the  opportunity  of  tell- 
ing in  public  what  God  had  done  for  him. 
From  then  on  he  never  missed  a church 
gathering.  Just  the  encouraging  opportun- 
ity to  say  what  was  in  his  soul  made  him  a 
great  worker.  We  need  in  our  Association 
more  expression  of  feelings  and  ideas  on  the 
part  of  our  members  and  with  that  we  will 
achieve  greater  interest  in  the  problems  that 
confront  us. 

The  President  of  the  Association  in  these 
troubled  and  changing  times  has  become 
more  than  a mere  figurehead.  The  prob- 
lems constantly  confronting  the  officers, 
trustees,  council,  and  House  of  Delegates, 
are  ever  before  him.  Abraham  Lincoln, 
when  asked  how  he  liked  being  President,  re- 
plied, in  substance,  that  being  President  was 
like  a man  who  was  tarred  and  feathered  and 
ridden  down  a rail ; that  he  would  rather  just 
walk  if  it  were  not  for  the  honor  associated 
with  the  position.  Indeed,  in  spite  of  the 
many  calls  on  your  mind  and  your  time,  the 
great  honor  and  responsibility  justifies  all. 

Without  the  devoted  loyalty  of  the  execu- 
tive secretary  and  his  staff,  the  officers,  and 
the  constant  cooperative  efforts  of  the 
trustees,  the  committees,  the  council  and 
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other  interested  workers,  what  has  been  ac- 
complished during  the  last  year  would  not 
have  been  possible.  Therefore,  at  this  junc- 
ture I wish  to  express  my  sincere  gratitude, 
not  only  to  the  forementioned  individuals 
and  component  groups,  but  also  to  every  in- 
dividual member  of  the  Association  who  has 
had  a part  in  this  eventful  year  of  expanding 
activity  in  the  interest  of  better  medical 
practice  and  health  in  our  commonwealth. 

You  are  extremely  fortunate  in  having  as 
your  incoming  President,  Dr.  J.  D.  McCar- 
thy, a man  of  great  vision,  whose  training 
and  experience  makes  him  eminently  quali- 
fied to  amplify  the  expanded  program  of 
your  Association.  He  is  deserving  of  your 
unselfish  support. 

My  only  regret  in  this  eventful  year  in  my 
life  is  the  fact  that  I have  been  handicapped 
in  not  being  able  to  give  more  of  my  physical 
effort  to  the  furtherance  of  our  program.  As 
I reviewed  the  work  of  the  various  commit- 
tees as  reported  at  the  mid-winter  meeting 
of  the  council,  they  testify  to  the  serious 
intentions  of  their  deliberations  and  efforts. 
The  program  of  the  annual  assembly  justi- 
fies a record  attendance  at  this  year’s  meet- 
ing. The  future  of  Nebraska  medicine  is  as- 
sured through  progressive  forward  steps 
which  meet  the  changing  social  trends  of 
our  civilization.  That  is  the  purpose  of  our 
expanded  program. 

Again  I want  to  thank  you  for  the  great 
honor  you  have  brought  to  me,  and  assure 
you  of  my  continued  interest  in  the  problems 
of  each  of  you  and  of  our  Association.  These 
are  but  a few  of  the  “Things  I Want  to  Say.” 

— J.  E.  M.  THOMSON,  M.D. 


HOOVER  COMMISSION  REPORT 
(Continued  from  p.  158) 

the  armed  services  should  be  exercised  by  the  Secre- 
tary of  Defense.” 

Eighth:  That  “the  United  Medical  Administra- 

tion should  give  constant  attention  to  necessary 
measures  for  national  defense.” 

Ninth:  That  “medical  and  other  technical  per- 

sonnel in  the  Administration  should  be  on  a career 
service  basis.” 

Tenth:  That  “a  survey  should  be  made  to  deter- 

mine the  needs  for  emergency  aid  to  medical 
schools.” 

Eleventh:  That  “the  highest  priority  in  impor- 

tance should  be  given  to  research,  preventive  medi- 
cine, public  health,  and  education.” 

The  five  major  medical  agencies  referred  to  above 
are  the  medical  departments  of  the  Army,  the  Navy, 
the  Air  Force,  the  Veterans’  Administration  and  the 
Public  Health’ Service.  These  would  be  consolidated 
under  the  Administrator  of  the  U.M.A.  Units  not 


to  be  included  under  the  U.M.A.  would  be  the  Bu- 
reau of  Indian  Affairs’  hospitals,  the  Bureau  of 
Prisons’  hospitals,  the  U.  S.  Soldiers  Home,  the 
Naval  Home  and  other  small  hospital  functions  such 
as  those  of  the  Tennessee  Valley  Authority  and  the 
Atomic  Energy  Commission. 

Under  this  proposed  single  Federal  hospital  pro- 
gram inefficiency  and  overlapping  would  be  cor- 
rected. There  are  aproximately  24,000,000  benefi- 
ciaries — about  one-sixth  of  the  nation  — receiving 
varying  degrees  of  direct  medical  care  from  the  Fed- 
eral government.  Veterans  constitute  approximate- 
ly 18,500,000.  The  remainder  are  from  the  military 
forces  and  other  Governmental  agencies.  There  are 
now  over  forty  Government  agencies  rendering  Fed- 
eral medical  service  and  they  intend  to  expend  this 
fiscal  year  nearly  $2  billion. 

The  care  of  these  Federal  patients  under  the  pro- 
posed system  would  be  rendered  in  one  or  more  of 
the  following  ways: 

1.  In  the  Federal  hospitals  and  other  facilities 
of  the  U.M.A.  directly. 

2.  In  non-Federal  hospitals  contracting  with  the 
U.M.A.  and  paid  for  by  the  Federal  government. 

3.  In  the  armed  forces  teaching  and  researching 
centers  (three). 

4.  In  the  armed  services  outlying  post  facilities 
in  the  United  States. 

5.  In  each  geographic  area  one  of  the  services 
to  provide  hospitalization  and  most  out-patient  care 
for  all  U.  S.  personnel  in  that  area. 

6.  The  2,000,000  non-military  Federal  employees 
to  be  cared  for  by  industrial  accident  and  out- 
patient care. 

The  Commission  believes  that  the  advantages  of 
unification  of  Federal  medical  services  would  in- 
clude the  following: 

a.  The  general  standard  of  Federal  medical  care 
would  be  improved. 

b.  There  would  be  central  supervision  of  the  ma- 
jor Federal  medical  care,  public  health,  and  medical 
research  activities.  Unified  responsibility  is  the 
key  to  good  management.  The  President,  the  Con- 
gress, and  the  public  could  look  to  one  man  for 
results. 

c.  Construction  costs  could  be  standardized  and 
reduced. 

d.  Federal  hospitals  could  be  utilized  to  the  full- 
est extent  by  eliminating  present  distinctions  as  to 
the  particular  types  of  beneficiaries  for  which  each 
can  care.  After  all,  a patient  is  a patient  whether 
he  is  a veteran,  a merchant  seaman,  or  in  the  Army, 
Navy,  or  Air  Force. 

e.  The  medical  manpower  at  the  call  of  the  Fed- 
real  Government  could  be  used  to  the  fullest  extent, 
and  present  deficits  in  skilled  personnel  could  be 
greatly  reduced. 

f.  The  need  for  any  draft  of  medical  manpower 
in  time  of  peace  would  be  greatly  lessened. 

g.  The  cost  of  health  and  medical  services  would 
be  clearly  identified  and  known  to  Congress. 

h.  The  facilities  of  private  hospitals  and  the 
skills  of  physicians  in  private  life  and  in  the  uni- 
versities could  be  utilized  far  more  effectively  than 
they  are  now.” 

JOS.  S.  LAWRENCE,  M.D., 
Director,  Washington  Office. 


Diabetes  and  Pregnancy* 

RALPH  E.  CAMPBELL,  B.S.,  M.D.,  F.A.C.S. 
From  the  Department  of  Obstetrics  and  Gynecology, 
University  of  Wisconsin 
Madison,  Wisconsin 


Before  the  advent  of  insulin,  pregnancy  in 
the  diabetic  was  uncommon  because  the  ma- 
jority of  diabetic  women  were  sterile.  Con- 
ception was  unlikely,  occurring  in  less  than 
five  per  cent  of  women  of  the  child-bearing 
age.  When  pregnancy  did  occur,  there  was 
a twenty-five  per  cent  maternal  mortality 
and  a fifty  per  cent  or  higher  fetal  mortality. 
As  Eastman  says,  “The  experience  of  the 
pre-insulin  era  is  not  merely  of  historical  in- 
terest but  is  of  great  clinical  importance  be- 
cause it  shows  that  untreated  diabetes  and 
pregnancy  are  basically  incompatible.”  To 
those  interested  in  diabetes  mellitus  and 
pregnancy,  I recommend  a monumental  re- 
view of  the  literature  on  this  subject  by  East- 
man in  the  Obstetrical  and  Gynecological 
Survey  from  which  I have  used  considerable 
factual  data  in  the  preparation  of  this  trea- 
tise. 

With  the  discovery  of  insulin,  the  inci- 
dence of  pregnancy  in  diabetic  women  has 
greatly  increased,  abortions  and  premature 
labors  have  been  reduced  but  unfortunately 
still  occur.  Maternal  and  fetal  mortality  fig- 
ures have  been  markedly  reduced. 

Large  numbers  of  juvenile  diabetics  and 
young  women  with  diabetes  now  live,  desire 
families  and  are  able  to  reproduce,  which  in- 
creases the  incidence  of  pregnancy. 

The  advent  of  insulin  has  created  a closer 
relationship  between  the  obstetrician,  pedia- 
trician and  internist,  which  is  paramount  in 
the  treatment  of  pregnancy  and  diabetes,  and 
has  resulted  in  better  survival  rates  for  both 
mother  and  baby. 

INCIDENCE 

Joslin’s  adaptation  of  the  statistics  of  the 
National  Health  Survey  covering  2,500,000 
persons,  shows  that  in  females  between  15 
and  24  the  frequency  of  diabetes  is  1 :700 ; 
between  25  and  34,  1:900;  between  35  and 
44,  1:300.  These  figures  not  only  explain  the 
relative  infrequencies  of  diabetes  in  preg- 
nancy, but  call  to  our  attention  an  important 
clinical  fact:  when  diabetes  is  encountered  in 
pregnancy,  the  chances  are  greatly  in  favor 
of  its  being  met  in  older  women  in  whom,  as 
is  well  known,  various  other  complications 
are  more  frequent,  particularly  hypertension. 

♦Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May,  1948. 


DIAGNOSIS 

The  presence  of  sugar  in  the  urine  of  a 
pregnant  woman  may  indicate  one  of  three 
conditions  or  any  combination  of  them:  (1) 
lactosuria;  (2)  renal  glycosuria;  (3)  dia- 
betes. 

It  must  not  be  assumed  that  every  preg- 
nant woman  who  shows  sugar  in  the  urine 
is  diabetic  but  should  be  regarded  as  a dia- 
betic until  proven  otherwise.  The  frequency 
of  renal  glycosuria  and  lactosuria  in  preg- 
nancy throws  the  odds  against  diabetes  as 
the  most  probable  diagnosis  particularly  if 
the  amount  of  sugar  found  is  merely  a trace. 
However,  many  diabetics  are  certain  to  be 
overlooked  through  the  erroneous  assump- 
tion that  any  urinary  sugar  found  is  due 
either  to  lactosuria  or  a lowered  sugar 
threshold.  This  means  that  any  pregnant 
woman  showing  sugar  in  her  urine  should 
have  routine  fasting  blood  sugar  determina- 
tions and/or  tolerance  tests.  The  diagnosis 
of  mellituria  is  established  if  the  fasting- 
blood  sugar  reaches  0.13  per  cent  or  if,  after 
a meal  or  during  a glucose  tolerance  test,  it 
reaches  0.17  per  cent;  if  capillary  blood  is 
used  the  latter  value  is  changed  to  0.20,  the 
former  remaining  the  same.  Since  errors  in 
chemical  analyses  do  occur  occasionally,  all 
values  indicative  of  diabetes  should  be  con- 
firmed on  a second  blood  specimen. 

Lactosuria  in  late  pregnancy  and  more 
particularly  in  the  puerperium  is  well  known 
and  quite  understandable.  Except  for  the 
last  six  weeks,  lactosuria  in  pregnancy  is  not 
common,  being  seen  in  but  one  or  two  per 
cent  of  gravidae;  however,  during  the  last 
six  weeks  its  frequency  increases  from  five 
to  seven  per  cent.  Lactosuria  is  most  frequent 
and  marked  in  the  puerperium.  Diabetes  in 
no  way  alters  this  excretion  of  lactose  with 
the  result  that  in  puerperal  diabetes,  the  two 
sugars,  glucose  and  lactose,  often  appear  in 
the  urine  together.  Obviously,  unless  the 
physician  knows  accurately,  by  means  of  fer- 
mentation tests,  how  much  of  any  urinary 
sugar  at  this  time  is  glucose  and  how  much 
is  lactose,  he  will  be  completely  confounded 
in  his  evaluation  of  the  diabetic  status.  As 
full  term  approaches,  especially  during  the 
last  few  days,  it  becomes  more  and  more 
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likely  that  any  sugar  found  in  the  urine  is 
lactose.  Prior  to  the  last  six  weeks  of  preg- 
nancy lactosuria  of  sufficient  degree  to  give 
a positive  Benedict  reaction  is  uncommon, 
but  since  it  does  occur  occasionally,  it  should 
be  routine  to  perform  fermentation  tests  on 
all  urine  specimens  from  pregnant  women 
which  show  sugar ; at  this  stage  of  gestation, 
however,  the  chances  are  against  the  sugar 
being  lactose. 

There  is  abundant  evidence  that  pregnant 
women  show  an  increased  tendency  to  ex- 
crete glucose  in  the  urine  or  renal  glycosuria. 
This  evidence  is  based  upon  (1)  the  relative- 
ly high  frequency  with  which  glycosuria  is 
encountered  in  pregnant  women,  as  reported 
in  many  series  of  cases;  (2)  the  fact  that  the 
majority  of  pregnant  women,  following  the 
ingestion  of  100  grams  of  glucose  will  ex- 
hibit glycosuria  while  normal,  non-pregnant 
persons  will  usually  not  do  so;  (3)  the  fact 
that  some  ninety  per  cent  of  gravidae,  fol- 
lowing the  intramuscular  injection  of  2 mg. 
of  phlorizin,  will  show  glycosuria,  whereas 
normal,  non-pregnant  persons  will  seldom  do 
so;  and  (4)  the  blood  sugar  levels  of  preg- 
nant women  both  with  and  without  antece- 
dent ingestion  of  glucose. 

The  ingestion  of  glucose,  levulose  or  galac- 
tose, by  pregnant  women  is  so  commonly  fol- 
lowed by  sugar  in  the  urine,  that  several 
tests  for  pregnancy  have  been  based  on  this 
phenomenon. 

Sugar  tolerance  curves  on  normal  preg- 
nant women  indicate  that  the  tendency 
toward  glycosuria  is  the  result  of  a reduced 
renal  threshold  for  glucose  upon  which  there 
may  be  superimposed  a diminished  tolerance 
for  sugar. 

It  is  evident  that  fasting  blood  sugar  de- 
terminations and  often  glucose  tolerance 
tests  are  essential  in  all  women  with  glyco- 
suria, in  order  to  rule  out  or  establish  the 
diagnosis  of  diabetes  mellitus.  In  addition, 
the  “lag”  type  of  glucose  tolerance  curve  so 
frequently  met  in  gravidae  women,  suggests 
that  there  is  active,  even  in  normal  preg- 
nancy, some  process  which  tends  to  reduce 
somewhat  the  sugar  tolerance.  This  would 
indicate  that  diabetic  gravidae  would  often 
require,  other  factors  being  equal,  an  in- 
creased dosage  of  insulin. 

There  are  women  who  show  glycosuria  in 
pregnancy  with  a “lag”  type  of  tolerance 
curve  who  may  be  diagnosed  a sub-clinical 
diabetic  because  of  their  tendency  to  give 


birth  to  giant  babies  and  stillbirths,  long  be- 
fore a true  clinical  diabetes  has  become  man- 
ifest. 

THE  EFFECT  OF  PREGNANCY  ON  DIABETES 

Pregnancy  makes  diabetes  more  difficult 
to  control  due  to  the  interaction  of  a number 
of  factors.  These  may  be  outlined  as  follows : 

A.  Changes  in  sugar  tolerance. 

1.  Sugar  tolerance  is  often  diminished  (more  in- 
sulin required)  due  presumably  to  increased  activity 
of  the  anterior  pituitary  gland. 

2.  Sugar  tolerance  is  sometimes  increased  (less 
insulin  required)  due  either  to  activity  of  fetal  pan- 
creas or  to  other  factors. 

3.  Vomiting,  with  loss  of  unknown  amounts  of 
carbohydrate  food  may  simulate  raised  sugar  tol- 
erance, may  provoke  acidosis,  and  in  any  event,  con- 
fuses the  dietary  picture. 

4.  During  labor,  the  muscular  exertion  entailed 
may  so  deplete  the  glycogen  reserve,  that  sharp 
alterations  in  carbohydrate  and  insulin  require- 
ments ensue. 

5.  A gain  in  sugar  tolerance  often  occurs  after 
delivery  and  hypoglycemia  in  the  puerperium  is 
very  common;  it  may  be  associated  with  sudden  and 
extreme  vacillations  in  blood  sugar,  due  apparently 
to  reconversion  of  bodily  mechanisms  to  their  non- 
pregnant states.  Lactation,  with  conversion  of  cer- 
tain amounts  of  blood  glucose  into  lactose  may  also 
play  a role.  Puerperal  infection,  even  though  mild, 
may  precipitate  acidosis  and  coma  with  great  rapid- 
ity. 

B.  Increased  tendency  to  ketosis. 

1.  The  diminished  carbon  dioxide  combining 
power  of  the  blood  in  pregnancy  makes  gravidae 
less  resistant  to  acidosis  and  there  is  a reduction  in 
the  buffering  of  the  ketone  bodies. 

2.  The  elevated  basal  metabolic  rate  in  preg- 
nancy increases  the  tendency  toward  acidosis,  and 
the  increased  basal  metabolism  requires  additional 
carbohydrate  fuel  if  the  abnormal  burning  of  fats 
is  to  be  forestalled.  There  is  a sharp  increase  in 
blood  fats  which  is  a regular  accompaniment  of 
pregnancy  and  this  is  a potential  cause  of  ketosis, 
unless  the  carbohydrate  intake  is  ample.  There  is 
a substantial  loss  of  anti-ketogenic  material  in  the 
form  of  glucose  to  the  fetus. 

The  four  periods  of  a woman’s  life  at 
which  carbohydrate  tolerance  tends  to  be 
lowered,  namely,  puberty,  menstruation, 
pregnancy  and  the  menopause,  are  all,  of 
course,  times  of  intense  endocrine  change  and 
all  are  associated  with  increased  activity  of 
the  anterior  lobe  of  the  pituitary  body.  The 
hypertrophy  which  this  gland  undergoes  in 
pregnancy,  its  well  known  cellular  altera- 
tions and  the  acromegalic  stigmata  which 
gravidae  often  show,  all  attest  the  hyperac- 
tivity of  this  body  in  gestation.  That  hyper- 
activity of  the  anterior  pituitary  actually 
does  lower  tolerance  and  aggravate  diabetes 
is  now  well  known  as  the  result  of  the  clas- 
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sical  studies  of  Houssey  and  his  associates. 
Hyperactivity  of  the  pituitary  in  pregnancy 
is  presumably  an  explanation  of  the  lowered 
carbohydrate  tolerance  shown  in  minor  de- 
gree by  many  normal  pregnant  women  and  in 
a major  degree  by  many  diabetic  pregnant 
women. 

Whether  or  not  insulin  passes  through  the 
placenta  lends  itself  to  considerable  contro- 
versy. Attempts  to  show  that  the  fetal  pan- 
creas plays  an  important  role  in  diabetes  in 
pregnancy  have  been  rather  unsuccessful  al- 
though the  hypothesis  has  not  been  alto- 
gether disproved. 

It  is  well  known  that  the  estrogenic  hor- 
mone inhibits  the  gonadotrophic  and  lacto- 
genic activities  of  the  anterior  pituitary  and 
that  this  hormone  may  have  therapeutic  val- 
ue in  diabetes  through  its  depressant  action 
upon  the  anterior  pituitary. 

THE  EFFECTS  OF  DIABETES  ON  PREGNANCY 

Eastman  states:  “The  mutual  incompat- 

ibility between  neglected  diabetes  mellitus 
and  pregnancy  demands  emphasis  because 
only  in  so  far  as  the  disease  process  can  be 
meticulously  controlled  and  the  associated 
metabolic  disturbances  curbed,  may  its  bane- 
ful effects  on  the  child-bearing  woman  and 
her  infant  be  forestalled.” 

Diabetes  has  a profound  effect  upon  preg- 
nancy and  some  of  these  influences  are  as 
follows : 

1.  The  incidence  of  spontaneous  abortion  and 
premature  delivery  is  slightly  increased.  Joslin  cites 
the  figure  of  sixteen  per  cent  for  all  cases  treated 
at  his  clinic  since  the  discovery  of  insulin  and  con- 
trasts it  with  twenty-five  per  cent  in  the  pre-in- 
sulin era.  The  general  consensus  of  this  accident 
places  the  figure  between  ten  and  twenty  per  cent 
while  the  normal  for  all  cases  other  than  diabetes 
is  around  ten  per  cent.  It  is  reasonable  to  assume 
that  acidosis  plays  an  important  part  in  abortion. 
The  presence  of  a lethal  gene  and  also  dietary  dif- 
ficiencies  have  also  been  advanced  as  explanation. 

2.  The  frequency  of  toxemia  of  pregnancy  is 
greatly  augmented.  Seven  per  cent  can  be  taken  as 
the  usual  incidence  of  this  complication.  Potter  and 
Adair  report  fifty  per  cent  in  diabetes.  Mengert 
and  Laughlin  report  twenty-four  per  cent.  Most 
authors  believe  that  the  risk  of  toxemia  is  slight  in 
young  patients  and  in  multiparae  without  previous 
hypertension  or  toxemia.  The  tendency  of  diabetics 
to  obesity,  plus  the  age  factor  account  largely  for 
the  higher  incidence  of  chronic  hypertensive  vascu- 
lar disease  in  pregnancy  complicated  by  diabetes. 

3.  Fetal  death  in  utero  before  the  onset  of  labor 
is  much  more  common  than  in  normal,  non-diabetic 
gravidae.  Toxemia  of  pregnancy  greatly  increased 
the  incidence  of  fetal  death  and  acidosis  is  undoubt- 
edly a factor.  Most  of  these  fetal  deaths  occur  in 


the  last  month  of  pregnancy  which  has  led  to  a pol- 
icy by  many  of  delivering  these  patients  two  or 
three  weeks  before  the  expected  date  of  confine- 
ment. 

4.  The  incidence  of  excessive  sized  infants  is 
many  times  that  met  in  normal  pregnancies,  with 
the  result  that  mechanical  difficulties  in  labor  are 
more  frequent  and  cesarean  section  more  otten 
necessary.  A good  explanation  for  large  sized 
babies  born  to  diabetic  mothers  is  hyperglycemia. 
Another  explanation  may  be  an  endocrine  balance, 
particularly  in  relation  to  the  growth  hormone  of 
the  anterior  pituitary  of  the  fetus. 

5.  Hydramnios  is  more  common.  An  explana- 
tion has  been  that  the  fetus  excretes  sugar  above 
a certain  renal  threshold  into  the  urine  raising  the 
osmotic  pressure  of  the  amniotic  fluid,  as  a result 
there  is  an  inflow  of  fluid  from  the  surrounding 
tissue  into  the  amniotic  sac.  Increased  fetal  diuresis 
as  a result  of  hyperglycemia  in  the  fetus  may  be 
another  possible  cause.  Hydramnios  has  been  men- 
tioned as  a factor  in  atelectasis,  commonly  seen  in 
the  newborn  baby  and  responsible  for  its  respira- 
tory difficulties. 

6.  Congenital  malformations  are  more  frequent. 
The  incidence  is  around  two  to  three  per  cent  of  the 
cases. 

7.  Lactation  may  be  inhibited  in  some  cases. 
Eastman  reports  that  most  diabetics  are  able  4 to 
nurse  their  babies  satisfactorily,  contrary  to  state- 
ments made  by  others. 

8.  The  neonatal  period  is  associated  with  espe- 
cial hazards  in  the  forms  of  hypoglycemia  and 
anoxia.  Blood  sugar  levels  of  normal  infants  are 
low  during  the  first  two  days  of  life.  McKittrick 
regards  any  value  above  40  mg.  per  100  cc.  as 
normal  during  the  first  week.  In  the  babies  of  dia- 
betic mothers,  the  blood  sugar  concentrations  fall  to 
even  lower  levels  in  about  a quarter  of  the  cases. 
The  fetal  pancreas  in  diabetic  mothers  is  believed 
to  be  hyperactive,  the  fall  in  blood  sugar  of  the 
newborn  is  usually  attributed  to  the  sudden  removal 
of  maternal  sugar  in  the  presence  of  a very  active 
pancreas.  Careful  investigators  doubt  if  blood 
sugar  is  ever  the  actual  cause  of  death  in  such 
babies,  unless  insulin  is  given  the  mother  shortly 
before  birth.  The  newborn  baby  of  a diabetic  com- 
monly shows  respiratory  difficulties  and  sluggish- 

. ness.  Many  of  these  babies  show  macrosomia  and 
edema,  cardiac  hypertrophy,  atelectasis,  hemopoiesis 
in  the  liver  and  hyperplasia  of  the  islands  of  Lang- 
erhans,  otherwise  changes  similar  to  those  found  in 
erythroblastosis  fetalis. 

9.  Diabetic  pregnant  women  are  subject  to 
respiratory  infections,  as  well  as  other  infections, 
which  may  be  grave  for  both  mother  and  baby,  add- 
ing a definite  morbidity  and  mortality. 

In  addition  to  the  direct  effects  of  diabetes  on 
pregnancy  as  just  described,  there  are  two  other 
factors,  age  and  obesity,  which  play  an  important 
role.  Obesity  is  important  relative  to  excessive 
sized  child,  abnormal  presentations  and  toxemia. 


HEREDITY  OF  MELLITURIA 
The  practical  conclusions  to  be  drawn  from 
the  findings  as  summarized  by  White  and 
Pincus  are:  (1)  If  both  pareni^Trave  dia- 
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(2)  If  one  parent  has  the  disease  and  the 
other  has  not,  but  if  in  the  family  of  the  non- 
diabetic parent,  his  father  or  mother  has  it, 
there  is  an  even  chance  that  the  child  will  be 
affected,  for  the  non-diabetic  parent  is  a 
carrier.  If  the  brother  or  sister  of  the  non- 
diabetic parent  has  diabetes,  he  may  or  may 
not  be  a carrier,  so  that  the  chances  of  the 
child  developing  it  are  less  than  even.  (3)  If 
neither  parent  has  diabetes  but  if,  on  both 
sides,  the  disease  has  occurred  in  one  of 
their  parents,  both  are  carriers  and  the 
chances  are  one  in  four.  If  a brother  or 
sister  of  the  parents  (on  both  sides)  has 
diabetes,  the  parents  are  probably  carriers 
and  the  chances  are  again  one  in  four. 
(4)  If  a child  of  parents,  who  do  not  them- 
selves have  diabetes,  develops  the  disease, 
the  parents  are  probably  carriers  and  the 
chances  are  probably  one  in  four  that 
any  other  children  will  develop  it.  (5)  The 
chances  of  a diabetic  and  a true  non-diabetic 
reproducing  a diabetic  are  nil,  but  twenty- 
five  per  cent  of  the  population  are  said  to  be 
carriers. 

MANAGEMENT  AND  TREATMENT 

In  any  discussion  of  the  treatment  of  the 
pregnant  diabetic  woman,  indications  for  the 
termination  of  pregnancy  should  be  consid- 
ered. Colwell  has  stated  these  in  an  excel- 
lent manner  and  I quote : 

“1.  Diabetes  in  the  husband’s  immediate 
family  is  considered  by  most  clinicians  to  be 
an  indication  for  interruption  of  the  preg- 
nancy. The  high  theoretical  chance  for  dia- 
betes in  the  offspring  of  two  parents,  one  of 
whom  is  diabetic  and  the  other  a member  of 
a diabetic  family  and  therefore  a probable 
carrier,  makes  reproduction  by  them  eugen- 
ically  undesirable.  The  same  reasoning  would 
apply  to  pregnancy  in  a woman  who  is  known 
to  be  a member  of  a diabetic  family  and  who 
has  a husband  with  diabetes. 

2.  Hypertensive,  vascular  or  renal  disease 
existing  in  the  diabetic  pregnant  woman  is 
adequate  cause  for  stopping  the  pregnancy. 

3.  Other  medical  indications  for  inter- 
ruption of  pregnancy  are  those  which  apply 
to  non-diabetic  patients.  Ordinarily  they 
should  be  weighed  somewhat  more  heavily 
than  usual  because  of  the  simultaneous  ex- 
istence of  the  hazards  of  diabetes.” 

It  is  obvious  that  management  and  treat- 
ment must  be  broken  down  into  the  diabetic 
problem  and  the  obstetric  problem.  From  the 
standpoint  of  the  diabetic  problem,  one  can 


say  that  the  risk  to  the  mother  is  not  ap- 
preciably greater  than  in  normal  pregnancy 
if  a rigid  control  of  the  diabetes  is  carried 
out  and  it  is  dependent  upon  a cooperative 
effort  of  both  the  obstetrician  and  internist. 

Eastman  suggests  that  the  diabetic  pa- 
tient be  admitted  to  the  hospital  every  other 
month  for  a study  of  her  diabetic  and  od- 
stetric  status.  Patients  that  are  ambulatory 
are  seen  by  me  every  two  weeks.  They  are 
taught  to  test  their  urine  for  sugar  at  home. 

During  the  first  trimester  an  important 
complication  is  vomiting  which  in  itself  leads 
to  dehydration  and  acidosis  and  if  persistent 
may  lead  to  insulin  shock.  Insulin  must  not 
be  cut  down  or  discontinued  in  the  face  of 
intense  vomiting,  even  at  the  risk  of  hypo- 
glycemia, rather  than  increase  the  hazard  of 
acidosis.  In  this  complication  frequent  small, 
nourishing  feedings  should  be  attempted, 
otherwise  glucose  must  be  given  intraven- 
ously or  under  the  skin.  Other  measures  such 
as  sedatives,  etc.,  may  be  used  in  the  control 
of  vomiting  as  in  the  non-diabetic  pregnancy. 
If  the  vomiting  is  uncontrollable  then  it  may 
be  necessary  to  interrupt  the  pregnancy  em- 
phasizing emergency  methods,  for  maintain- 
ing the  diabetic  control. 

It  is  usually  necessary  to  increase  the  diet 
twenty-five  to  fifty  per  cent  over  normal 
during  the  second  and  third  trimesters.  In- 
creases in  the  daily  caloric  intake  should  be 
given  as  indicated  by  the  behavior  of  the 
weight  (the  usual  concensus  is  300  to  500 
calories).  Protein  should  be  increased  to 
IV2  to  2 grams  per  kilogram.  The  carbohy- 
drate and  fat  should  be  maintained  in  the 
same  ratio  as  before.  Edema  or  polyhy- 
dramnios frequently  cause  an  increase  in 
weight  and  should  be  discounted  when  figur- 
ing out  caloric  needs. 

More  insulin  is  usually  required  as  the 
food  is  increased.  The  reason  for  this  need 
is  problematical  but  may  be  due  to  increased 
anterior  pituitary  activity.  In  a review  of 
136  cases  by  Eastman,  it  was  found  that  two 
out  of  every  three  cases  needed  this  increase 
in  insulin.  Toward  the  end  of  the  pregnancy 
fifty  per  cent  more  insulin  is  usually  needed 
for  good  control  of  glycosuria.  Four  or  five 
times  the  normal  dosage  is  needed  in  some 
cases,  while  in  others  little  change  occurs. 
There  are  also  cases  in  which  the  insulin  re- 
quirements are  less  as  pregnancy  advances. 
After  delivery  the  doses  must  be  decreased 
quickly  because  of  the  danger  of  insulin 
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shock.  The  diversion  of  glucose  in  lactation 
may  be  the  cause  of  the  decreased  need.  It 
must  be  remembered  that  glycosuria  may 
continue  even  though  blood  sugar  levels  are 
normal  and  insulin  shock  may  occur  even 
though  the  urine  contains  some  sugar.  The 
controls  of  glycosuria  in  diabetes  without 
pregnancy  can  be  applied  during  pregnancy, 
always  mindful  of  the  fact  that  it  is  most 
important  to  watch  blood  sugar  responses 
carefully  and  that  insulin  shock  may  be  the 
unexpected. 

I feel  that  a diabetic  patient  who  is  preg- 
nant should  be  admitted  to  the  hospital  about 
three  weeks  before  the  termination  of  preg- 
nancy for  a thorough  examination,  in  order 
that  a complete  evaluation  of  her  pregnancy 
and  diabetes  may  be  made.  An  attempt 
should  be  made  to  rationalize  the  future 
course  of  treatment  of  her  diabetes,  preg- 
nancy and  delivery. 

It  is  in  the  last  three  weeks  of  pregnancy 
that  the  obstetrician  must  quite  definitely 
decide  as  to  how  and  when  he  must  termi- 
nate the  pregnancy  and  validate  his  pro- 
cedures. 

One  cannot  be  too  positive  as  to  the  meth- 
ods of  delivery,  whether  it  be  by  cesarean 
section  or  by  the  vaginal  route.  I feel  that 
each  case  must  be  individualized  and  that  no 
hard  and  fast  rules  can  be  made  for  the  de- 
livery of  all  cases.  I feel  that  in  those  cases 
where  the  diabetic  control  is  good  and  no  ob- 
stetric operative  interference  is  indicated 
that  they  should  be  delivered  spontaneously. 

There  are  those,  on  the  one  hand,  who 
recommend  cesarean  section,  two  to  three 
weeks  previous  to  the  expected  onset  of  la- 
bor because  of  the  tendency  to  fetal  death  in 
utero,  while  others  perform  cesarean  sec- 
tions only  when  indicated  and  not  because  of 
the  diabetes.  Within  the  last  two  months, 
I have  performed  cesarean  sections  under 
spinal  anesthesia  on  two  diabetic  patients 
with  fulminating  toxemias,  with  good  re- 
sults for  both  mothers  and  babies. 

The  advocates  of  cesarean  section  point  to 
the  large  sized  babies  and  suggest  the  pos- 
sible mechanical  difficulties  of  labor  and 
anoxia  as  justifications  for  the  operative 
procedure. 

Those  who  advise  vaginal  delivery  con- 
tend that  diabetics  are  poor  surgical  risks 
and  are  subject  to  infection. 


I feel  that  age  and  parity  may  be  a deter- 
mining factor.  An  old  primipara  with  a 
rigid  cervix  and  a poorly  obliterated  canal 
might  well  indicate  a cesarean  section.  The 
loss  of  a child  previously  might  also  deter- 
mine a cesarean  section.  Obesity  might  be 
debatable  in  the  choice  of  the  method  of  de- 
livery. Cesarean  section  can  be  justified  in 
diabetics  with  a toxemia  of  pregnancy,  large 
child,  labile  or  uncontrollable  diabetes  and  a 
contracted  pelvis.  Early  induction  of  labor 
is  dependent  upon  the  status  of  the  diabetes, 
the  bony  pelvis,  the  engagement  of  the  pre- 
senting part,  the  condition  of  the  cervix 
(that  is  to  say,  it  must  admit  one  to  two 
fingers  and  the  canal  must  be  well  obliterated 
and  less  than  one  centimeter  long) . Rupture 
and  stripping  of  the  membranes  rarely  fail 
to  bring  on  an  effective  labor. 

George  Van  S.  Smith  and  0.  Watkins 
Smith  have  presented  evidence  that  shows 
that  the  late  toxemias  of  pregnancy  are  as- 
sociated with  a quantative  imbalance  be- 
tween the  chorionic,  gonadotropin  on  the  ope 
hand  and  estrogen  and  progesterone  on  the 
other.  Otherwise,  they  report  a high  chori- 
onic gonadotropin  and  an  estrogen  and  pro- 
gesterone deficiency.  They  believe  that  this 
shift  in  balance  precedes  the  development  of 
toxemias.  Howard  C.  Taylor,  Jr.  studied  the 
serum  gonadotropin  in  late  pregnancy  and 
concluded  that  the  general  average  and  range 
of  the  gonadotropin  concentration  in  toxemia 
patients  were  not  significantly  different 
from  normal  levels.  The  Smiths  administered 
estrogens  and  progesterone  to  re-establish 
a normal  endocrine  balance  and  showed  a 
reduction  of  the  toxemia  with  a flare-up  in 
the  toxemia  when  the  treatment  was  with- 
drawn. 

Priscilla  White  believes  that  the  endocrine 
imbalance  described  by  the  Smiths  is  re- 
sponsible for  the  toxemia,  premature  labor, 
stillbirths  and  other  accidents  to  the  child 
which  it  encounters  in  diabetes. 

Priscilla  White  states  and  I quote  “Various 
routes  of  administration,  types  of  therapy, 
durations  of  treatment  have  been  employed 
but  the  best  results  in  my  experience  have 
been  with  early  and  continuous  stilboestrol 
and  prolution  intramuscularly.”  She  claims 
an  expected  90  to  95  per  cent  fetal  survival, 
and  prefers  to  deliver  her  cases  by  cesarean 
section  at  the  thirty-seventh  week  under 
spinal  anesthesia  and  without  preliminary 
medication.  I feel  that  White’s  work  should 
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be  accepted  on  its  merit  but  is  in  need  of  fur- 
ther clinical  confirmation  or  confutation. 

I wish  to  emphasize  that  caution  should  be 
exercised  in  the  excessive  use  of  drugs  for 
pain  relief  in  labor,  because  of  their  effect 
upon  the  fetus,  which  may  add  to  its  diffi- 
culties in  the  neonatal  period  and  reduce  its 
chances  for  a neonatal  survival ; then  too,  for 
the  same  reason  inhalation  anesthesia  should 
be  avoided  in  cesarean  section,  preferably 
spinal  anesthesia,  local  infiltration,  etc.  In 
as  much  as  inhalation  anesthesia  is  contra- 
indicated for  the  second  stage  of  labor,  I pre- 
fer low  spinal  (saddle  block),  local  infiltra- 
tion or  pudendal  block,  preferably  local  in- 
filtration and  pudendal  block.  However 
nitrous  oxide  and  high  concentration  of  oxy- 
gen is  comparatively  safe  in  the  second  stage 
but  one  always  feels  the  possible  danger  of 
asphyxia  in  the  baby.  During  labor  fluids 
should  be  given  freely  including  a sufficient 
quantity  of  glucose. 

The  management  of  the  mother  in  the 
puerperium  may  be  more  difficult  for  control 
than  in  any  other  period,  because  of  the  en- 
docrine and  metabolic  changes  going  on  rela- 
tive to  a reconversion  of  bodily  mechanisms 
from  a pregnant  to  a non-pregnant  state. 
Other  factors  such  as  infection,  conversion 
of  blood  glucose  to  mammary  lactose,  and 
possibly  the  effect  produced  by  the  sudden 


withdrawal  of  the  fetal  pancreas,  must  be 
considered  in  this  changeover.  Sugar  toler- 
ance fluctuations  are  common  during  the 
first  week  postpartum.  Daily  blood  chem- 
ical determinations  should  be  carried  out 
during  the  first  week  postpartum. 

There  is  a divergence  of  opinion  as  to  lac- 
tation and  the  nursing  problem.  Howrever, 
contrary  to  some  authorities,  many  diabetics 
have  little  trouble  in  nursing  their  babies. 

The  problem  of  future  pregnancies  in  dia- 
betic women  is  an  important  one.  I have 
presented  this  problem  in  part  earlier  in  this 
paper,  however,  I wish  to  quote  Joslin  wrho 
has  reported  the  situation  both  factually  and 
philosophically,  he  says:  “With  improvement 
in  the  management  of  the  disease,  less  and 
less  danger  of  invalidism  and  premature 
death  will  be  involved.  Moreover  who  will  be 
left  to  halt  the  falling  birth  rate  if  all  un- 
sound individuals  in  the  country  are  forbid- 
den to  have  children?  There  are  many  in- 
dividuals one  meets  on  the  street  who  are 
less  desirable  to  choose  for  fathers  and 
mothers  than  diabetics.”  Eastman  further 
states:  “All  in  all,  so  many  factors — med- 

ical, eugenic,  social,  religious  and  sentimental 
— bear  on  this  problem,  that  the  decision 
would  seem  best  left  to  the  circumstances  of 
the  individual  case  and  the  conscience  of  the 
physician.” 


* * * 


Otolaryngology  for  the  General  Practitioner 

O.  E.  VAN  ALYEA,  M.D. 

From  the  Department  of  Otology,  Rhinology,  and  Laryngology, 
LTniversity  of  Illinois,  College  of  Medicine 
Chicago,  Illinois 


We  are  living  in  a rapidly  changing  med- 
ical wrorld.  Progress  in  medicine  has  always 
been  steady  and  certain,  but  slow  except  on 
the  occasion  of  the  introduction  of  some 
valuable  new  diagnostic  or  therapeutic  agent 
and  then  the  changes  become  sudden,  start- 
ling, and  revolutionary. 

In  otolaryngology,  such  a change  occurred 
in  1884  when  the  discovery  of  cocaine  ush- 
ered in  the  specialty  of  rhinology  by  making 
possible  painless  intranasal  procedures.  Most 
of  the  procedures  devised  then  have  been 
abandoned  or  revised  and  many  new  ones 
have  been  introduced,  but  cocaine  is  still  the 

♦Presented  before  the  Omaha  Mid-West  Clinical  Society. 
October  25,  1948. 


most  valuable  drug  available  to  the  rhinolo- 
gist. 

In  modern  times,  a similar  abrupt  revision 
of  our  therapeutic  measures  occurred  with 
the  introduction  of  the  new  antibiotic 
agents.  The  first  major  effect  observed  in 
clinical  otolaryngology  with  chemotherapy 
was  the  elimination  of  most  of  the  acute 
mastoid  surgical  procedures  and  since  then 
miraculous  cures  have  been  reported  in  the 
more  serious  complications  of  all  types  of 
infections  including  cases  of  cavernous  sin- 
us thrombosis,  a disease  which  formerly  car- 
ried a 100  percent  mortality  tag. 

Along  with  the  glowing  reports  of  the 
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achievement  of  the  sulfonamides  come  re- 
minders that  the  drugs  are  toxic  and  the 
results  of  their  use  are  often  serious.  More 
and  more  physicians  are  becoming  aware  of 
the  dangers  of  indiscriminate  and  uncon- 
trolled sulfonamide  therapy,  and  as  a con- 
sequence are  exercising  more  caution  when 
prescribing  these  drugs. 

The  toxic  effects  of  the  sulfonamides  may 
be  due  to  their  direct  action  on  tissue  or  to 
hypersensitive  reactions.  These  effects  may 
be  prompt,  accelerated  or  delayed.  The 
prompt  or  accelerated  reactions  occur  mostly 
in  patients  who  have  received  sulfonamides 
previously,  the  interval  being  days,  months 
or  even  years. 

Damage  to  the  blood  may  affect  one  or 
more  elements.  Four  conditions  are  ob- 
served. They  are  hemolytic  anemia,  leuko- 
penia, thrombocytopenia  and  leukocytosis. 

Hemolytic  anemia  may  develop  slowly,  ap- 
pearing late  in  the  course  of  therapy  or 
rapidly  with  a drop  of  red  cells  to  the  neigh- 
borhood of  one  milliion  in  12  hours.  In  the 
severe  acute  type  death  is  due  not  to  the 
anemia  proper  but  to  renal  failure.  In  these 
cases,  plasma  is  given  to  prevent  shock  and 
transfusions  to  restore  blood  values. 

Sulfadiazine  is  less  likely  to  cause  hemo- 
lytic anemia  than  the  other  compounds  but 
regardless  of  the  drug  used,  it  should  be  dis- 
continued if  certain  symptoms  develop  such 
as  nausea  and  dizziness,  pallor,  fever,  ane- 
mia, leukocytosis,  increase  in  reticulocytes 
and  renal  disturbances. 

Sulfathiazole  is  the  least  likely  to  cause 
leukopenia.  This  condition  may  occur  with 
or  without  granulopenia.  Agranulocytosis 
as  a complication  of  the  sulfonamides  is  less 
likely  to  prove  fatal  than  the  same  condition 
caused  by  amidopyrine,  the  drug  which 
caused  so  many  deaths  a few  years  ago.  The 
white  count  should  be  checked  in  all  cases 
and  treatment  stopped  if  it  drops  to  3500. 
The  clinical  picture  shows  a sudden  turn  for 
the  worse  with  the  appearance  of  ulcerative 
lesions  in  the  oral  cavity  and  on  the  mucous 
membranes  and  in  extreme  cases  the  prog- 
nosis is  bad.  Transfusions  are  given  as  are 
injections  of  pentnucleotide  and  liver  ex- 
tract with  ample  fluids. 

A number  of  cases  of  thrombocytopenia 
with  purpura  have  been  reported,  the  com- 
plication appearing  early  or  late  with  a bad 
prognosis. 

Leukocytosis  with  a count  of  50,000  to 


100,000  is  occasionally  seen  and  may  appear 
concurrently  with  an  acute  hemolytic  ane- 
mia. 

Other  conditions  observed  by  the  patholo- 
gists are  periarteritis  nodosa,  all  grades  of 
hepatic  damage  including  cases  of  acute  yel- 
low atrophy  with  fatal  outcome,  and  various 
types  of  kidney  disorders (1). 

Along  with  an  understanding  of  the  toxic 
reactions  caused  by  the  sulfonamides,  the 
seriousness  of  their  masking  effect  should 
not  be  overlooked.  It  should  be  known  that 
though  mastoid  surgery  in  acute  cases  has 
diminished,  the  serious  complications  of 
acute  otitis  have  increased  and  these  are  ob- 
served at  the  autopsy  table.  Symptoms 
which  formerly  guided  the  physician  along 
the  course  of  the  disease  are  now  clouded 
or  masked  entirely  by  intermittent  doses 
of  the  sulfa  drug.  Now  a child  with  a be- 
ginning ear  infection  receives  sulfadiazine 
or  one  of  the  other  compounds  for  a few 
days  and  the  symptoms  promptly  disappear. 
The  treatment  is  discontinued  and  the  dis- 
ease progresses.  The  drug  is  again  pre- 
scribed, perhaps  by  a different  physician. 
This  routine  keeps  up  while  the  infection 
travels  quietly  into  the  cranial  cavity  with 
a resultant  meningitis  or  brain  abscess.  In 
the  pre-sulfa  days,  drainage  would  have 
been  established  at  the  proper  time  in  many 
of  these  cases  through  the  ear  drum  or  the 
mastoid  cavity  and  the  more  serious  compli- 
cation would  have  been  forestalled. 

Similar  masking  effects  are  attained  with 
the  use  of  the  antibiotics  altho  the  toxic 
reactions  from  these  agents  occur  far  less 
frequently  and  are  less  serious  than  those 
attributed  to  the  sulfonamides.  Reactions 
to  penicillin  are  usually  limited  to  the  skin 
and  manifested  by  itching,  urticaria,  and 
various  forms  of  dermatitis  but  on  occasions 
are  characterized  by  chills,  fever,  headache 
and  gastrointestinal  upsets.  The  reactions 
are  thought  to  be  due  to  the  individual’s 
sensitivity  to  the  drug;  they  are  usually  de- 
layed and  are  often  relieved  by  one  of  the 
antihistaminic  drugs.  One  serious  case  with 
a fatal  termination  has  been  reported. 
Rabinovitch  and  Snitkoff(2)  in  the  October 
16  issue  of  the  Journal  of  the  American 
Medical  Association  cite  the  case  of  a 72 
year  old  woman  who  received  400,000  units 
of  penicillin  over  a period  of  11  days  follow- 

1.  Davishon,  I.:  Personal  Communication. 

2.  Rabinovitch,  Jacob,  and  Snitkoff,  Morris  C. : Acute  Ex- 
foliative Dermatitis  and  Death  Following  Penicillin  Therapy. 
J.A.M.A.,  138  No.  7,  pp  496-498,  October  16,  1948. 
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mg  an  appendectomy.  Although  the  patient 
recovered  completely  from  the  operation,  she 
was  returned  to  the  hospital  4 days  after 
being  discharged  with  a severe  dermatitis 
and  toxic  symptoms  which  finally  resulted 
in  death.  The  authors  felt  that  the  amount 
of  the  drug  had  nothing  to  do  with  the  toxic 
reactions  but  rather  these  were  due  to  the 
patient’s  allergy  to  the  penicillin  mold.  They 
feel  that  great  caution  should  be  exercised 
in  administration  of  penicillin  in  elderly  in- 
dividuals who  are  suspected  of  being  allergic. 

Streptomycin,  the  newer  antibiotic  so  ef- 
fective in  tuleramia,  tuberculosis  and  most 
gram  negative  bacillus  infections  of  the 
blood  stream,  respiratory  and  urinary  tracts 
may  usually  be  given  for  2 weeks  before 
ill-effects  are  observed.  Side  effects  more 
or  less  of  a minor  nature  appear  in  approxi- 
mately 20  percent  with  an  increase  in  inci- 
dence when  the  average  daily  dose  exceeds 
1 gram.  A more  serious  reaction  is  that  of 
vestibular  dysfunction  which  appears  uni- 
formly about  the  21st  day  of  therapy.  In  a 
small  percentage  deafness  ensues  but  this 
usually  occurs  when  the  drug  is  administered 
intrathecally  in  individuals  with  kidney  dis- 
order or  in  those  in  which  there  was  a pre- 
vious hearing  impairment. 

EARLY  RECOGNITION  OF  CANCER 

Early  recognition  of  cancer  is  undoubtedly 
a manifestation  of  the  highest  type  of  diag- 
nostic acumen  and  a physician  with  capa- 
bilities in  this  direction  is  able  to  render  a 
service  of  immeasurable  value  to  his  pa- 
tients. 

Unfortunately,  most  individuals  are  in- 
clined to  overlook  or  neglect  the  early  symp- 
toms of  malignancy.  They  have  a false  im- 
pression that  cancer  is  always  associated 
with  pain.  This,  no  doubt  is  due  to  their 
familiarity  with  the  suffering  of  those  in 
the  terminal  stages.  Because  of  this,  they 
are  apt  to  lose  several  valuable  weeks  or 
months  while  they  ignore  small  superficial 
lumps,  sores,  enlarged  glands  or  vague  feel- 
ings of  discomfort.  Often  the  presenting 
symptom  is  an  unnatural  bleeding  from  one 
of  the  orifices  of  the  body  or  a disabling 
functional  disorder. 

In  the  ear,  nose  and  throat,  early  diagno- 
sis of  cancer  is  not  difficult  for  one  ac- 
customed to  examine  these  fields  and  who 
at  the  same  time  keeps  the  possibility  of 
cancer  in  mind. 

The  oral  cavity  is  readily  accessible  to  di- 


rect inspection  and  palpation,  the  larynx  in- 
directly with  aid  of  a mirror,  the  naso- 
pharynx through  an  endoscope,  with  a mir- 
ror or  by  palpation,  and  in  the  nose,  aside 
from  anterior  rhinoscopy,  much  information 
is  gained  by  X-ray  examination. 

Early  malignancy  of  the  oral  mucous 
membrane  is  evidenced  by  the  appearance  of 
a small,  indurated  painless  plaque  which  in- 
filtrates the  membrane.  Ulceration  occurs 
early  and  may  eventually  spread  to  destroy 
a considerable  portion  of  the  lip,  tongue  or 
other  structures.  Metastasis  is  first,  to  the 
upper  deep  cervical  and  submaxillary  lymph 
nodes.  The  enlargement  of  these  nodes  is 
often  the  first  evidence  of  the  disease,  es- 
pecially when  the  growth  is  located  in  the 
nasopharynx,  hypopharynx  or  base  of  the 
tongue,  areas  not  usually  included  in  a casual 
examination. 

Most  unilateral  cervical  adenopathies  in 
the  adult  are  malignant  and  more  than  likely 
metastic  c’arcinoma  irom  a primary  lesion 
in  the  oral  cavity  or  pharynx. 

On  occasions,  infected  tonsils  have  been 
suspected  of  being  responsible  for  the  glan- 
dular enlargement  and  their  removal  insti- 
tuted forthwith.  In  some  cases,  according  to 
Hayes  Martin (3>,  the  tumor  at  the  base  of 
the  tongue  was  so  large  that  it  was  neces- 
sary for  the  surgeon  to  push  aside  the  can- 
cer in  order  to  get  at  the  tonsil. 

The  combined  use  of  surgery,  radium  and 
x-rays  is  the  treatment  and  the  prognosis 
is  not  too  discouraging,  even  in  the  ad- 
vanced cases. 

In  the  larynx,  symptoms  depend  upon  the 
location  of  the  lesion.  If  on  the  true  cords, 
hoarseness,  of  course,  is  the  early  and  most 
important  symptom;  if  in  adjacent  but  still 
intrinsic  areas  such  as  the  ventricles  and 
below  the  false  cords,  hoarseness  is  a later 
development  and  if  extrinsic,  this  symptom 
may  be  entirely  absent  or  very  late  in  de- 
veloping. 

The  early  symptoms  of  the  intrinsic  type 
are  a feeling  of  discomfort,  tickling  sensa- 
tion or  a “lump  in  the  throat”  and  later,  pain 
on  swallowing  or  talking.  Some  form  of 
hoarseness  is  present  but  this  may  seem  in- 
significant to  the  patient.  It  should  not, 
however,  be  disregarded  by  the  physician 
who  should  make  sure  that  the  larynx  is 
examined  with  a mirror,  even  though  the 

3.  Martin,  Hayes  E. : The  Diagnosis  and  Curability  of 

Intraoral  Cancer.  Rocky  Mountain  M.  J.,  35 :442,  1938. 
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procedure  is  found  to  be  difficult  and  re- 
quire thorough  local  anesthesia, 

It  should  be  definitely  understood  that  an 
early  diagnosis  is  vitally  important,  for  as  in 
the  case  with  most  malignancies,  treatment 
begun  early  is  less  destructive  and  more  ef- 
fective. The  management  includes  surgical 
removal  or  irradiation  or  a combination  of 
the  two.  There  is  a growing  tendency  on 
the  part  of  laryngologists  to  rely  more  on 
surgery  and  less  on  irradiation  in  the  treat- 
ment of  laryngeal  carcinomas.  In  certain 
single  cord  lesions,  laryngofissure  suffices; 
in  others,  total  laryngectomy,  and  this  is 
contraindicated  only  in  those  cases  with  in- 
ferior cervical  metastases  or  in  those  which 
have  invaded  the  pharyngeal  wall. 

Carcinomas  of  the  nose  may  become  quite 
large  before  causing  marked  discomfort  and 
previous  to  erosion  of  the  bony  wall,  few 
symptoms  are  present  which  should  direct 
attention  to  this  area. 

Symptoms  which  appear  early  are  pains 
along  the  distribution  of  the  fifth  nerve, 
noted  especially  at  night,  or  on  lying  down. 
Patients  often  experience  pains  in  the  teeth 
or  paresthesia  with  or  without  infraorbital 
pain  for  some  time  before  seeking  medical 
advice,  and  even  then,  before  obtaining  a 
proper  diagnosis. 

Much  time  may  be  consumed  with  removal 
or  care  of  the  teeth  or  with  nasal  and  sinus 
treatments  for  a theoretical  sinusitis.  On 
occasions,  growths  are  removed  from  the 
nose  which  appear  to  be  polyps  but  which 
are,  in  reality,  malignant. 

A sound  practice  is  to  have  all  apparent 
polyps  sectioned  and  studied.  These  growths 
are  more  than  likely  merely  a manifestation 
of  allergy  or  infection,  yet  the  history  of 
many  cases  of  malignancy  includes  the  re- 
moval of  recurrent  polyps. 

A case  observed  by  the  writer  in  1941  had 
had  growths  removed  from  his  nose  at  vari- 
ous times  during  the  preceding  three  years. 
Profuse  bleeding  always  followed  and  it  de- 
veloped that  the  so-called  polyps  were  in 
reality  portions  of  carcinoma  arising  in  the 
ethmoid.  Complete  removal  followed  by 
roentgen  therapy  and  a radium  pack,  result- 
ed in  a cure  which  has  lasted  now  over  seven 
years.  In  many  instances,  unfortunately, 
the  malignancy  is  only  suspected  late  in  the 
course  of  the  disease  in  the  presence  of  ex- 
ternal manifestations  such  as  swelling  over 
the  cheek  or  displacement  of  the  eye  or  when 


the  growth  has  eroded  through  the  naso- 
antral  wall  to  become  a bleeding  mass  in  the 
nasal  cavity. 

An  early  diagnosis  is  often  stumbled  upon 
by  routine  examination  of  the  sinuses.  In 
certain  films,  suspicious  areas  require  fur- 
ther investigation  and  the  diagnosis  may  be 
reached  by  aspiration  biopsy  or  direct  biopsy 
through  a Caldwell  Luc  exposure. 

The  modern  method  of  treatment  is  a com- 
bination of  surgery  and  irradiation.  The 
antrum  is  entered  beneath  the  cheek  and  the 
walls  of  the  cavity  including  the  lateral  one- 
third  of  the  floor  are  removed  leaving  a 
permanent  opening  through  which  radium 
may  be  placed  subsequently.  The  operation 
is  followed  by  protracted  roentgen  therapy 
and  the  prognosis  in  general  is  fair. 

INTRANASAL  MEDICATION 

We  began  years  ago  in  the  gay  nineties 
with  oily  sprays  of  various  colors  and  odors. 
These  were  worthless  but  fortunately,  only 
slightly  harmful.  Then  came  the  age  of  tjie 
nasal  tampon,  white  or  brown,  depending 
upon  your  color  preferences. 

The  colloidal  silver  salts,  neosilvol  and  ar- 
gyrol  are  alkaline  and  irritating  to  nasal 
mucous  membranes.  They  are  harmful  in 
the  acute  stages  and  of  no  value  in  the 
chronic.  In  subacute  infection,  their  irritat- 
ing action  produces  a flow  of  mucus  which 
some  think  of  value  but  the  same  could  be 
produced  by  a few  whiffs  of  snuff  and  much 
more  could  by  gained  in  the  treatment  of 
these  cases  by  using  irrigation  or  the  Proetz 
displacement  method  which  draws  out  the 
accumulated  secretions  by  suction. 

We  are  now  in  the  nose  drop  age.  Nose 
drops  came  on  with  the  introduction  of  ephe- 
drine  which  temporarily  shrinks  down  the 
nasal  membranes.  The  more  we  use  nose 
drops,  the  simpler  we  want  them,  the  less 
we  expect  of  them  and  the  less  we  prescribe 
them.  They  afford  relief  for  a few  hours  in 
cases  of  nasal  blockage  but  have  no  curative 
value  and  their  habitual  use  should  be  dis- 
couraged. They  are  also  supposed  to  open 
up  the  drainage  areas  of  sinuses  but  here 
again  they  are  only  a temporary  expedient 
for  home  treatment  until  more  effective 
therapy  becomes  available.  If  they  must  be 
prescribed,  ephedrine  1%  in  normal  saline  or 
some  synthetic  product  such  as  neo-syne- 
phrine  serves  the  purpose. 

The  incorporation  of  sodium  sulfathiozole 
in  nose  drops  was  unfortunate.  Most  of  the 
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preparations  containing  this  drug  are  ex- 
tremely irritating  to  the  nasal  mucosa;  by 
and  large,  they  contribute  very  much  to  the 
promotion  and  continuation  of  nasal  and 
sinus  infections  but  at  last  happily  are  on 
the  way  out. 

Solutions  of  tyrothricin  and  penicillin  as 
nose  drops  are  disappointing.  Penicillin  by 
inhalation  is  a new  form  of  administration 
which  is  being  widely  used.  The  results  so 
far  in  acute  infections  have  failed  to  fulfill 
the  expectations  of  its  advocates. 

MANAGEMENT  OF  CHRONIC  SINUS  DISEASE 

At  the  outset  I wish  to  state  that  chronic 
sinus  disease  at  the  present  time  is  not  the 
hopeless  condition  it  formerly  was  thought 
to  be. 

During  the  past  25  years,  considerable  fine 
research  and  clear  thinking  have  dispelled 
much  of  the  confusion  associated  with  the 
sinuses  and  thrown  into  the  discard  most 
of  the  antiquated  mutilating  operations 
which  did  little  more  than  disrupt  nature’s 
very  fine  mechanisms  of  defense. 

We,  at  last,  have  come  to  realize  the  im- 
portance of  the  role  played  by  the  ciliated 
mucosa  which  lines  the  nasal  and  sinus  cav- 
ities and  the  moving  film  of  mucus  cover- 
ing it.  We  know  that  in  the  mucociliary 
mechanism  wre  have  a primary  defense 
against  infection,  for  pathogenic  organisms 
entering  the  nose  are  picked  up  by  the 
sticky  mucus  and  destroyed.  It  is  also  known 
that  in  the  event  of  a breakdown  in  the 
muco-eiliarv  mechanism  an  able  secondary 
defense  awaits  the  invaders  in  the  subepi- 
thelial  layers  of  the  membranes. 

Here  through  the  capillary  walls  pour 
powerful  inflammatory  cells  to  attack  the 
bacteria  and  carry  them  to  the  surface.  In 


a sinus  cavity,  pus  is  thus  formed  and  im- 
mediately waved  toward  the  drainage  out- 
let by  the  cilia. 

In  the  early  stages  of  sinusitis,  the  ostium 
is  usually  blocked  by  acute  congestion  and 
the  pus  remains  in  the  cavity  causing  pain 
and  toxic  symptoms.  As  local  immunity 
becomes  established,  the  swelling  subsides, 
the  opening  becomes  patent  and  the  exudate 
pours  into  the  nose.  In  unhampered  cases, 
the  infection  gradually  diminishes  and  will 
heal  spontaneously  in  a week  or  two,  but 
often  barriers  are  present  which  prevent 
free  drainage  and  the  infection  lingers  on. 
Should  nothing  be  done  to  provide  adequate 
drainage,  a state  of  chronicity  develops. 

The  proper  treatment  of  a case  of  chronic 
sinusitis  is  naturally  removal  of  the  drainage 
defects  which  caused  it.  In  many  cases, 
simple  infraction  of  a middle  turbinate 
which  has  been  blocking  the  opening,  or  the 
removal  of  polyps  followed  by  a few  irriga- 
tions will  suffice.  In  others,  more  extensive 
procedures  such  as  septal  resection,  control 
of  allergy  or  correction  of  other  systemic 
disorders  is  required. 

All  cases  require  individual  study  and 
planning  and  sometimes  a therapeutic  re- 
gime covering  a considerable  length  of  time. 
And  through  it  all,  prerequisites  of  success 
are  complete  cooperation  of  the  patient  and 
unwavering  enthusiasm  on  the  part  of  the 
physician.  In  the  truly  obstinate  cases,  ex- 
tra drainage  openings  known  as  windows  are 
inserted  but  rarely  indeed,  is  the  radical  re- 
moval of  sinus  mucosa  indicated  and  this 
should  be  instituted  only  with  the  under- 
standing that  the  procedure  offers  no  as- 
surance of  complete  and  permanent  termina- 
tion of  the  disease. 


* * ❖ 


Portal  Hypertension 

HERBERT  H.  DAVIS,  M.D.,  F.A.C.S. 
Omaha,  Nebraska 


Any  narrowing  of  the  portal  venous  sys- 
tem produces  a damming  back  of  blood  dis- 
tally  resulting  in  increased  venous  pressure 
and  often  esophageal  varices  which  in  time 
may  cause  serious  hemorrhages.  The  veins 
along  the  lesser  curvature  of  the  stomach 
which  empty  into  the  portal  vein  anastomose 
with  the  esophageal  veins.  Therefore,  this 


back  pressure  distends  the  esophageal  veins 
which  are  very  poorly  supported  by  loose 
connective  tissue  in  the  submucosa  of  the 
esophagus.  Thus  varicosities  of  varying  de- 
grees develop.  Hemorrhages  from  these  vari- 
cosities are  not  infrequently  the  cause  of 
death  in  portal  hypertension. 

The  narrowing  of  the  portal  vein  may  oc- 
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cur  at  different  locations  and  be  due  to  vari- 
ous causes,  the  commonest  of  which  are  as 
follows : 

1.  Prehepatic:  Here  the  obstruction  is 

in  the  portal  vein  or  one  of  its  tributaries  be- 
fore it  enters  the  liver.  The  compression  of 
the  vein  may  be  due  to  tumors,  inflamma- 
tory masses,  etc.  Cavernomatous  transfor- 
mation of  the  portal  vein  has  been  discussed 
by  Whipple,  who  thinks  it  is  a vascular  neo- 
plastic lesion,  such  as  angioma  in  the  hepato- 
duodenal ligament.  Linton  thinks  the  myri- 
ad of  blood  vessels  represent  collateral  chan- 
nels due  to  block  of  the  portal  system  in  an 
effort  to  form  collateral  channels  between 
the  portal  veins  and  the  inferior  vena  cava. 
He  states  that  similar  vessels  may  be  found 
in  the  splenic  and  retroperitoneal  regions 
when  performing  splenorenal  venous  anas- 
tomosis. He  cannot  explain  why  it  occurs  in 
some  cases  of  portal  vein  block  and  not  in 
others.  Thromboses  may  also  occur  in  the 
portal  vein.  These  may  be  infectious,  trau- 
matic, or  spontaneous  in  origin. 

2.  Intrahepatic : Intrinsic  liver  disease 

not  uncommonly  compresses  branches  of  the 
portal  vein  within  the  liver  itself.  The  com- 
monest hepatic  lesion  producing  portal  hy- 
pertension is  Laennec’s  cirrhosis.  The  por- 
tal pressure  is  usually  not  so  high  with  this 
as  in  cases  of  extrahepatic  portal  vein  block. 
Liver  function  tests  are  abnormal.  Ascites 
is  frequent  and  due  not  only  to  portal  hyper- 
tension but  also  to  altered  albumin-globulin 
ratio.  There  may  also  be  decreased  blood 
prothrombin.  These  patients  are  often  ben- 
efited by  medical  treatment  with  choline,  and 
with  high  protein,  carbohydrate,  and  vita- 
min diet.  The  treatment  helps  more  in  re- 
lieving the  ascites  than  in  stopping  the 
hematemesis.  If  it  has  existed  for  a con- 
siderable length  of  time  there  may  be  re- 
sidual scar  tissue  stenosis  of  the  portal  radi- 
cals within  the  liver.  Arthur  Patek  reported 
386  cases  of  untreated  Laennec’s  cirrhosis  in 
which  there  was  hematemesis  in  27.4  per 
cent.  He  compared  this  with  124  treated 
cases  in  which  33  per  cent  continued  to  have 
hematemesis,  and  half  of  these  died  eventu- 
ally of  hemorrhages. 

Occasionally  portal  hypertension  is  pro- 
duced by  posthepatitis  cirrhosis  and  rarely 
by  schistosomiasis. 

3.  Posthepatic:  Very  rarely  thrombosis 

of  the  hepatic  vein  may  occur.  This  is  called 
Chiari’s  disease.  In  addition  to  the  symptoms 
of  portal  hypertension,  there  is  very  marked 


congestive  hepatomegally.  This  condition  in 
the  past  has  been  uniformly  fatal. 

Banti,  in  1898,  described  £ disease  which 
is  called  by  his  name  in  which  there  is  sple- 
nomegaly, anemia,  leukopenia,  and  often 
later  cirrhosis  of  the  liver  with  hematemesis 
and  ascites.  Until  recently  it  has  been  con- 
sidered the  proper  treatment  to  do  a splenec- 
tomy, hoping  to  do  it  early  before  cirrhosis 
of  the  liver  develops.  Whipple  in  1945,  how- 
ever, showed  that  in  dogs  ligation  of  the  por- 
tal vein  gave  symptoms  and  signs  of  Banti’s 
disease.  He  considered  the  splenomegaly  to 
be  secondary  to  the  increased  portal  pres- 
sure. The  term  “congestive  splenomegaly” 
suggested  by  Laramie  in  1934  is  more  de- 
scriptive of  this  condition.  With  portal  vein 
stenosis  the  venous  pressure  in  the  portal 
circulation  is  increased.  The  normal  pres- 
sure is  approximately  100  mm.  of  physiologic 
saline,  and  anything  under  110  mm.  may  be 
considered  normal.  Varying  degrees  of  hy- 
pertension up  to  as  high  as  500  mm.  of  saline 
may  occur,  causing  marked  dilatation  of  the 
portal  venous  system  with  congestion  of  all 
the  structures  drained  by  this  system  such 
as  the  stomach,  small  and  large  bowel,  spleen, 
pancreas,  etc.  There  may  be  marked  con- 
gestion of  all  of  these  structures  with  thick- 
ening and  edema.  The  spleen  may  be  marked- 
ly enlarged,  and  in  this  condition  there  are 
often  perisplenic  adhesions  containing  col- 
lateral blood  vessels.  Other  collaterals,  such 
as  varicose  esophageal  veins  and  occasionally 
hemorrhoids,  may  develop. 


SYMPTOMS  AND  SIGNS 
In  cirrhosis,  the  liver  may  be  large  or 
small,  and  liver  function  tests  are  usually  ab- 
normal. In  any  portal  vein  obstruction  there 
may  be  congestive  splenomegaly,  esophageal 
varices  with  severe  hematemesis,  and  mel- 
ena.  Leukopenia,  thrombocytopenia,  and  ab- 
dominal distention,  often  due  to  ascites,  also 
occur.  Esophageal  varices  may  be  demon- 
strated by  roentgen-ray  examination  of  the 
esophagus  after  taking  barium  or  by  esoph- 
agoscopic  visualization. 


TREATMENT 

In  the  past  treatment  has  been  very  un- 
satisfactory. At  the  present  time  a great 
deal  of  work  is  being  done  on  this  condition 
and  much  more  promise  is  offered.  To  get 
an  idea  of  the  various  forms  of  treatment  in 
use,  note  the  following: 

1.  If  IjYrff - Uhrho  s i s— m e d ica  1 treatment 
first.  r rf  { 

COU^  ' , ( 
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2.  Talma-Morison  omentopexy. 

3.  Splenectomy,  especially  in  Banti’s  dis- 
ease. 

4.  Ligation  of  splenic  artery  — Warren 
Cole. 

5.  Ligation  of  tributaries  of  esophageal 
veins,  especially  coronary. 

6.  Injection  of  sclerosing  solution  into 
esophageal  veins.  Moersch  relieved  12  of  22. 

7.  Esophagogastrectomy : Phemister  and 
Humphreys. 

8.  Posterior  mediastinotomy : Som  and 

Garlock. 

9.  Portocaval  anastomosis:  Whipple, 
Blakemore,  Lord,  etc. 

Many  cases  of  cirrhosis  of  the  liver  are 
now  relieved  by  adequate  medical  treatment. 
Surgery  should  be  reserved  for  the  failures 
under  this  treatment.  Surgery  during  ac- 
tive cirrhosis  of  the  liver  is  dangerous  and 
has  a much  higher  mortality  than  it  does  in 
extrahepatic  portal  hypertension. 

Splenectomy  relieves  some  cases  of  Banti’s 
disease  because  40  per  cent  of  the  portal  cir- 
culation goes  through  the  spleen.  If  the  por- 
tal circulation  could  be  decreased  that  much, 
marked  improvement  might  occur. 

Phemister  and  Humphreys  reported  two 
cases  treated  by  esophagogastrectomy.  In 
one,  two  years  and  eight  months  after  opera- 
tion there  had  been  two  bleeding  spells  from 
remnants  of  esophageal  varices.  One  of  these 
was  moderate  and  the  other  slight.  The  oth- 
er patient  has  had  no  bleeding  since  opera- 
tion three  and  a half  months  before  the  re- 
port was  published. 

Posterior  mediastinotomy  was  reported  by 
Som  and  Garlock  on  two  patients  who  failed 
to  be  relieved  by  many  sclerosing  injections 
of  esophageal  varices.  They  packed  the 
posterior  mediastinum  with  gauze.  Neither 
has  had  further  hemorrhages. 

Portocaval  anastomosis  as  a treatment 
for  this  lesion  has  received  considerable  at- 
tention lately.  The  lateral  anastomosis  of 
the  portal  vein  to  the  inferior  vena  cava  was 
done  in  experimental  animals  by  von  Eck,  a 
Russian  physiologist,  in  1877.  He  noticed 
that  there  was  not  much  liver  impairment. 
Sporadic  attempts  have  been  done  since.  A 
very  complete  report  of  this  condition  was 
published  in  1945  by  Whipple.  Blakemore 
and  Lord,  who  had  been  working  with  him, 
reported  a technique  of  anastomosing  various 
parts  of  the  portal  circulation  to  the  sys- 


temic circulation.  Some  of  the  commonest 
methods  are  as  follows: 

1.  Portal  vein  to  inferior  vena  cava:  In  doing 

this  the  portal  vein  should  be  cut  across  near  the 
hilus  of  the  liver,  the  end  leading  to  the  liver  ligated, 
and  the  other  end  anastomosed  to  the  inferior  vena 
cava,  end-to-side.  This  can  be  done  over  a vital- 
lium  tube  or  by  the  suture  technique.  If  the  vein  is 
not  cut  across,  and  a side  to  side  anastomosis  is 
done,  the  portal  vein  between  it  and  the  liver  is 
very  likely  to  thrombose.  This  is  a rather  difficult 
operation  with  tedious  dissection  to  free  the  two 
veins.  However,  the  veins  are  quite  large  in  these 
areas  and  so  easier  to  anastomose  and  less  likely  to 
thrombose  than  anastomosis  of  the  smaller  veins. 
This  also  results  in  more  adequate  collateral  circula- 
tion which  should  reduce  the  portal  pressure  more 
than  if  smaller  veins  are  used.  This  operation  is 
usually  the  one  of  choice  if  the  patient  has  had  a 
previous  splenectomy,  as  then  a splenorenal  anas- 
tomosis is  usually  impossible.  However,  in  case  of 
carvernomatous  transformation  of  the  portal  vein, 
or  inflammation  or  tumors  in  that  vicinity,  this  op- 
eration cannot  be  used.  A disadvantage  is  that  if 
may  disturb  the  liver  metabolism  some,  although 
usually  not  greatly. 

2.  Splenorenal  anastomosis:  This  can  be  done 

through  an . abdominal  or  thoraeo-abdominal  ap- 
proach. The  first  suggestion  was  that  a splenectomy 
and  a left  nephrectomy  be  done  and  an  end-to-end 
anastomosis  made  between  the  splenic  and  the  left 
renal  vein.  Of  these,  73  per  cent 'remained  patent. 
There  is  more  tendency  at  the  present  time  not  to 
remove  the  left  kidney  but  to  do  an  end-to-side 
anastomosis  of  the  splenic  vein  to  the  side  of  the 
left  renal  vein.  Of  these,  about  90  per  cent  re- 
mained patent.  When  doing  this  anastomosis,  it  is 
advisable  to  clamp  both  renal  artery  and  vein,  as 
there  is  less  damage  to  the  kidney.  Linton  thinks 
this  is  the  best  method.  It  has  some  very  definite 
advantages  in  that  a partial  shunt  is  made  so  that 
the  liver  is  not  completely  by-passed.  The  sple- 
nectomy reduces  the  arterial  inflow  to  the  portal 
area  by  40  per  cent,  which  in  itself  partially  lowers 
portal  pressure.  Also  there  are  no  vital  structures 
in  the  left  upper  quadrant,  so  it  is  safer.  On  the 
other  hand,  it  cannot  usually  be  done  if  a previous 
splenectomy  has  been  performed.  If  there  are  many 
perisplenic  adhesions  containing  large  venous  col- 
laterals, splenectomy  is  difficult  and  destroys  the 
collateral  circulation.  Also,  the  spleen  is  removed, 
and  the  spleen  has  definite  functions. 

3.  Various  other  types  of  anastomoses  may  be 
done,  such  as  the  superior  mesenteric  vein  or  more 
commonly  the  inferior  mesenteric  vein  to  the  in- 
ferior vena  cava,  or  possibly  to  the  renal  vein  or 
ovarian  vein.  The  portal  venous  system  has  no 
valves  and  so  an  anastomosis  may  be  done  between 
the  larger  end  of  the  mesenteric  vein  and  the  sys- 
temic system.  The  end  of  the  mesenteric  vein  con- 
necting with  the  bowel  can  be  ligated  without  in- 
terfering with  the  venous  drainage  of  the  bowel. 

No  matter  which  type  of  venous  anastomosis  is 
done,  there  are  certain  technical  points  of  interest. 
The  anastomosis  may  be  made  over  a vitallium  or 
tantalum  tube,  or  better  by  the  suture  method.  In 
this  latter,  use  an  everting  suture  going  through  all 
the  layers  with  the  sutures  interrupted  in  several 
places  so  the  stoma  will  not  be  too  contracted. 

The  following  points  are  of  interest  in  decreasing 
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the  danger  of  thrombosis  developing  at  the  area  of 
anastomosis: 

A.  Vessels  of  large  caliber  should  be  used. 

B.  The  marked  difference  of  pressure  between 
the  portal  and  systemic  veins  in  portal  hyperten- 
sion tends  to  keep  the  flow  active.  There  is  much 
more  danger  of  thrombosis  when  veins  of  nearly 
equal  intramural  pressure  are  anastomosed.  It  is 
preferable  to  ligate  one  end  of  the  vessel,  rather 
than  to  do  a side-to-side  anastomosis,  so  that  all  the 
blood  goes  through  the  shunt.  Then,  of  course,  use 
anticoagulant  therapy  with  heparin,  dicumarol,  etc., 
to  decrease  the  danger  of  thrombosis. 

Blakemore  has  reported  forty  cases  of  portocaval 
anastomosis  with  a mortality  of  five,  or  12.5  per 
cent.  Linton  has  reported  fifteen  cases  and  empha- 
sized the  greatly  increased  risk  of  operating  on  the 
group  with  cirrhosis  of  the  liver.  Of  seven  with 
cirrhosis,  five  were  dead  and  two  were  living.  Of 
eight  with  extrahepatic  block,  all  survived  opera- 
tion, one  of  them  had  another  hematemesis  in  four- 
months,  and  the  other  seven  had  not  bled  after- 
operation  at  intervals  of  five  to  twenty-two  months. 

I wish  to  report  three  cases  whom  I treated 
for  severe  hematemesis. 

CASE  1:  D.  B.,  male,  age  15,  w-as  admitted  April 
8,  1946,  to  Methodist  Hospital  following  a severe 
esophageal  hemorrhage.  As  an  infant  he  was  pale 
and  had  a large  abdomen.  At  the  age  of  ten,  fol- 
lowing measles,  he  had  a hemorrhage  from  the 
gastrointestinal  tract.  A splenectomy  was  done. 
Following  this  he  was  quite  well  for  four  years.  On 
two  occasions  in  December,  1945,  he  had  hemor- 
rhages from  the  gastrointestinal  tract.  On  March 
24,  1946,  he  had  hematemesis  again.  The  blood  loss 
was  massive,  and  he  lost  consciousness.  He  was 
given  some  medication  by  Dr.  Guy  Tucker  for  the 
purpose  of  aiding  blood  coagulation.  The  next  morn- 
ing he  was  given  a blood  transfusion.  Later  in  the 
day,  when  he  attempted  to  get  out  of  bed,  he  had 
another  very  severe  hematemesis  and  lost  con- 
sciousness. He  was  taken  to  a hospital  in  Hastings, 
Nebraska,  where  he  remained  unconscious  the  rest 
of  that  day  and  night.  The  following  day  he  was 
given  three  blood  transfusions.  On  April  8,  fifteen 
days  after  the  beginning  of  this  severe  episode,  he 
entered  Methodist  Hospital  in  Omaha  on  the  service 
of  Dr.  W.  A.  Cassidy,  who  made  the  following  re- 
port of  his  esophagoscopic  examination:  “At  that 

time  I noted  the  upper  portion  of  the  esophagus 
showed  a few  small  dilated  veins,  but  was  otherwise 
normal.  The  remainder  of  the  esophagus  presented 
a normal  appearance  until  a level  of  about  5 cm. 
from  the  cardia  was  reached.  At  this  point  many 
large  tortuous  varicosities  were  encountered.” 

The  boy  was  moderately  pale  and  his  pulse  regu- 
lar and  of  good  quality.  There  was  a soft  systolic 
murmur  at  the  apex  of  the  heart.  The  systolic  blood 
pressure  was  126  and  the  diastolic  60  mm.  of  mer- 
cury. There  was  a healed  scar  in  the  left  upper 
quadrant  of  the  abdomen  from  his  previous  sple- 
nectomy. The  liver  was  not  palpable.  There  were 
no  enlarged  collateral  veins  in  the  thorax,  abdomen, 
or  anus.  Blood  examination  revealed  R.B.C.  3,470,- 
000,  W.B.C.  7,100,  and  platelet  count  426,810. 

Celiotomy  was  done  April  11.  The  spleen  had 
been  removed.  The  liver  appeared  normal  to  in- 
spection and  palpation.  There  was  no  dilation  of 


the  veins  along  the  curvatures  of  the  stomach  or 
of  the  superior  or  inferior  mesenteric  veins.  The 
portal  vein  was  normal  size.  The  splenic  vein  was 
8 mm.  in  diameter.  It  was  carefully  dissected,  and 
the  coronary  vein  was  found  to'  be  dilated  and  to 
enter  the  splenic  vein  about  5 cm.  from  its  juncture 
with  the  portal  vein.  An  area  of  stenosis  of  the 
splenic  vein  was  found  proximal  to  the  juncture  of 
these  two  veins.  There  was  no  stenosis  of  the  por- 
tal vein  itself.  The  splenic  vein  was  much  smaller 
distally;  therefore,  it  was  not  possible  to  do  a sple- 
norenal vein  anastomosis.  The  coronary  vein  and 
another  vein  accompanying  it  were  cut  between 
ligatures.  The  gastrohepatic  ligament  was  sutured 
and  the  wound  was  closed. 

The  next  day  the  highest  pulse  was  104,  tem- 
perature 102°  F.,  R.B.C. , 3,670,000,  hemoglobin  68 
per  cent,  W.B.C.  24,700,  polymorpho-nuclears  74  per 
cent.  During  the  next  few  days  he  was  quite  badly 
distended.  During  his  convalescence  he  was  given 
two  blood  transfusions.  There  was  moderate  con- 
solidation of  the  base  of  the  left  lung  a week  after 
operation,  which  cleared  up  readily.  He  was  dis- 
missed in  good  condition  fifteen  days  after  the  op- 
eration, having  had  no  postoperative  esophageal 
hemorrhage. 

A letter  from  his  parents  dated  May  27,  a month 
after  he  left  the  hospital,  stated  that  he  had  gained 
thirteen  pounds  since  returning  home.  He  felt  very 
well  and  had  a fine  appetite.  They  asked  whether 
he  could  begin  working.  He  had  had  no  further 
hemorrhages.  Another  letter  dated  November  30, 
1946,  stated  that  he  had  gained  from  his  previous 
weight  of  90  pounds  to  120  pounds  in  the  seven 
months  since  his  operation  and  that  he  had  had  no  • 
bleeding  whatever.  He  had  also  grown  much  taller. 
Aside  from  not  playing  basketball  and  football,  he 
had  been  doing  all  the  activities  of  any  normal  boy. 
He  was  fine  until  September  4,  1947,  seventeen 
months  following  his  operation,  when  he  had  an- 
other severe  esophageal  hemorrhage.  Following 
two  blood  transfusions,  his  R.B.C.  was  4,230,000 
with  76  per  cent  hemoglobin.  Esophagoscopy  by 
Dr.  Cassidy  on  September  23  showed  that  the  vari- 
cosities were  noticeably  less  conspicuous,  but  were 
still  present  in  rather  abundant  quantity.  It  was 
decided  to  inject  the  remaining  varicosities  witn 
sodium  morrhuate.  The  first  injection  was  on  No- 
vember 11,  1947,  at  which  time  1 c.c.  of  sodium 
morrhuate  was  injected.  The  procedure  was  re- 
peated on  December  10,  1947,  when  2 c.c.  of  sodium 
morrhuate  was  injected.  The  third  and  most  re- 
cent injection  of  sodium  morrhuate  was  on  Decem- 
ber 31,  1947,  when  3 c.c.  of  sodium  morrhuate  was 
used.  At  this  time  no  further  reduction  in  the  size 
of  the  varicosities  was  observed.  These  injections 
are  to  be  continued. 

CASE  2:  P.  V.,  male,  age  31,  was  admitted  to 

Clarkson  Hospital  on  June  3,  1946,  referred  by  Dr. 
A.  B.  Anderson  of  Pawnee  City,  Nebraska.  Five 
years  preceding  this  he  had  had  two  hemorrhages 
three  months  apart.  He  was  transfused  each  time. 
Then  at  the  Mayo  Clinic  he  was  told  he  had  bled 
from  esophageal  varices  and  a splenectomy  was 
done.  Following  this  he  was  well  until  Spring  of 
1945,  when  he  had  another  hemorrhage.  He  has 
felt  tired  since  then. 

Physical  examination  revealed  a rather  pale  young 
man.  There  was  a systolic  murmur  at  the  apex  of 
the  heart.  His  blood  pressure  was  120  systolic  and 
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70  diastolic.  There  were  scars  of  his  previous  sple- 
nectomy and  of  an  appendectomy.  There  was  no 
tenderness  or  masses  in  the  abdomen,  the  liver  was 
not  palpable,  and  there  were  no  hemorrhoids.  R.B.C. 
3,200,000,  hemoglobin  8.6  grams,  W.B.C.  8,300, 
platelets  374,000.  Bleeding  time  was  two  minutes, 
coagulation  time  3 minutes,  and  blood  Massini  nega- 
tive. 

Esophagoscopy  by  Dr.  W.  A.  Cassidy  showed 
slight  dilatation  of  the  esophagus  throughout  its 
entire  length.  The  mucosa  showed  a mild  super- 
ficial inflammatory  process  and  the  presence  of 
some  gray  abnormal  secretion.  When  the  esoph- 
agoscope  reached  a level  of  32  cm.  from  the  upper 
teeth,  large  varices  were  observed.  The  dilated  ves- 
sels were  apparent  from  this  point  down  to  the 
cardia.  Some  of  the  vessels  were  extremely  large 
and  protruded  into  the  lumen  of  the  esophagus,  re- 
sembling polypoid  structures. 

He  was  given  a blood  transfusion  two  days  before 
operation.  At  operation  the  liver  was  found  to  be 
hard,  nodular,  and  possibly  slightly  smaller  than 
normal,  typical  of  Laennec’s  cirrhosis.  The  spleen 
had  been  removed  previously.  There  was  no  asci- 
tes. The  portal  vein,  which  was  approximately  12 
mm.  in  diameter,  was  dissected  out.  The  inferior 
vena  cava,  both  above  and  below  the  renal  veins, 
was  exposed.  The  portal  vein  was  ligated  at  its 
entrance  into  the  liver  and  cut  across  just  below 
this.  The  distal  segment  was  anastomosed  end  to 
side  with  the  inferior  vena  cava,  using  interrupted 
sutures.  During  this  procedure,  when  the  vena  cava 
was  clamped  off  above  the  renal  veins,  the  systolic 
blood  pressure  dropped  to  70  mm.  of  mercury  but 
immediately  after  the  clamps  were  removed  it  rose 
to  120  mm.  of  mercury.  The  wound  was  closed. 

His  postoperative  course  was  quite  uneventful, 
his  highest  temperature  being  100°  F.  and  pulse  92. 

He  remained  well  until  August  13,  1946,  (two 
months  and  seven  days  after  operation)  when  he 
had  another  severe  hemorrhage  requiring  two  blood 
transfusions.  February  19,  1947,  he  had  another 
massive  hemorrhage  lasting  thirty-six  hours.  Forty- 
eight  hours  after  its  cessation  his  hemoglobin  was 
9.8  grams.  He  had  other  hemorrhages  on  May  4 
and  December  4,  1947.  Following  each  of  these  his 
hemoglobin  was  below  12  grams.  In  July,  1947,  his 
physician,  Sanford  Rathbun,  reported  his  R.B.C.  to 
be  4,200,000  and  hemoglobin  14  grams.  Bromsulfa- 
line  test  showed  no  retention  at  45  or  60  minutes, 
and  the  cephalin  flocculation  test  was  negative.  Ex- 
cept for  the  four  hemorrhages  in  the  twenty  months 
following  operation,  he  has  been  very  well  and  able 
to  work  full  time.  He  has  no  enlarged  collateral 
veins,  which  could  occur  if  thrombosis  had  devel- 
oped at  the  site  of  anastomosis. 

CASE  3:  M.  E.,  male,  age  55,  admitted  to  the 

University  Hospital  on  May  12,  1948.  For  two  years 
he  had  episodes  of  vomiting  blood,  weakness,  and 
inability  to  work.  Because  of  the  severe  hemat- 
emesis,  he  had  been  in  the  University  Hospital  a 
month  previously.  With  repeated  blood  transfusions, 
multivitamin  therapy,  crude  liver  extract,  choline, 
iron,  etc.,  he  improved  and  was  dismissed  April  21. 
Just  before  this  admission  he  had  had  three  severe 
esophageal  hemorrhages  in  a week.  He  was  quite 
anemic.  The  liver  was  not  enlarged.  The  spleen 
was  questionable,  extending  2 cm.  below  the  left 
costal  margin.  X-ray  by  Dr.  Howard  Hunt  showed 
the  most  extensive  esophageal  varices  he  or  I had 


ever  seen.  Esophagoscopy  was  attempted  by  Dr. 
Leo  Anderson,  but  he  found  very  extensive  varices 
high  in  the  esophagus  and  was  afraid  of  rupturing 
them  if  he  passed  the  instrument  lower.  In  the  hos- 
pital he  had  one  severe  hematemesis  after  another. 
He  was  given  a large  number  of  blood  transfusions. 
In  spite  of  these,  on  May  25  his  R.B.C.  was  only 
2,240,000  and  the  hemoglobin  4.9  grams.  As  a des- 
perate hope,  I operated  upon  him  on  May  27,  finding 
a mild  cirrhosis  of  the  liver  with  moderate  ascites. 
The  portal  venous  system  was  dilated.  The  venous 
pressure  was  found  to  be  270  mm.  of  saline.  The 
spleen  was  three  to  four  times  normal  size.  His 
condition  was  not  good  enough  for  a long  operation. 
Therefore,  I just  ligated  the  coronary  vein  hoping 
to  cut  down  the  venous  pressure  going  back  to  the 
esophageal  veins.  Following  this  operation  he  had 
severe  abdominal  pain  due  to  a moderate  peritonitis. 
A week  later  there  was  cough,  rales,  and  purulent 
sputum.  He  continued  to  have  frequent,  very  se- 
vere, esophageal  hemorrhages.  We  continued  to 
give  transfusions.  On  June  27,  with  a pre-opera- 
tive blood  pressure  of  only  92/40,  pulse  of  120,  I 
re-operated  upon  him.  The  R.B.C.  was  2,070,000, 
hemoglobin  5.4  grams,  and  leukocyte  count  12,900. 
He  was  a very  poor  risk.  I found  a peritonitis, 
making  any  type  of  portocaval  anastomosis  impos- 
sible. Therefore,  nothing  further  was  done.  More 
ascites  developed,  and  he  died  July  3,  following  an- 
other severe  esophageal  hemorrhage. 

Postmortem  examination  revealed  portal  throm- 
bosis involving  the  splenic,  mesenteric,  and  intra- 
hepatic  radicals  with  large  esophageal  varices  and 
moderate  hepatic  cirrhosis.  There  was  fibropurulent 
peritonitis  with  beginning  gangrene  of  the  bowel 
and  bilateral  pneumonia  and  old  fibrocaseous  tuber- 
culosis at  the  left  apex. 

In  the  future,  no  matter  how  severe  the 
risk  may  be,  I shall  attempt  portocaval  anas- 
tomosis at  the  first  operation. 

CONCLUSIONS 

Marked  advances  have  been  made  in  the 
last  few  years  in  the  treatment  of  esophageal 
varices  secondary  to  portal  hypertension.  If 
due  to  cirrhosis  of  the  liver,  medical  treat- 
ment for  this  should  be  attempted.  In  case 
of  failure  to  stop  the  hematemesis  by  this 
method  or  in  cases  of  extrahepatic  portal 
block,  operative  procedures  may  be  of  bene- 
fit. Portocaval  venous  anastomosis  offers 
marked  hope  for  relief  with  a relatively  low 
mortality. 


Foille,  a preparation  for  relief  of  burns,  may 
cause  fatal  poisoning  when  used  according  to  direc- 
tions of  the  manufacturer,  warn  Thomas  D.  Cronin, 
M.D.,  and  Raymond  O.  Brauer,  M.D.,  Houston,  Tex- 
as, in  the  March  19  issue  of  The  Journal  of  the 
American  Medical  Association. 

The  authors  report  a case  of  poisoning  and  death 
from  carbolic  acid  contained  in  foille. 

The  patient  was  a 10-year-old  boy  treated  for 
severe  bums  with  dressings  saturated  with  the 
preparation. 

Foille  should  be  withdrawn  from  the  market  im- 
mediately, the  writers  recommend. 


SYMPOSIUM  ON  MULTIPLE  INJURIES 
IN  AUTOMOBILE  ACCIDENTS 

Brain  Injuries" 

J.  JAY  KEEGAN,  M.D. 

Omaha,  Nebraska 


Brain  injury  usually  forms  a very  im- 
portant part  of  multiple  injuries  in  automo- 
bile accidents.  The  top  heavy  unprotected 
head  is  thrown  against  some  part  of  the  car 
as  it  suddenly  comes  to  a stop  from  a high 
rate  of  speed.  Immediate  unconsciousness 
results  with  resultant  lack  of  conscious  pro- 
tection of  other  parts  of  the  body.  It  is 
most  important  to  treat  this  unconsciousness 
properly  before  treatment  of  other  injuries, 
for  the  patient’s  brain  condition  may  not 
tolerate  the  sedation  and  surgical  treatment 
which  seem  to  be  indicated  for  the  other  in- 
juries. 

Unconsciousness  is  of  many  degrees,  vary- 
ing from  simple  concussion  to  irreversible, 
deep  coma.  The  patient  usually  is  not  seen 
by  the  physician  within  less  than  one  half 
hour  after  the  accident,  and  by  that  time 
will  be  recovering  from  simple  concussion, 
still  dazed  or  disoriented  but  responding  in 
purposeful  manner  to  his  surroundings.  Such 
quick  return  of  consciousness  speaks  against 
any  serious  brain  injury.  In  this  case  the 
chief  concern  with  the  head  is  a search  for 
scalp  lacerations  and  possible  depressed  skull 
fracture  from  some  projecting  metal  struck 
by  the  head.  Loss  of  blood  may  be  consid- 
erable from  the  scalp  and  may  add  to  the 
vascular  shock  of  other  injuries.  It  should 
be  stopped  by  firm  pressure  along  the  edges 
of  the  cut  until  clotting  occurs.  Blood  ves- 
sels in  the  cut  edge  of  the  scalp  cannot  be 
clamped,  as  they  are  in  fatty  tissue  and  re- 
tract. A clamp  on  the  aponeurosis  beneath 
the  scalp,  turned  back  over  the  scalp  edge 
for  pressure,  will  stop  larger  vessel  bleeding, 
or  a Michel’s  clamp  over  the  scalp  edge  will 
serve  well.  A temporary  suture  parallel  to 
the  cut  edge  may  be  placed  around  the  bleed- 
ing vessel,  or  around  the  frontal,  temporal  or 
occipital  artery  farther  away,  as  the  location 
of  the  wound  indicates.  Closure  of  the 
wound  should  wait  until  adequate  light  and 
hospital  facilities  are  available  to  explore  for 
foreign  material  or  depressed  bone  in  the 
wound.  A poor  closure  is  worse  than  none, 
for  a wound  that  should  have  been  clean  may 

*Read  before  the  Omaha  Mid- West  Clinical  Society,  October, 
1948. 


become  infected  and  osteomyelitis  or  brain 
abscess  result. 

Unconsciousness  with  irrational  restless- 
ness, without  purposeful  response,  needs 
very  careful  observation,  as  the  patient  may 
be  going  into  coma  from  brain  edema  or  in- 
tracranial hemorrhage.  Any  sedative  strong 
enough  to  quiet  this  patient  may  convert  his 
restlessness  into  deep  coma  with  loss  of 
swallowing  and  cough  reflexes,  labored 
breathing,  retention  of  secretion  in  bronchi, 
cyanosis,  and  rising  temperature,  pulse  and 
respiration.  Too  often  this  fatal  develop- 
ment is  interpreted  as  due  to  serious  brain 
injury  but  may  in  reality  be  due  to  too  much 
sedation.  The  unresponsive,  irrational,  rest- 
less patient  with  head  injury  is  not  suffer- 
ing conscious  pain  and  needs  no  sedation  for 
pain.  Dangerous  sedation  to  lighten  the  hos- 
pital work  and  disturbance  is  not  warranted. 
Sodium  luminal  probably  is  the  safest  seda- 
tive to  give  hypodermically  and  morphine  is 
the  worst.  Morphine  depresses  the  respira- 
tory center  and  masks  pupillary  reactions. 

Unconsciousness  with  no  movement,  ob- 
structing breathing,  cyanosis,  and  dilated 
pupils  indicates  deep  coma  and  approaching 
death.  Such  a patient  should  not  be  moved 
and  nothing  should  be  done  surgically  ex- 
cept to  apply  pressure  to  bleeding  areas. 
Distinction  must  be  made  between  cerebral 
shock  and  vascular  shock,  two  different  syn- 
dromes. Cerebral  shock  is  interpreted  in 
degree  by  the  state  of  consciousness  and  the 
pulse  and  blood  pressure  may  be  within  nor- 
mal limits  or  elevated.  Vascular  shock  de- 
notes a low  blood  pressure  with  very  narrow 
range  between  systolic  and  diastolic  pres- 
sures, called  the  pulse  pressure.  This  low 
pulse  pressure  produces  a barely  perceptible 
or  “thready”  pulse  at  the  wrist.  A patient 
may  have  a systolic  pressure  below  100  but 
a good  quality  pulse  at  the  wrist.  This  in- 
dicates a good  pulse  pressure  and  that  pa- 
tient is  not  in  vascular  shock.  However,  if 
the  systolic  pressure  drops  as  low  as  85  mm. 
of  mercury,  intravenous  blood  or  plasma  are 
indicated  to  keep  it  above  that  level. 

X-ray  films  of  the  unconscious,  restless 
patient  are  difficult  to  take  and  seldom  war- 
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ranted  immediately  after  the  injury.  It  is 
better  to  put  on  a simple  clean  dressing  and 
temporary  splint  on  an  extremity  and  wait 
twelve  to  twenty-four  hours  to  determine 
whether  the  state  of  consciousness  is  im- 
proving or  getting  worse.  Within  that 
length  of  time  simple  brain  concussion  will 
be  relieved,  blood  pressure  stabilized  and  a 
compound  wound  not  in  much  danger  of  in- 
fection, particularly  with  antibiotics.  It  is 
desirable  to  get  an  x-ray  of  the  skull  as  soon 
as  possible  in  cases  with  swelling  and 
ecchymosis  in  the  temple,  because  of  the  pos- 
sibility of  a fracture  across  the  middle  men- 
ingeal artery  which  may  lead  to  slowly  ac- 
cumulating hematoma  in  the  epidural  space. 
Such  a case  should  be  under  constant,  com- 
petent observation  for  the  first  sign  of  the 
localized  intracranial  hemorrhage.  Recog- 
nized early  this  can  be  relieved  by  prompt 
surgery.  The  opportunity  for  effective  treat- 
ment may  be  lost  if  the  signs  are  not  recog- 
nized until  the  patient  is  deeply  unconscious 
and  hemiplegic.  There  is  a safety  time  usu- 
ally of  less  than  two  or  three  hours,  hence 
the  necessity  for  alertness.  Most  of  these 
patients  die  because  the  condition  is  not 
recognized  or  surgery  comes  too  late.  The 
early  symptoms  are  unilateral  head  pain, 
with  increasing  restlessness,  slow  pulse  and 
high  pulse  pressure.  Later  there  is  spastic 
paralysis  of  the  opposite  side  of  face,  arm, 
and  leg,  developing  in  this  order,  with  re- 
duced corneal  reflex  and  inability  to  hold  the 
involved  arm  outstretched  as  on  the  normal 
side.  Finally  a dilated  pupil  develops  on  the 
side  of  the  hemorrhage,  with  coma  and  com- 
plete spastic  hemiplegia  of  the  opposite  side, 
with  rising  temperature  pulse  and  respira- 
tion. At  this  stage  it  is  too  late  to  save  the 
patient  by  surgery. 

Continued  deep  unconsciousness  in  a pa- 
tient with  head  injury,  without  intracranial 
pressure  or  paralytic  signs,  indicates  a poor 
prognosis  for  recovery,  and  treatment  of 
other  injuries  should  be  limited  to  the  mini- 
mum. The  brain  pathology  in  such  a case 
usually  consists  of  small  central  hem- 
orrhages around  the  third  ventricle  where 
the  centers  of  consciousness  and  temper- 
ature are  located.  Such  a patient  has  a very 
unstable  temperature,  rising  quickly  to  105° 
with  very  little  disturbance.  It  is  best  treat- 
ed by  exposing  the  body  for  radiation  of 
heat.  The  patient  will  not  tolerate  general 
anesthesia  of  any  kind,  but  may  require  in- 
travenous sodium  luminal  to  relax  him  from 


exhausting  recurring  tonic  convulsions, 
often  mistaken  by  nurses  and  internes  for 
Cheyne-Stokes  breathing.  An  occasional 
young  individual  will  recover  from  this  state 
after  a long  period  of  constant  nursing  care 
and  tube  feeding.  Older  persons  usually  die 
from  exhaustion  and  hyperthermia  within 
five  to  seven  days  after  the  injury.  There 
seems  to  be  an  association  of  this  type  of 
brain  injury  with  chest  compression  injury, 
sometimes  with  no  evidence  of  superficial 
head  injury.  This  suggests  some  venous  en- 
gorgement factor  with  ring  hemorrhages  de- 
veloping in  the  brain  from  ruptured  small 
vessels. 

The  compound  depressed  fracture  of  the 
skull  should  be  debrided  and  elevated  within 
24  hours  of  the  injury,  if  the  patient’s  con- 
dition warrants,  to  permit  closure  and  pri- 
mary healing  of  the  wound.  If  there  is  much 
continuing  disturbance  of  consciousness  it  is 
better  to  struggle  under  barbital  sedation 
and  local  anesthesia,  for  some  of  these 
patients  will  not  regain  consciousness  after 
general  anesthesia,  regardless  of  the  surgery 
done.  No  scalp  wound  should  be  closed  with- 
out feeling  with  gloved  finger  or  hemostat 
for  a.  depressed  fracture.  It  is  disconcerting 
and  open  to  criticism  for  a scalp  wound  to 
be  closed  over  a depressed  skull  fracture 
with  hair  in  it,  leading  as  it  does  to  bone  and 
brain  infection. 

A few  examples  of  multiple  injuries  in- 
volving the  brain  with  other  portions  of  the 
body  will  be  given.  The  commonest  is  the 
combined  skull  and  face  injury,  usually 
caused  by  striking  the  windshield  of  the 
automobile,  with  a cut  deeply  across  the 
cheek,  orbit  and  frontal  bone,  with  embedded 
glass.  This  requires  expert  handling  to  pre- 
vent serious  infection,  loss  of  eye,  and  face 
disfigurement.  Primary  debridement  and 
closure  of  the  brain  wound  prevents  intra- 
cranial infection.  If  the  eyeball  has  been  too 
seriously  injured  to  save,  restoration  of  the 
orbital  wall  for  placement  of  an  artificial  eye 
is  important.  Painstaking  debridement  of 
the  maxillary  wound  and  plastic  repair  of 
bone  and  soft  tissues  is  necessary  to  avoid 
unsightly  scar. 

The  cervical  spine  commonly  is  injured 
when  the  head  strikes  the  top  or  other 
part  of  the  car.  A considerable  amount  of 
post-traumatic  headache  radiating  from  the 
upper  cervical  region  may  be  due  to  this  as- 
sociated neck  injury  and  require  careful  dif- 
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ferentiation.  Unrecognized  dislocation  of 
the  cervical  spine  may  occur,  masked  by  the 
seriousness  of  the  brain  injury.  One  such 
example  was  a deeply  unconseious  patient 
with  extensive  skull  fracture  and  bloody 
spinal  fluid  whose  complaint  of  neck  pain 
as  he  lay  on  his  back  was  attributed  to  the 
bloody  fluid.  However,  as  he  was  leaving 
the  hospital  some  time  later  the  second 
cervical  spinous  process  could  be  seen  pro- 
jecting on  the  back  of  his  neck  and  a hasty 
halt  of  his  leaving  and  look  at  the  early 
skull  x-rays  showed  an  overlooked  disloca- 
tion forward  of  the  first  cervical  vertebra 
or  the  second,  then  firmly  healed  in  place. 
The  absence  of  paralysis  was  misleading, 
but  it  must  be  remembered  that  dislocations 
can  occur  in  the  neck  without  spinal  cord 
damage,  due  to  the  wide  canal  there.  As- 
sociated radiating  nerve  root  pain  into  sub- 
occipital  region  or  arm  may  be  the  chief  clue 
to  this  lesion,  due  to  compression  of  a nerve 
root  in  the  intervertebral  canal. 

A most  embarrassing  omission  is  to  fail 
to  find  a fracture  or  dislocation  elsewhere 
in  serious  head  injury.  The  unconscious- 
ness and  serious  brain  condition  tend  to  mo- 


nopolize attention  and  the  patient  may  later 
have  to  ask  the  physician  why  his  arm  or 
leg  remains  painful.  This  is  less  likely  to 
happen  to  the  general  physician.  In  hos- 
pital practice  an  interne  may  have  put  a 
dressing  on  an  extremity  wound  and  later 
careful  examination  forgotten  as  the  head 
injury  is  treated.  An  example  is  a well  dig- 
ger who  received  a compound  depressed  frac- 
ture of  the  skull  by  a bucket  dropping  on  his 
head.  This  was  treated  satisfactorily  but 
several  days  later  he  asked  about  a painful 
projecting  place  in  his  forearm  where  a 
dressing  had  been  placed  on  admission.  Re- 
moval of  the  dressing  showed  the  fractured 
bone  nearly  through  the  skin.  A recent  ter- 
rifically serious  diffuse  brain  injury  case 
with  loss  of  all  reflexes,  cyanosis  and  high 
temperature  lasting  two  weeks  and  thought 
hopeless,  developed  some  lung  signs  and  a 
portable  x-ray  disclosed  a fracture-disloca- 
tion of  the  shoulder,  then  healed  too  firmly 
to  reduce  manually  or  by  traction.  The  pa- 
tient surprisingly  recovered  from  his  brain 
injury  and  will  require  an  operation  on  the 
shoulder,  but  his  early  condition  probably 
would  not  have  permitted  safe  treatment  of 
this  lesion  at  the  time  of  admission. 


* ❖ ❖ 


Injuries  to  the  Spine  and  Pelvis* 

W.  L.  SUCHA,  M.D. 

Omaha,  Nebraska 


In  the  short  time  allotted,  it  would  be  im- 
possible to  detail  the  management  of  any 
one  specific  injury  to  the  spine  or  pelvis  and 
since  the  complications  and  not  the  injuries 
per  se  are  the  immediately  important  prob- 
lems, I will  devote  the  few  minutes  available 
to  enumerating  the  most  serious  ones  with 
a few  brief  comments  about  each.  I will  dis- 
pense with  the  proper  handling  of  the  pa- 
tient in  transit,  as  that  belongs  to  the  field 
of  first  aid. 

THE  SPINE 

Fractures  of  the  spine  are  of  immediate 
importance  in  proportion  to  the  damage  that 
may  have  occurred  to  the  cord,  meninges, 
or  nerve  roots. 

The  two  most  common  injuries  of  the 
spine,  fractures  of  the  transverse  processes 
and  compressions  of  vertebral  bodies  virtu- 
ally never  cause  damage  to  the  cord  and 

‘Read  before  the  Omaha  Mid-West  Clinical  Society,  October. 
1948. 


meninges  and  rarely  to  the  nerve  roots. 
Compressions  in  the  lumbar  area  apparently 
disturb  the  sympathetics  and  cause  bother- 
some but  not  particularly  serious  ileus  ap- 
peearing  24  to  48  hours  after  injury  and 
continuing  from  two  to  five  days.  This  condi- 
tion responds  well  to  pitressin  and/or  pros- 
tigmine  though  occasionally  it  may  be  severe 
and  persistent  enough  to  require  decompres- 
sion with  the  Wangenstein  or  the  Miller  Ab- 
bot tube. 

Treatment  of  the  compression,  other  than 
bed  rest  can,  and  should  be  deferred  until 
the  distension  has  subsided. 

Cord  damage  which  may  be  of  any  degree 
of  seriousness,  from  a slight  bruise  causing 
only  an  area  of  tingling  or  localized  weak- 
ness in  an  arm  or  leg,  to  complete  and  im- 
mediate severing  of  the  cord,  is  by  far  the 
most  serious  of  all  complications  and  is  re- 
sponsible for  the  terror  the  layman  is  seized 
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with  at  the  mention  of  broken  back.  This  of 
course,  is  due  to  the  traditional  idea  that  is 
in  the  mind  of  the  layman,  and  dates  back  to 
the  era  before  x-rays,  when  only  the  para- 
lyzed patients  were  diagnosed  as  having- 
broken  backs.  I feel  the  expression  should 
never  be  used  for  the  above  mentioned  rea- 
son, and  because  it  never  denotes  a proper 
diagnosis. 

In  the  back,  with  cord  complications,  the 
most  accurate  diagnosis  possible  must  be 
made ; as  the  immediate  treatment  must 
necessarily  depend  upon  the  nature  of  the 
pathology  suspected.  Has  the  patient:  1,  A 
severed  cord?  2,  A compression  from  hem- 
orrhage? 3,  A slight  bruise  of  the  cord?  4, 
A severe  bruise  of  the  cord  ? or  5,  has  a nerve 
root  been  pinched  or  compressed? 

1.  The  severed  cord:  In  a patient  para- 

lyzed below  any  given  segment  of  the  cord, 
if  you  could  be  sure  that  the  cord  had  been 
severed,  the  prognosis  would  be  simple, 
definite  and  accurate.  At  least  the  immedi- 
ate treatment  would  be  equally  simple:  To 
make  the  patient  comfortable  and  console 
the  family.  However,  this  diagnosis  is  not 
so  simple  and  an  x-ray  is  of  very  little  value. 
In  the  event  that  the  x-ray  shows  no  frac- 
ture, or  dislocation,  it  does  not  mean  that 
the  cord  is  not  completely  severed  or  pulled 
in  two,  and  a film  showing  complete  disloca- 
tion of  the  facets  with  gross  displacement 
and  deformity  is  not  proof  that  the  cord  has 
been  severed.  This  very  condition  is  fre- 
quently seen  with  no  paralysis. 

A history  if  obtainable,  fixes  the  time  the 
paralysis  occurred,  is  of  utmost  importance. 
The  patient,  or  someone  present  immediate- 
ly after  the  injury  may  be  able  to  provide 
the  information  that  the  patient  did  have 
some  active  motion  immediately  after  the 
injury,  though  it  were  present  for  only  a few 
seconds.  This  rules  out  the  completely  sev- 
ered cord.  Such  a history  may  be  the  only 
deciding  factor  by  which  you  would  be  able 
to  differentiate  between  a severed  or  crushed 
cord,  and  one  being  compressed  by  hemor- 
rhage or  deformity.  The  physical  findings, 
including  bloody  spinal  fluid,  would  likewise 
not  be  complete  proof. 

If  deformity  is  present,  it  should  be  cor- 
rected as  soon  as  possible,  under  the  assump- 
tion that  the  paralysis  may  be  due  to  bony 
pressure.  If  no  deformity  is  present,  then 
one  can  only  conclude  that  the  paralysis  is 
due  to  tearing,  or  crushing  of  the  cord,  or 


to  pressure  from  a blood  clot.  Exploratory 
surgery  offers  the  surest  relief  in  the  event 
of  the  latter.  It  is  of  no  avail  in  the  event 
of  the  severed  or  crushed  cord,  of  course. 
If  the  paralysis  is  at  a level  above  the  so- 
called  fatal  area,  which  has  roughly  been 
fixed  at  or  above  the  fourth  cervical  seg- 
ment, surgery  is  virtually  useless.  The  rea- 
son that  surgery  is  virtually  out  of  the  pic- 
ture is  because  one  would  have  to  always 
wait  for  the  initial  shock  to  subside,  and  as- 
suming that  surgery  did  result  in  relieving 
the  pressure  that  was  causing  the  paralysis, 
we  know  that  the  period  of  return  following 
the  release  of  pressure,  is  not  measured  in 
hours,  but  in  weeks  and  months;  whereas 
the  patient’s  life  span  is  measured  in  hours. 
Practically  every  patient  with  paralysis 
above  the  fourth  cervical  vertebra  will  die 
with  hyperpyrexia,  the  temperature  rising 
gradually  until  it  raches  107,  108  ,and  I have 
seen  it  go  higher  than  the  thermometer 
registering  110  would  measure. 

If  the  lesion  is  below  this  “fatal  level,” 
that  is  from  the  fifth  cervical  down,  particu- 
larly in  the  lower  dorsal  and  lumbar  areas, 
then  the  picture  changes,  and  the  case  calls 
for  relief  of  pressure  as  quickly  as  possible. 
I know  of  no  means  whereby  one  can  relieve 
the  pressure  and  be  sure  it  is  relieved  except 
by  surgery.  Even  in  the  presence  of  gross 
deformity  and  paralysis,  a successful  correc- 
tion of  the  deformity  by  closed  method  still 
leaves  the  surgeon  without  proof  that  all 
the  pressure  has  been  relieved.  The  patient 
may  still  have  a blood  clot,  he  may  still  have 
a small  fragment  of  bone  not  visualized  in 
the  x-ray  but  is  continuing  to  make  pressure. 
For  lesions  below  the  rapidly  fatal  level,  the 
patient  is  very  much  in  the  position  where 
there  is  everything  to  gain  and  nothing  to 
lose  by  surgical  relief  of  all  cord  pressure. 

Just  a few  words  about  the  gross  deform- 
ity complete  dislocation  without  cord  symp- 
toms. This  type  of  lesion  is  always  a chal- 
lenge to  one’s  surgical  judgment.  There  is 
the  choice  of  plain  traction,  manipulation, 
and  surgery. 

If  your  choice  is  manipulation,  it  must  be 
done  with  the  utmost  gentleness  and  caution, 
particularly  if  anesthesia  is  used. 

It  would  be  a shocking  experience  to  both 
the  doctor  and  patient,  to  have  a patient  who 
was  not  paralyzed  before  anesthesia,  wake 
up  paralyzed. 
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The  technique  is  now  well  established. 
Firm  but  gentle  traction,  at  the  same  time 
increasing  the  deformity.  Then  while  contin- 
uing the  traction,  correct  the  deformity.  If 
unsuccessful  by  this  maneuver,  I would  warn 
seriously  against  the  application  of  force ; 
and  under  no  circumstances  make  any  jerk- 
ing efforts,  but  resort  to  simple  traction,  un- 
less equipped  to  do  open  reduction,  applying 
the  traction  to  the  head  for  lesions  above  the 
mid  dorsal  and  to  extremities  if  below  the 
mid  dorsal.  This  treatment  is  successful  in 
a fair  percentage  of  cases  and  is  not  apt  to 
do  any  direct  harm.  If  both  fail,  then  sur- 
gery becomes  imperative.  In  the  light  of 
present  day  knowledge  and  equipment,  I feel 
that  when  the  facilities  are  present  to  do  a 
surgical  reduction,  exploratory  and  decom- 
pression surgery  is  not  only  the  surest  but 
the  safest  way. 

The  uncomplicated  compression  fracture 
of  the  body  of  a vertebra,  I shall  discuss  in 
one  sentence.  Immobilize  the  spine  in  hyper- 
extension sufficient  to  place  the  weight  of 
the  torso  on  the  articulating  facets  for  a 
period  of  10  to  12  weeks. 

Fractures  of  the  neural  arch  (uncompli- 
cated) are  likewise  immobilized  with  trac- 
tion for  a period  of  time  depending  on  the 
extent  of  damage  to  the  supporting  struc- 
tures, articulating  facets,  lamina,  and  ped- 
ules.  This  should  be  followed  by  immobiliza- 
tion in  plaster  from  eight  to  twelve  weeks. 
I am  opposed  to  supplying  the  paient  with  a 
brace,  following  the  removal  of  the  immobi- 
lizing cast,  because  it  is  well  agreed  that  a 
patient  with  a brace  on  the  back  for  one 
year,  will  probably  never  return  to  a gainful 
occupation  which  entails  any  labor.  The  in- 
cidence of  future  absorption,  with  deformity 
in  case  of  the  neural  arch  and  so-called  Von 
Rommel’s  disease  in  case  of  compressed 
bodies  is  virtually  nil,  following  ten  or  twelve 
weeks  of  immobilization  with  relief  from 
weight  bearing. 

Fractures  of  the  spinous  and  transverse 
processes  alone  should  be  treated  as  minor 
injuries.  Prolonged  immobilization  only 
magnifies  the  injury  in  the  patient’s  mind, 
causes  an  increased  amount  of  muscle 
atrophy,  increased  stiffness,  and  impresses 
the  patient  with  the  idea  of  gross  injury, 
permanent  disability,  and  even  invalidism 
resulting  from  an  injury  that  before  the 
days  of  x-ray  was  treated  as  a sprained  or 
bruised  back  with  probably  one  or  two 


weeks’  lost  time,  and  never  a thought  of  per- 
manent disability. 

The  intervertebral  disc:;  The  question 
arises  how  much  if  any  attention  should  it 
receive  in  a discussion  of  acute  injuries  of 
the  spine.  I would  say  very  little.  All  sta- 
tistics indicate  that  a relative  small  number 
of  herniated  discs  can  be  attributed  to  a spe- 
cific injury.  We  find  only  about  18%  that 
give  a history  of  having  had  their  pathology 
occur  as  the  result  of  a specific  injury.  A 
disc  that  was  suddenly  herniated  or  extrud- 
ed through  a ruptured  anulus,  would  of 
course,  cause  severe  localized  pain  with 
radicular  pain  in  the  nerve  root  at  the  level 
of  the  lesion.  There  is  a negative  x-ray,  and 
there  may  be  an  increased  cell  count,  and  in- 
creased protein  in  the  spinal  fluid  after  24 
or  48  hours.  The  treatment  is  expectant, 
with  rest  and  traction. 

Fracture  of  the  sacrum — of  itself  is  very 
painful,  immediately  disabling,  but  only  oc- 
casionally is  there  sufficient  deformity  to 
require  correction. 

Fracture  of  the  coccyx  always  caused 
only  by  direct  violence,  is  very  painful,  but 
usually  there  is  sufficient  repair  of  a fibrous 
nature,  for  recovery  without  disability.  How- 
ever, in  some  cases,  the  pain  (Coccycodynia) 
may  persist  and  removal  of  the  coccyx  may 
become  necessary. 

THE  PELVIS 

In  the  pelvis,  as  in  the  spine,  the  fracture 
itself  does  not  involve  any  serious  problem, 
but  the  complications  may. 

The  bladder.  Any  patient  in  whom  there 
is  the  least  indication  of  injury  to  the  pelvic 
area,  must  be  carefully  examined  for  damage 
to  the  bladder.  One  of  the  most  indicative 
signs,  next  to  the  shock  that  is  always  pres- 
ent in  excess  of  the  other  findings,  is  bitter 
complaint  of  pain  over  the  sacrum.  If  the 
sacrum  is  not  fractured,  this  severe  pain  is 
almost  surely  indicative  of  damage  to  the 
trigone  of  the  bladder.  One  must  also  re- 
member that  a patient  can  very  easily  rup- 
ture a full  bladder  by  being  jackknifed  with- 
out damage  to  either  the  pelvis  or  the  spine. 
Therefore,  this  should  be  thought  of  in  con- 
nection with  compression  fractures  of  the 
lumbar  vertebra. 

In  determining  whether  or  not  a bladder 
has  been  damaged,  the  first  question  should 
always  be:  When  did  you  last  empty  your 
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bladder?  And  the  second  question:  Could 
you  void  now? 

If  the  patient  has  not  voided  for  several 
hours  and  cannot  void  at  the  time  you  see 
him,  he  should  be  catheterized  immediately. 
If  no  urine  is  obtainable,  the  patient  must 
have  a torn  bladder  even  though  no  blood 
appears  through  the  catheter  immediately. 
I recall  a case  of  a young  girl  riding  in  a car 
that  hit  a tree  head  on.  She  was  sharply 
jackknifed;  had  only  one  complaint:  excruci- 
ating pain  over  the  sacrum.  Upon  interroga- 
tion, I found  that  she  had  not  voided  for  6 
hours,  and  that  she  felt  a very  urgent  desire 
to  void  when  she  got  in  the  car  about  five 
minutes  before  the  accident.  A catheter  was 
introduced:  no  blood,  no  urine.  20  or  80 
minutes  later,  bloody  urine  began  coming 
through  the  catheter.  The  only  treatment 
she  received  was  an  indwelling  catheter  for 
8 days,  and  she  made  an  uneventful  recovery. 
I feel  that  every  bladder  injury  should  be 
left  with  an  indwelling  catheter  until  the 
bladder  is  healed  or  until  a surgical  repair 
can  be  carried  out.  It  may  be  advisable  in 
some  instances  to  wait  several  days  before 
repairing  a bladder,  or  at  least  several  hours, 
if  the  patient  is  in  shock.  As  a matter  of 
fact,  there  is  no  emergency  repair  necessary 
for  a ruptured  bladder,  except  in  cases  with 
severe  bleeding.  It  may  be  necessary  then 


to  hasten  the  surgical  procedure  to  control 
the  bleeding. 

RUPTURE  OF  THE  URETHRA 
In  case  of  a ruptured  or  torn  urethra  there 
is  practically  always  a drop  of  blood,  or  a 
few  drops  of  blood  at  the  meatus ; there  may 
be  a large  amount.  These  patients  should 
not  be  allowed  to  void.  Any  patient  with  a 
damaged  urethra  should  be  advised  not  to 
try  to  void  for  fear  of  urinary  infiltration 
through  the  torn  urethra.  In  case  of  a dam- 
aged urethra  a catheter  must  be  inserted. 
If  the  catheter  cannot  be  introduced  in  a 
normal  manner,  it  may  be  necessary  to  do  a 
urethrotomy  at  the  point  of  rupture,  in  or- 
der to  get  the  catheter  into  the  bladder.  It 
may  even  be  necessary  to  do  a retrograde 
catheterization.  If  it  is  impossible  to  get  a 
catheter  into  the  bladder,  a suprapubic  drain 
is  indicated  in  order  to  prevent  voiding  and 
infiltration.  If  the  patient  is  not  in  shock, 
and  the  attending  physician  is  able  to  do  so, 
it  is  frequently  possible  to  effect  a repair 
of  the  urethra  at  the  same  time  the  catheter 
is  introduced.  If  not,  an  indwelling  catheter 
draining  the  urine  from  the  bladder,  will 
protect  the  patient  from  serious  complica- 
tions, until  such  time  as  he  can  be  trans- 
ferred to  the  surgeon  who  can  effect  the 
necessary  repair. 


* * * 


Chest  Injuries" 

J.  DEWEY  BISGARD,  M.D. 
Omaha,  Nebraska 


The  chest  is  particularly  vulnerable  in 
automobile  accidents  because  it  often  re- 
ceives the  first  impact  as  the  occupants  of 
the  car  are  thrown  forward;  the  driver 
striking  his  chest  against  the  steering  wheel 
and  the  riders  against  the  cowl  or  the  back 
of  the  front  seat. 

These  injuries  can  be  divided  into  the  com- 
mon non-penetrating  and  the  uncommon 
penetrating  ones,  and  then  subdivided  ac- 
cording to  the  structures  involved,  the  chest 
wall,  the  pleura,  the  lungs,  the  heart  and 
great  vessels  and  the  diaphragm.  Associated 
with  these  injuries  are  the  important  prob- 
lems, the  complications  of  shock,  pneumo- 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1948. 


thorax,  hemothorax,  atelectasis  and  empy- 
ema. 

NON-PENETRATING  INJURIES 

Chest  wall 

Contusion  of  soft  tissues  and  ribs. 

Fractures  of  ribs,  costal  cartilages  and 
sternum. 

These  are  the  most  common  injuries  but 
are  so  well  understood  they  will  receive  only 
a few  comments.  It  should  be  stressed  that 
in  elderly  patients  even  simple  fractures  of 
ribs  are  serious  and  not  infrequently  fatal. 
Old  people  have  so  little  reserve  in  cardio- 
respiratory function  that  the  restricted  res- 
piration imposed  by  the  injury  is  likely  to 
cause  heart  failure,  atelectasis  and  hypo- 
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static  pneumonia.  These  dangers  should  be 
anticipated  and  support  of  the  heart  and 
antibiotic  therapy  started  immediately  as 
prophylactic  procedures.  Immediate  ambula- 
tion should  be  encouraged  and  the  pain  re- 
sponsible for  limitation  of  chest  excusion  re- 
lieved if  possible  without  the  depressing  ef- 
fect of  large  doses  of  opiates.  This  can  be 
done  by  anesthetizing  the  involved  inter- 
costal nerves  with  one  of  the  long  acting 
anesthetic  agents.  I have  used  50  per  cent 
alcohol  for  this  purpose  introducing  a needle 
posterior  to  the  angle  of  the  rib  until  it  en- 
counters bone  and  then  sliding  it  over  the  in- 
ferior border  of  the  rib  where  it  is  intro- 
duced about  1/2  to  1 cm.  and  2 to  4 cc.  of 
alcohol  injected. 

COSTAL  CARTILAGES 

Costal  cartileges  are  seldom  fractured  but 
partial  separations  of  the  cartileges  from 
the  ribs  are  not  uncommon.  Some  of  these 
fail  to  repair  and  give  rise  to  a syndrome 
known  as  “slipping  rib”.  This  condition  is 
characterized  by  constant,  dull,  pain  and  in- 
termittent sharp  twinges,  radiating  along 
the  distribution  of  the  involved  intercostal 
nerve.  Usually  the  patient  has  learned  that 
the  pain  can  be  relieved  by  certain  maneu- 
vers, such  as  hyperextending  the  chest. 
Often  relief  is  accompanied  by  a snapping 
sensation.  The  important  feature  of  this  con- 
dition is  the  fact  that  the  pain  radiates  into 
the  upper  abdomen  and  leads  usually  to  an 
erroneous  diagnosis.  I have  treated  five 
cases,  none  of  which  was  previously  cor- 
rectly diagnosed.  Two  of  them  had  been 
subjected  to  abdominal  operations  with  no 
relief.  Cure  is  accomplished  by  a simple 
operation  consisting  of  excision  of  a seg- 
ment of  a cartilage  or  rib  at  the  site  of  sub- 
luxation. 

FRACTURES  OF  THE  STERNUM 

Fractures  of  the  sternum  are  uncommon 
and  require  no  special  treatment  unless  they 
are  depressed  and  embarrass  respiration  and 
cardiac  function.  In  this  case  the  sternum 
should  be  elevated  and  maintained  in  place 
by  means  of  skeletal  traction  applied  to  the 
sternum  and  suspended  from  an  overhead 
frame. 

Occasionally  one  of  the  fragments  of  a 
fractured  rib  penetrates  the  lung  and  pro- 
duces a pneumothorax  or  hemothorax  or 
both.  These  complications  will  be  discussed 
later. 


PULMONARY  COMPRESSION,  TRAUMATIC 
ASPHYXIA,  AND  BLAST  INJURIES 
The  first  two  conditions  result  from  direct 
violence,  usually  an  anterior  posterior  or  bi- 
lateral squeeze  and  the  latter  from  the  in- 
direct forces  arising  out  of  the  sudden  en- 
vironmental pressure  changes  produced  by 
an  explosion.  Regardless  of  mechanism 
there  is  a sudden  and  often  violent  rise  of 
pressure  within  the  chest  and  this  is  reflect- 
ed in  a sudden  increase  of  intravenous  pres- 
sure transmitted  to  the  venous  network 
drained  by  the  superior  vena  cava  which  has 
no  valves  to  act  as  back  traps.  In  the  most 
severe  form,  the  type  designated  traumatic 
asphyxia,  the  head,  chest  and  upper  extremi- 
ties become  diffusely  and  intensely  cyanotic 
from  the  overdistended  and  ruptured  venules 
and  innumerable  minute  ecchymoses.  In  the 
brain,  the  hemorrhages  may  cause  serious 
and  often  fatal  damage  and  in  the  eye,  loss 
of  vision.  Blast  injuries  in  association  with 
automobile  accidents  are  rare  and  much  of 
our  knowledge  of  the  condition  was  gained 
from  the  large  experience  with  bomb  casual- 
ties during  the  war.  In  both  compression 
and  blast  injuries  the  pulmonary  alveoli  rup- 
ture from  over-distention  and  the  associated 
hemorrhage  and  subsequent  oedema  cause 
serious  and  often  fatal  respiratory  embar- 
rassment. 

It  is  very  important  to  anticipate  the 
element  of  oedema  and  from  the  beginning 
to  administer  in  addition  to  oxygen  and  anti- 
biotics frequent  small  doses  of  concentrated 
plasma  intravenously. 

COMPRESSION  AND  RUPTURE 
OF  THE  HEART 

In  experimental  animals  a fatal  standstill 
heart  can  be  produced  by  violently  compress- 
ing the  organ.  This  evidence  has  been  used 
to  explain  the  sudden  death  in  certain  per- 
sons who  have  been  thrown  against  the 
steering  wheel  and  in  which  post-mortem 
examination  has  failed  to  reveal  a cause  of 
death.  This  problem  is  presented  here  only 
because  it  has  considerable  importance  in 
determining  accident  insurance  liability. 

RUPTURED  DIAPHRAGM 
A rupture  of  a diaphragm  seldom  gives 
rise  to  symptoms  by  which  it  can  be  recog- 
nized until  evidence  of  herniation  through 
the  rent  develops  months  or  years  later. 
However,  a tear  may  be  exposed  in  the 
course  of  exploring  thorcoabdominal  injuries 
and  may  be  repaired  at  that  time  if  pos- 
sible and  feasible. 
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PENETRATING  WOUNDS 

Various  objects  such  as  door  handles, 
fence  posts  and  occasionally  (as  in  the  case 
of  police  and  bandits)  bullets  penetrate  the 
chest  wall  both  with  and  without  fracture  of 
ribs. 

The  problems  involved  in  this  group  of  in- 
juries are  many  and  varied.  There  is  al- 
ways a contaminated  flesh  wound  with  the 
hazard  of  infection.  If  penetration  extends 
through  the  pleura,  a pneumothorax,  a 
hemothorax  and  an  empyema  are  likely  com- 
plications. The  heart  and  great  vessels  are 
occasionally  perforated  as  are  the  diaphragm 
and  the  viscera  below  it.  In  some  cases  it 
is  possible  to  project  the  course  of  the  pene- 
trating object  and  thereby  obtain  some  help 
in  determining  the  probable  extent  of  injury. 
This  is  particularly  important  in  respect  to 
the  question  of  extension  of  injury  across 
the  diaphragm  into  the  abdomen. 

Injuries  of  the  abdominal  viscera  will  be 
presented  by  Dr.  Hill.  However,  in  discuss- 
ing injuries  of  the  thorax,  I think  I should 
mention  the  fact  that  in  some  cases  with 
thoraco-abdominal  wounds  it  is  necessary  to 
enter  both  the  thoracic  and  abdominal  cavi- 
ties simultaneously.  This  may  be  done  with 
some  advantage  in  a very  ill  patient  through 
a single  incision,  either  transversing  the 
diaphragm  or  extending  the  intercostal  inci- 
sion across  the  costo-chondrial  arch  into  the 
abdomen.  This  has  the  obvious  disadvan- 
tage of  the  risk  of  contaminating  the  pleural 
cavity  in  cases  with  perforation  of  the  bowel. 

The  problem  in  treatment  peculiar  to  this 
group  of  cases  concerns  the  care  of  the  con- 
taminated wound.  As  in  the  case  of  con- 
taminated wounds  elsewhere  in  the  body, 
there  should  be  early  debridement.  The 
wounds  should  be  washed  with  large  quanti- 
ties of  sterile  soap  and  water  and  saline  and 
the  soiled  and  damaged  tissues  excised  in 
so  far  as  possible.  A large  prophylactic 
dose  of  tetanus  or  in  immunized  individuals 
a booster  dose  of  toxoid  should  be  given 
and  large  doses  of  antibiotics  including  a 
million  or  more  units  of  penicillin  daily 
should  be  started  immediately. 

COMPLICATIONS 

SHOCK 

Shock  in  some  degree  is  a rather  constant 
phenomenon  in  major  chest  injuries  and  is 
likely  to  progress  rapidly  if  there  is  anoxia 
from  impaired  respiration.  For  this  reason 
there  is  a more  pressing  need  for  oxygen 


therapy  than  in  the  case  of  shock  from  other 
sources. 

In  the  literature  a special  type  of  shock, 
known  as  pleural  shock,  is  described.  It 
occurs  usually  in  association  with  thoracen- 
tesis and  has  been  attributed  to  a reflex  set 
up  by  scratching  the  pleu  a with  the  needle. 
Probably  in  many  instances  this  type  of 
shock  results  from  air  err  olism. 

In  cases  with  associatec  injuries  of  the 
head,  abdomen  or  extremities  it  often  is  im- 
possible to  determine  the  principal  source  of 
shock  and  in  cases  with  increased  intra- 
cranial pressure  the  picture  may  be  confus- 
ing. 

The  treatment  of  shock  from  chest  in- 
juries differs  from  that  of  shock  in  general 
only  in  minor  respects.  The  greater  need 
of  oxygen  has  been  mentioned  and  by  the 
same  token  opiates  and  sedatives  should  be 
used  with  caution.  It  is  necessary,  however, 
to  relieve  pain  and  restlessness.  The  con- 
ventional Trendelenberg  position  should  not 
be  used  if  it  increases  respiratory  difficulty. 

Whole  blood,  the  specific  factor  in  the 
treatment  of  shock,  should  be  transfused 
in  sufficient  quantity  not  only  to  replace  the 
estimated  blood  loss  but  also  to  restore  and 
maintain  a normal  circulating  volume.  Plas- 
ma should  be  given  only  when  blood  is  not 
available.  I want  to  call  your  attention  to 
the  value  of  a simple  expedient  which  may 
sustain  a life  until  blood  and  plasma  can  be 
given;  that  is,  the  use  of  pressure  bandages 
on  the  extremities.  By  wrapping  the  ex- 
tremities with  elastic  bandages,  the  size  of 
the  vascular  bed  is  reduced  and  the  depleted 
blood  volume  increased  in  the  more  vital 
tissues.  Simultaneously,  if  shock  is  pro- 
found, the  vasoconstrictor  drugs  are  useful 
for  their  transient  support  of  the  blood  pres- 
sure while  blood  is  being  made  available. 
They  have  no  other  place  in  the  treatment 
of  shock. 

The  orthodox  treatment  includes  the  ap- 
plication of  external  heat  to  the  body.  In 
principle  this  is  wrong  because  heat  acceler- 
ates the  metabolic  process  in  the  tissue  and 
thereby  increases  the  demands  for  oxygen 
upon  an  inadequate  and  failing  circulation. 
It  has  been  shown  that  in  animals  experi- 
mental shock  is  less  well  tolerated  as  the 
environmental  temperature  is  raised.  I feel, 
therefore,  that  the  customary  heating  of 
patients  in  shock  with  blankets  and  hot 
water  bottles  is  definitely  harmful. 
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PNEUMOTHORAX 

In  non-penetrating  injuries  a pneumo- 
thorax which  develops  slowly  and  without 
hemorrhage  often  absorbs  spontaneously  and 
requires  no  special  treatment.  If  it  develops 
rapidly  and  particularly  if  the  wound  in  the 
lung  has  a ball  valve  mechanism  and  a ten- 
sion pneumothorax  is  created,  respiration 
may  be  embarrassed  to  an  alarming  or  even 
fatal  degree.  Relief  can  be  given  quickly  by 
inserting  a needle  into  the  pleural  cavity 
and  withdrawing  air.  In  some  cases  with 
tension  pneumothorax  it  is  necessary  to 
leave  a needle  or  small  catheter  in  the 
chest  for  frequent  or  constant  removal  of 
air. 

These  same  problems  arise  in  relation  to 
a pneumothorax  associated  with  penetrating 
wounds.  If  the  wound  in  the  chest  wall  is 
of  a size  that  it  is  not  self-sealing,  it  is  a 
sucking  wound,  air  entering  the  pleural  cav- 
ity with  each  inspiratory  effort.  With  every 
sucking  wound  there  is  much  respiratory 
embarrassment  and  if  the  aspirated  air  can 
not  leave  the  pleural  cavity,  a fatal  tension 
pneumothorax  is  built  up.  It  is  necessary 
therefore  to  close  all  sucking  wounds;  im- 
mediately at  the  site  of  the  accident  by 
sealing  the  hole  with  a pressure  dressing  or 
adhesive  tape  applied  directly  over  the 
wound  or  over  rubber  sheeting  or  vaselined 
or  greased  gauze;  and  then  permanently  as 
soon  as  possible  with  sutures. 

HEMOTHORAX 

Hemothorax  is  the  result  of  hemorrhage 
into  the  pleural  cavity,  most  often  from  ves- 
sels, in  the  torn  lung,  but  frequently  from 
the  intercostals  and  internal  mammaries  and 
occasionally  from  the  heart  and  great  ves- 
sels. 

The  early  recognition  of  hemorrhage  is 
difficult  and  often  it  is  overlooked.  Fre- 
quently, the  associated  pneumothorax  may 
obscure  a large  collection  of  blood  or  the 
dyspnoea  and  the  symptoms  from,  or  mere 
knowledge  of,  other  body  injuries  may  con- 
fuse the  picture  and  mask  the  pleural  hem- 
orrhage as  the  cause  of  the  shock.  A chest 
film  taken  with  the  patient  sitting  upright 
or  lying  on  the  side  not  only  will  show  the 
presence  of  blood  in  the  pleural  cavity  but 
also  will  give  some  impression  of  the  quan- 
tity. Also  the  diagnostic  importance  of  the 
aspirating  needle  should  not  be  lost  sight 
of.  It  provides  a simple  means  of  demon- 
strating the  presence  of  a hemothorax  and 


of  course  is  invaluable  in  the  absence  of 
x-ray  facilities. 

The  treatment  of  hemothorax  involves 
two  considerations:  first,  the  immediate  at- 
ention  to  the  control  of  hemorrhage  and 
the  management  of  shock,  and  later  the  dis- 
position of  the  collection  of  blood  and  with 
it  the  obliteration  of  the  pleural  space. 

For  the  control  of  hemorrhage  from  a 
lacerated  lung  there  are  two  opposite  schools 
of  thought:  (1)  that  the  blood  and  air  should 
be  removed  by  aspiration  and  the  lung  re- 
expanded immediately  and  (2)  that  the 
pleural  cavity  should  not  be  disturbed  or  if 
blood  is  aspirated,  it  should  be  replaced  with 
an  equal  quantity  of  air.  I subscribe  to  the 
latter  opinion  on  the  basis  that  relaxation  of 
the  vessels  in  the  contracted  collapsed  lung 
may  stop  bleeding  and  reexpansion  of  the 
lung  is  likely  to  reopen  closed  vessels.  If  the 
evidence  indicates  continued  hemorrhage  and 
exsanguination  appears  imminent,  the  chest 
should  be  opened  and  the  bleeding  controlled 
directly  while  the  patient  is  supported  with 
the  rapid  transfusion  of  blood.  This  may 
mean  the  simple  expedient  of  ligation  of  an 
intercostal  or  internal  mammary  artery  or 
suture  of  the  lung  or  a more  formidable  pro- 
cedure such  as  lobectomy. 

When  the  emergency  period  of  hemor- 
rhage has  passed,  a few  days  after  injury, 
the  pleural  cavity  should  be  emptied  of 
blood  and  air,  and  the  lung  completely  re- 
expanded. This  is  necessary  because  blood 
left  in  the  pleural  cavity  becomes  organized 
over  the  pleural  surfaces  in  a thick  dense 
membrane  which  prevents  re-expansion  of 
the  lung.  If  this  happens  from  delay  it  may 
be  necessary  to  free  the  lung  by  the  rather 
extensive  operation  of  decortication  which 
consists  of  pealing  the  visceral  pleura  from 
the  lung. 

ATELECTASIS 

In  all  cases  with  major  injuries  of  the 
chest,  coughing  is  painful  and  therefore  re- 
stricted and  often  ineffectual.  The  retained 
secretions  are  likely  to  occlude  one  of  the 
stem  or  some  of  the  branch  bronchi  and 
produce  massive  or  scattered  atelectasis 
with  troublesome  dyspnoea.  If  the  obstruc- 
tion is  unrelieved,  pneumonitis  with  serious 
sequelae,  such  as  lung  abscess  may  develop. 

The  classical  signs  of  atelectasis  may  be 
obscured  by  the  changes  resulting  from  the 
injury  but  the  lesions  are  readily  revealed 
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by  x-ray  examination.  Much  can  be  accom- 
plished in  the  prevention  of  atelectasis 
through  the  relief  of  pain,  splinting  of  the 
chest  and  the  encouragement  of  coughing 
and  turning  in  bed. 

In  cases  where  a massive  atelectasis  de- 
velops and  is  unrelieved  by  posture  and 
coughing,  it  may  be  necessary  to  suck  out 
the  bronchus  either  by  tracheo-bronchial  as- 
piration with  a catheter  threaded  through 
the  nose  into  the  trachea  or  by  bronchos- 
copy. 


EMPYEMA 

In  all  penetrating  wounds,  empyema  is  a 
likely  complication.  I do  not  have  time  to 
discuss  this  important  subject  but  merely 
stress  the  fact  that  now  it  is  possible  to 
cure  some  cases  of  empyema  by  repeated 
aspirations  with  the  installation  of  penicil- 
lin into  the  pleural  cavity.  However,  I want 
to  warn  that  if  the  empyema  does  not 
resolve  promptly  drainage  should  be  insti- 
tuted, otherwise  one  incurs  the  danger  of 
developing  a chronic  empyema  with  all  the 
difficulties  that  come  with  it. 


❖ ❖ ❖ 


Injuries  of  the  Abdominal  Viscera" 

FREDERICK  C.  HILL,  M.D. 

Omaha,  Nebraska 


Because  of  the  frequency  of  severe  in- 
juries of  the  extremities  and  skull  as  a re- 
sult of  automobile  accidents  and  because 
these  injuries  are  usually  so  evident,  trau- 
matic lesions  of  the  abdominal  viscera  may 
easily  be  overlooked.  The  patient  may  be 
in  shock  and  have  a broken  leg  or  a frac- 
tured skull  and  since  the  main  symptom  of 
an  abdominal  injury  is  pain  the  sensibilities 
may  be  so  dulled  that  the  patient  makes  no 
complaint.  Most  abdominal  injuries  of  this 
type  are  not  accompanied  by  penetration  of 
the  abdominal  wall  but  if  such  penetration 
has  occurred  naturally  attention  is  more  apt 
to  be  directed  to  the  abdomen.  When  the 
patient  is  first  seen  a complete  examination 
should  be  conducted  and  this  should  be  as 
thorough  as  his  condition  will  permit.  Ab- 
dominal tenderness  should  be  sought  for  and 
if  it  is  present  the  possibility  of  rupture  of 
an  abdominal  viscus  should  be  kept  in  mind. 
Fractures  of  the  extremities  should  of  course 
be  immobilized  with  the  least  possible  dis- 
turbance of  the  patient  but  a general  anes- 
thetic should  not  be  administered  until  seri- 
ous abdominal  injury  has  been  ruled  out. 

Two  types  of  injury  to  the  abdominal 
organs  are  commonly  encountered  and  both 
types  may  be  present  at  once.  First  a solid 
organ  such  as  the  liver,  spleen,  pancreas  or 
kidney  may  be  crushed  or  torn  with  severe 
loss  of  blood.  Second  a hollow  organ  such 
as  stomach  or  bowel  may  be  lacerated  and 
there  is  leakage  of  the  gastric  or  intestinal 
contents  into  the  abdominal  cavity.  The 

*Read  before  the  Omaha  Mid- West  Clinical  Society,  October, 
1948. 


main  symptoms  of  both  of  these  types  of  in- 
jury are  pain  and  tenderness.  With  loss 
of  blood  there  is  evidence  of  exsanguination 
as  shown  by  the  blood  count,  pallor,  dyspnea, 
thirst,  rapid  pulse  and  falling  blood  pressure. 
With  rupture  of  a viscus  there  is  apt  to  be 
board-like  rigidity  and  the  usual  symptoms 
of  shock.  The  leukocyte  count  usually  rises 
regardless  of  whether  the  peritoneal  irrita- 
tion is  due  to  blood  or  to  gastrointestinal 
contents.  A mass  is  seldom  palpable  even 
though  large  blood  clots  may  be  present 
near  the  liver  or  spleen.  X-ray  studies  of 
the  abdomen  are  often  helpful  in  determin- 
ing the  type  of  lesion.  With  rupture  of  a 
viscus  ■'there  is  usually  air  under  the  dia- 
phragm when  films  are  taken  with  the  pa- 
tient in  the  upright  position  and  loss  of  the 
psoas  muscle  shadow  on  one  side  is  sugges- 
tive of  hemorrhage  in  the  region  of  the 
kidney. 

Distention  of  the  abdomen  does  not  make 
its  appearance  much  sooner  than  twenty- 
four  hours  after  the  injury  but  it  should  be 
kept  in  mind  that  a paralytic  ileus  may  be 
the  result  not  only  of  peritoneal  irritation 
but  also  of  nervous  shock  and  may  be  asso- 
ciated with  any  severe  injury.  Tears  of  a 
solid  organ  may  be  slow  in  causing  symp- 
toms when  the  hemorrhage  is  not  too  pro- 
fuse. The  patient  with  a ruptured  spleen  or 
kidney,  for  instance,  may  get  up  and  walk 
and  when  questioned  may  say  that  he  is  all 
right  but  with  continued  bleeding  his  symp- 
toms may  become  acute  several  hours  or 
even  days  after  the  accident.  On  the  other 
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hand  a tear  in  a solid  viscus  is  not  neces- 
sarily an  indication  for  operation  and  unless 
the  patient’s  condition  warrants  immediate 
interference  he  may  be  kept  under  observa- 
tion for  some  time,  blood  being  supplied  to 
combat  the  hemorrhage. 

The  general  indications  for  surgical  inter- 
vention are  abdominal  tenderness  and  rigid- 
ity. These  two  symptoms  alone  are  suffi- 
cient but  without  other  confirmatory  find- 
ings one  may  choose  to  wait  an  hour  or  two 
and  see  if  the  symptoms  are  progressing  or 
becoming  less  severe.  When  injury  of  the 
kidney  is  suspected  operation  should  not  be 
done  until  the  presence  of  two  kidneys  has 
been  proven  by  intravenous  pyelogram  and 
this  procedure  in  itself  will  often  demon- 
strate tearing  of  the  kidney  substance  by 
the  way  the  dye  leaks  into  the  perirenal 
spaces.  If  the  injury  of  the  kidney  is  the 
only  lesion  present  the  kidney  should  be  ap- 
proached by  the  usual  posterior  renal  inci- 
sion but  if  there  is  a possibility  of  injury 
of  the  abdominal  organs  the  transperitoneal 
route  should  be  chosen.  When  an  abdominal 
incision  is  made  it  should  be  centered  at  the 
point  of  greatest  tenderness  or  rigidity  and 
when  the  symptoms  do  not  seem  to  be  local- 
ized on  one  side  more  than  the  other  a mid- 
line incision  is  satisfactory.  When  the  ab- 
domen is  opened,  if  there  has  been  rupture 
of  an  abdominal  viscus  such  as  the  liver, 
spleen,  pancreas,  stomach,  intestine  or  mes- 
entery, blood  will  be  encountered. 

If  a hollow  viscus  has  been  torn  there 
will  also  be  evidence  of  gastrointestinal  con- 
tents in  the  abdominal  cavity.  A hand  in- 
serted into  the  abdomen  is  passed  around  un- 
til a hematoma  or  a tear  is  felt.  In  my  ex- 
perience the  organ  most  commonly  injured 
is  the  liver  and  unless  some  other  lesion  is 
immediately  apparent  I pass  my  hand  over 
the  dome  of  the  liver  and  on  each  side  of  the 
falciform  ligament.  During  this  explora- 
tion the  diaphragm  should  be  palpated  to 
be  sure  it  is  not  torn.  Tears  are  usually  lo- 
cated on  the  anterior  or  upper  surface  of 
the  liver  and  will  be  felt  as  rather  sharp 
edged  irregular  deep  crevices.  Tears  of  the 
spleen,  which  are  next  in  frequency,  are 
sometimes  more  difficult  to  detect  because  of 
the  less  sharply  defined  edge  of  the  tear, 
the  splenic  pulp  tending  to  bulge  out  and 
fill  the  laceration.  Tears  of  the  pancreas  are 
apt  to  be  associated  within  a few  hours  with 
leakage  of  the  pancreatic  juices  and  the  re- 
sulting fat  necrosis  of  the  omentum  and 


mesentery.  Grayish  - white  pinpoint  size 
spots  which  are  due  to  the  conversion  of  fat 
to  soap  will  be  seen  when  the  fatty  tissues 
are  carefully  inspected.  A tear  of  the  pan- 
creas may  be  associated  witli  massive  hemor- 
rhage into  the  lesser  sac  and  into  the  retro- 
peritoneal tissues.  The  foramen  of  Winslow 
may  be  sealed  by  inflammatory  reaction  and 
only  when  the  finger  is  inserted  through  it 
do  the  dammed-up  secretions  appear  in  the 
general  peritoneal  cavity.  Lacerations  of  the 
kidney  also  produce  retroperitoneal  hemor- 
rhage and  a large  mass  may  be  palpable  in 
the  region  of  the  kidney. 

Injuries  of  the  gastrointestinal  tract  may 
be  single  or  multiple.  The  small  intestine 
is  most  commonly  involved  and  I have  seen 
the  jejunum  torn  completely  in  two.  One 
should  search  the  entire  gastrointestinal 
tract  carefully  since  the  laceration  may  be 
small  but  associated  with  it  there  is  usually 
hemorrhage  into  the  mesentery  which  makes 
identification  of  the  lesion  in  the  intestine 
easier. 

* 

The  treatment  of  injuries  of  the  abdominal 
viscera  is  directed  towards  stopping  the 
bleeding  and  preventing  the  leakage  of  the 
gastrointestinal  secretions.  In  the  case  of 
the  gastrointestinal  tract  the  opening  should 
be  closed  by  two  layers  of  sutures.  In  some 
cases  it  may  be  necessary  to  resect  a length 
of  badly  damaged  intestine  and  in  these  in- 
stances an  end-to-end  anastomosis  should  be 
done  after  removal  of  the  bowel  far  enough 
each  way  to  reach  healthy  tissue.  Lacera- 
tions of  the  liver  should  be  closed  by  deeply 
placed  mattress  sutures  and  absorbable 
gauze  placed  over  the  tear  is  helpful  in  stop- 
ping the  bleeding.  When  the  tear  is  in- 
accessible it  may  be  packed  with  absorbable 
gauze.  As  a rule  when  the  spleen  is  torn  it 
should  be  removed,  although  some  minor 
lacerations  may  be  sutured.  When  there  is 
an  injury  of  the  pancreas  this  organ  should 
be  exposed  by  making  an  opening  through 
the  gastrocolic  omentum  or  through  the 
gastrohepatic  omentum,  depending  on  the 
level  of  the  stomach.  Through  this  the  cap- 
sule of  the  pancreas  is  sutured.  If  the  tail 
or  a portion  of  the  body  is  completely  separ- 
ated from  the  rest  of  the  pancreas  it  should 
be  removed  and  the  stump  closed  by  two  lay- 
ers of  sutures.  It  is  best  also  in  these  cases 
to  tie  the  duct  with  silk  or  cotton.  Drainage 
should  be  instituted  to  the  lesser  sac  or  to 
the  region  of  the  pancreas.  When  a hema- 
toma around  the  kidney  is  encountered  the 
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colon  should  be  mobilized  by  cutting  the 
peritoneum  along  its  lateral  surface  so  that 
it  can  be  rolled  medially.  The  kidney  is  ex- 
posed, the  perirenal  fascia  incised  and  the 
organ  freed  from  fat  enough  to  determine 
the  nature  of  the  injury.  Small  lacerations 
of  the  kidney  should  be  sutured  and  this  is 
true  also  of  small  tears  in  the  pelvis,  but 
more  severe  injuries  necessitate  nephrec- 
tomy. When  the  case  is  seen  early,  before 
leakage  of  urine  has  caused  infection,  the 
abdominal  approach  to  the  kidney  is  safe 
enough  but  in  late  cases  with  obvious  infec- 
tion, after  exploring  the  abdomen  I have  not 
hesitated  to  close  the  incision  and  turn  the 


patient  over  to  make  usual  kidney  approach 
from  the  back,  thus  preventing  infection  of 
the  peritoneal  cavity. 

The  postoperative  treatment  of  cases  with 
abdominal  injury  is  the  usual  treatment  of 
the  sick  patient.  Transfusions  are  given 
liberally  as  indicated,  fluids  are  supplied  by 
the  intravenous  route  until  peristalsis  is  es- 
tablished and  penicillin  is  given  to  combat  in- 
fection. Sedatives  are  given  as  required. 
The  Wangensteen  suction  apparatus  should 
be  employed  if  there  has  been  an  injury  to 
the  gastrointestinal  tract  or  if  distention  ap- 
pears. 


^ ^ ^ 


Injuries  of  Extremities* 

H.  F.  JOHNSON,  M.D.  and  STANLEY  M.  BACH,  M.D. 
Omaha,  Nebraska 


In  multiple  injuries  of  the  extremities  re- 
sulting from  automobile  accidents,  many 
complicated  problems  are  involved.  Fre- 
quently these  cannot  be  handled  simultan- 
eously and  must  be  cared  for  in  logical  order 
to  provide  the  maximum  chance  for  the  pa- 
tient’s life  and  limb.  Our  first  problem  is 
that  concerned  with  the  control  of  shock, 
which  is  almost  always  present  to  a greater 
or  lesser  degree  in  any  highway  accident. 
The  control  of  infection  is  also  an  immediate 
situation  which  frequently  requires  emer- 
gency management.  Later  problems  are 
those  involved  in  the  surgical  repair  of  dam- 
aged tissues  and  the  eventual  restoration  of 
function. 

In  order  to  deal  with  these  problems  logic- 
ally it  is  necessary  to  divide  our  management 
of  the  patient  into  two  phases.  First  there 
is  the  emergency  phase,  in  which  the  prob- 
lems of  shock,  control  of  infection,  and  resto- 
ration of  damaged  circulation  are  paramount. 
The  second  phase  is  that  of  definitive  treat- 
ment in  which  the  reconstructive  element  as- 
sumes an  important  position  and  deals  pri- 
marily with  the  problems  of  repair  or  resto- 
ration of  innervation,  reconstruction  of  mus- 
culotendenous  injuries,  and  the  proper  man- 
agement of  fractures,  which  are  so  frequent- 
ly associated  with  these  multiple  injuries.  It 
is  not  possible  to  completely  isolate  these 
phases  as  they  frequently  overlap,  and  it  is 
often  possible  to  carry  out  procedures  which 
are  actually  definitive  during  the  stages  of 
the  primary  emergency. 


To  take  up  each  one  of  these  problems  in 
order,  we  must  first  consider  the  manage- 
ment of  shock.  As  was  well  brought  out  dur- 
ing the  last  war,  the  usual  etiology  of  shock 
in  multiple  injuries  is  blood  loss.  Conse- 
quently, the  most  important  therapeutic  pro- 
cedure is  replacement  of  lost  blood  and  body 
fluids.  It  is  frequently  necessary,  in  spite 
of  the  known  hazards  of  pooled  plasma  infu- 
sions, to  begin  its  use  early.  As  soon  as 
cross-matching  can  be  carried  out,  transfu- 
sions, with  whole  blood,  should  be.  started. 
The  ratio  of  plasma  to  blood  is  usually  ac- 
cepted as  three  to  one,  which  provides  a suf- 
ficient amount  of  blood  protein  to  retain 
fluid  in  the  circulating  blood  stream.  An  im- 
portant point  in  following  the  patient  in 
shock  is  the  determination  of  the  proper 
time  to  begin  any  surgical  procedures  which 
may  be  necessary.  It  is  usually  wise  to  de- 
lay any  surgical  attack  until  the  patient  is 
definitely  on  the  upgrade,  and  to  begin  sur- 
gery before  the  patient  has  reached  the  peak 
of  his  recovery  from  shock.  It  is  well  known 
that  a second  episode  of  shock  may  prove  to 
be  irreversible,  and  for  this  reason  surgery 
should  be  started  during  this  recovery  phase. 
In  the  absence  of  head  injury  morphine  is  of 
considerable  value  in  aiding  in  the  control  of 
shock.  The  relief  of  pain,  for  reasons  which 
are  not  thoroughly  understood,  is  important 
and  should  be  part  of  any  shock  treatment. 
Application  of  traction  and  immobilization  of 
major  fractures  early  is  an  important  and 
effective  method  in  controlling  this  problem. 
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There  is  only  one  caution  in  this  regard  and 
that  is  that  it  is  possible  to  produce  shock 
by  overpulling.  This  is  not  a serious  hazard 
in  a conscious  patient,  but  in  the  patient  un- 
der anesthesia  it  may  become  a factor  in  the 
production  of  otherwise  unexplained  shock. 

Our  second  problem  deals  with  the  control 
of  infection.  There  is  said  to  be  a golden 
period  of  eight  hours  following  any  open  in- 
jury during  which  infection  can  be  con- 
trolled well  by  simple  surgical  measures.  The 
advent  of  the  antibiotic  drugs  in  the  last  ten 
years  has  extended  this  period,  but  the  old 
rule  still  holds  that  early  debridement  and 
early  care  of  wounds  is  necessary  in  avoiding 
the  serious  hazards  of  infection.  The  de- 
bridement of  wounds  is  our  first  step  in  this 
procedure.  This  should  be  carried  out  thor- 
oughly, with  clean  excision  of  devitalized 
tissues  in  every  ramification  of  the  wound. 
At  the  end  of  the  procedure  all  surfaces 
should  bleed  readily.  The  decision  as  to 
whether  or  not  a traumatic  wound  should  be 
closed  depends  primarily  on  the  length  of 
time  that  has  elapsed  since  injury,  and  sec- 
ondly on  the  degree  and  the  type  of  contam- 
ination of  the  wound.  This  is  a problem 
which  must  be  dealt  with  individually  and 
the  surgeon’s  own  judgment  must  be  used. 
We  have  three  choices:  First,  is  that  of  pri- 
mary suture.  This  suturing  should  be  in- 
terrupted throughout  and  a minimum  of 
buried  material  is  advisable.  It  is  important 
to  close  the  joint  capsules  particularly,  and 
this  is  essential  regardless  of  the  time  in- 
volved since  injury.  The  so-called  delayed 
primary  suture  is  often  a time  saving  pro- 
cedure. This  consists  merely  in  the  insertion 
of  skin  sutures  into  the  margins  of  the 
wound,  which  are  left  untied.  After  three 
or  four  days,  if  the  wound  looks  clean,  these 
may  be  tied  and  the  wound  allowed  to  heal 
by  secondary  intention.  Leaving  these 
wounds  completely  open,  and  held  open  with 
loose  packing,  may  become  necessary,  but 
with  the  use  of  antibiotic  drugs  it  is  becom- 
ing less  frequently  essential.  Even  in  this 
situation,  after  a week  has  gone  by,  it  may 
be  advantageous  to  put  in  a few  skin  sutures 
under  a local  anesthetic  to  shorten  the  period 
of  convalescence. 

It  is  only  in  frankly  suppurative  and 
necrotic  wounds  where  it  is  apt  to  be  abso- 
lutely necessary  to  leave  wounds  open  and 
allow  them  to  granulate  in.  The  modern  an- 
tibiotics have  provided  us  with  important 
and  valuable  tools  in  the  control  of  infection. 


Of  these  the  most  important  are  sulfadiazine 
and  penicillin.  Their  use  locally  in  the  wound 
is  not  generally  advisable  since  they  both 
lead  to  considerable  foreign  body  reaction  in 
the  tissue.  The  systemic  administration  of 
both  of  these  agents  should  be  started  early 
with  doses  depending  on  the  degree  and  ex- 
tension of  contamination  of  the  wound.  It 
is  often  valuable  to  administer  a single  50,- 
000-75,000  unit  dose  of  penicillin  as  soon  as 
the  patient  is  seen,  and  then  continue  with 
30,000-50,000  units  every  3 hours,  until  the 
danger  of  infection  has  passed.  The  recent 
introduction  of  procaine  penicillin  has  simpli- 
fied administration  of  this  drug.  We  still 
feel  that  in  the  early  stages  the  crystallin 
penicillin  is  best,  but  that  after  a few  days 
this  may  be  changed  to  procaine  penicillin 
which  can  be  given  in  doses  of  300,000  units 
once  daily.  Sulfadiazine  is  usually  admin- 
istered in  one  gram  doses  by  mouth.  Occa- 
sionally in  the  unconscious  patient  intraven- 
ous sodium  sulfadiazine  may  be  resorted  to. 

Tetanus  and  gas  gangrene  antitoxin  ai?e 
still  important.  It  is  advisable  to  inquire  as 
to  whether  the  patient  is  an  ex-service  man, 
as  we  all  know  while  in  service  all  of  these 
men  were  given  active  immunization  with 
tetanus  toxoid.  If  they  have  had  this  a 
“booster”  dose  of  tetanus  toxoid  should  be 
used  rather  than  the  antitoxin.  In  recent 
years  x-ray  therapy  has  been  shown  to  have 
considerable  value  in  controlling  gas  bacillus 
infection.  If  x-ray  therapy  is  available  its 
use  in  any  contaminated  wound  should  be 
considered. 

Our  next  problem  is  that  of  vascular  in- 
jury. The  exact  diagnosis  of  the  type  of  in- 
jury is  often  difficult,  but  is  essential  in  the 
administration  of  logical  treatment.  The 
most  common  problem  is  that  of  contusion  of 
major  blood  vessels  resulting  in  spreading 
arterial  spasm.  This  is  often  seen  in  frac- 
tures about  the  elbow  and  about  the  upper 
tibia.  Early  reduction  of  the  fracture,  fol- 
lowed by  close  observation  of  terminal  circu- 
lation, is  often  all  that  is  necessary.  In  re- 
duction of  fractures,  with  associated  vas- 
cular spasm,  the  maintenance  of  extended 
positions  of  the  joints,  with  traction  rather 
than  manipulation  into  acutely  flexed  posi- 
tions, is  preferable.  If  this  is  insufficient 
to  provide  a prompt  return  of  circulation,  we 
may  next  resort  to  sympathetic  blocks, 
two  methods.  The  most  common  is  that  of 
which  may  be  carried  out  by  either  one  of 
local  infiltration  of  the  sympathetic  ganglia 
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with  procaine  solution.  The  infiltration  of 
the  first  and  second  thoracic,  or  the  stellate 
ganglion,  in  cases  of  injury  to  the  upper  ex- 
tremity, frequently  results  in  a rapid  return 
of  good  peripheral  circulation  in  the  injured 
extremity.  Local  infiltration  of  the  sympa- 
thetics  to  the  lower  extremity  is  somewhat 
more  difficult  technically,  but  can  be  done 
by  paravertebral  infiltration  in  the  lumbar 
region.  For  these  procedures  a 1.5%  pro- 
caine solution  is  ordinarily  used.  A new 
method  of  providing  sympathetic  relaxation 
by  means  of  tetraethyl  ammonium  chloride 
has  recently  appeared.  This  drug  acts  gen- 
erally on  the  autonomic  synapses  and  will,  in 
proper  dosage,  completely  block  the  sym- 
pathetic supply  to  the  vascular  tree.  There 
is  some  risk  in  use  of  this  drug  in  the  pres- 
ence of  shock  or  incipient  shock,  since  an 
overdose  in  itself  can  produce  a state  of  pri- 
mary shock.  The  dosage  of  from  three  to 
five  c.c.  intravenously,  if  administered  slow- 
ly and  with  careful  watch  on  the  patient’s 
blood  pressure,  is  usually  effective  and 
should  be  repeated  as  necessary  for  several 
days. 

If  the  methods  of  sympathetic  paralysis 
fail,  our  only  recourse  is  to  surgery.  This 
consists  of  wide  exposure  of  the  injured  ves- 
sels, releasing  all  fascial  compartments  and 
evacuating  all  blood  clots.  The  vessels  should 
next  be  inspected  and  isolated  to  above  the 
area  of  spasm,  which  is  usually  easily  vis- 
ible. Starting  from  above  downward  the  ad- 
ventitia of  the  vessel  should  be  stripped  off, 
taking  along  with  it  its  sympathetic  supply. 
This  stripping  should  be  carried  down  to  be- 
yond the  point  of  injury  to  the  artery.  If 
laceration  of  major  vessels  is  found  at  the 
time  of  exploration,  the  situation  is  critical. 
It  is  sometimes  possible  to  repair  large  blood 
vessels,  but  the  technique  is  difficult,  re- 
quiring accurate  intima  to  intima  closure 
with  fine  suture  material.  The  patient  also 
must  be  seen  soon  after  injury  as  thrombosis 
occurs  early.  The  type  of  laceration  is  im- 
portant as  linear  tears  are  easily  repaired, 
while  transverse,  or  crushing  injuries,  usual- 
ly fail.  When  repair  of  this  sort  has  been 
carried  out,  heparin  and  dicumerol  should  be 
used  postoperatively  with  careful  laboratory 
control  of  clotting  time  and  prothrombin 
time.  Irreparable  vascular  damage,  leading 
to  gangrene,  is  essentially  a problem  of  con- 
trolling infection  and  watchful  waiting. 
When  no  acutely  dangerous  infection  ap- 
pears, it  is  wise  to  wait  until  a definite  line 
of  demarcation  has  appeared  and  then  do  a 


clean  definitive  amputation  just  above  this 
level. 

The  initial  examination  of  any  patient 
with  multiple  injuries  must  always  include 
a rapid  but  accurate  survey  to  determine  the 
presence  or  absence  of  nerve  injury.  If  an 
open  wound  is  present,  and  a nerve  injury 
which  may  be  connected  directly  to  the  open 
wound  has  been  found,  the  nerve  should  be 
isolated  and  primary  suture  of  the  nerve 
carried  out.  In  the  early  case  it  is  often 
possible  to  do  this;  however,  in  wounds  that 
are  suppurating  or  grossly  contaminated,  it 
may  be  necessary  to  mark  the  ends  of  the 
nerve  with  a black  silk  or  tantallum  suture 
and  leave  it  unrepaired.  Repair  can  then  be 
carried  out  at  a later  date  when  the  wound 
becomes  clean.  In  the  closed  type  of  injury 
to  an  extremity  the  differential  diagnosis 
between  complete  interruption  of  the  nerve 
and  a so-called  physiological  block  of  conduc- 
tion may  not  be  possible.  In  these  situations 
accurate  reduction  of  fractures  is  necessary 
and  we  are  then  faced  with  a period  of  “care- 
ful watchful  waiting.”  Paralyzed  muscle 
groups  should  be  splinted  protectively.  In  the 
wrist  this  usually  means  a cock-up  plaster, 
and  in  the  foot  a cast  or  splint  with  the  foot 
held  at  right  angles  to  the  leg.  Later  re- 
peated examinations  of  the  patient  should 
be  carried  out,  and  if  there  is  no  evidence  of 
return  of  function  at  the  end  of  four  weeks 
exploration  should  be  carried  out  with  the 
view  toward  releasing  or  repairing  the  dam- 
aged nerve  trunk. 

Injuries  to  the  musculotendenous  appara- 
tus are  usually  seen  in  either  one  of  two  situ- 
ations— the  most  common  probably  are  those 
tendon  injuries  associated  with  lacerations 
about  the  hand.  A check  of  extensor  and 
flexor  function  of  the  fingers  and  of  the 
wrist  would  provide  the  clue  to  the  extent 
and  type  of  tendon  injury.  Avulsion  in- 
juries constitute  the  next  type  of  loss  of 
musculotendenous  function.  This  type  of  in- 
jury is  often  seen  in  the  knee  extensor  ap- 
paratus, with  or  without  fractures  of  the 
patella.  The  treatment  of  these  musculo- 
tendenous injuries  should  be  carried  out 
early  since  the  muscle  which  has  lost  its 
distal  or  proximal  attachment  will  soon  un- 
dergo contracture  and  it  may  be  impossible 
to  pull  it  out  to  its  full  length.  When  repair 
of  a tendon  has  been  carried  out  at  the  time 
of  initial  debridement,  it  is  essential  to  cov- 
er the  repaired  tendon  with  viable  skin.  If 
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necessary  sliding  flaps  may  be  resorted  to  in 
order  to  achieve  this  end. 

It  is  difficult  in  a short  period  of  time  that 
we  have  to  deal  with  the  complex  problems 
that  arise  in  the  management  of  fractures 
which  are  found  with  these  multiple  injuries. 
Only  general  rules  can  be  made  here.  Auto- 
mobile fractures  frequently  do  not  fit  into 
any  specific  pigeon-hole  regarding  treat- 
ment,  and  often  the  surgeon’s  own  ingenuity 
is  the  only  guide  to  proper  management. 
There  are  several  rules  which  we  can  follow. 
The  first  is  the  importance  of  converting 
compound  fractures  into  simple  fractures  by 
means  of  debridement  and  primary  suture. 
It  is  important  to  save  all  major  fragments 
of  bone  since  they  may  be  very  valuable  if 
reconstruction  of  the  extremity  is  necessary 
at  a later  time.  Traction  is  our  most  valu- 
able therapeutic  tool  in  management  of  these 
fractures,  and  if  extensive  damage  to  soft 
tissue  has  occurred,  the  skeletal  type  is  us- 
ually advisable.  This  is  particularly  true  in 
fractures  of  the  lower  extremity  where  we 
are  dealing  with  heavy  muscle  groups  which 
usually  require  considerable  traction  forces. 
Skeletal  traction  also  can  be  used  in  the  up- 
per extremity.  This  may  be  applied  in  frac- 
tures of  the  humerus  through  the  olecranon 
process.  Caution  is  necessary  in  applying 


this  type  of  traction  lest  injuries  to  the  ulnar 
nerve  occur.  The  use  of  internal  fixation  in 
compound  fractures  is  fraught  with  consid- 
erable hazard.  This  should  be  used  only  if 
debridement  is  carried  out  early,  if  there  is 
a minimal  amount  of  soft  tissue  injury,  and 
chemotherapy  is  adequate.  The  use  of  mold- 
ed plaster  splints  together  with  skeletal  trac- 
tion is  a valuable  technique.  Molded  plaster 
splints  can  be  tightened  from  day  to  day  as 
edema  disappears  in  the  extremity  so  that 
adequate  fixation  can  be  maintained  at  all 
times.  When  the  edema  has  completely  sub- 
sided this  can  be  substituted  for  or  incor- 
porated in  a circular  plaster  cast.  The  safest 
and  most  generally  applicable  technique  in 
managing  compound  fractures  is  that  of 
instrument  manipulation  of  the  bone  frag- 
ments at  the  time  of  debridement,  and  main- 
taining the  reduction  thus  acquired  by  means 
of  traction  and  some  type  of  external  fixa- 
tion. 

In  reiteration,  may  we  emphasize  the  im- 
portance of  the  control  of  shock,  the  contrpl 
of  infection,  and  the  restoration  of  circula- 
tion as  early  problems  in  the  treatment  of 
extremity  injuries.  Always  keep  in  mind 
that  good  primary  care  will  usually  provide 
the  surgeon  with  a vastly  simplified  recon- 
structive problem. 


* ❖ £ 


SUGGEST  STUDY  OF  INDIANS  FOR  CANCER  RESEARCH 


Study  of  the  diet  of  Navajo-Hopi  Indians  of  the 
Southwestern  United  States  might  provide  valuable 
information  for  cancer  research,  suggest  five  physi- 
cians representing  the  American  Medical  Associa- 
tion who  made  a study  of  health  conditions  on  the 
reservation  for  the  Department  of  the  Interior. 

Navajo  and  Hopi  tribes  of  the  area  have  an  ex- 
tremely low  incidence  of  cancer,  degenerative  heart 
disease,  diabetes,  and  scarlet  fever,  the  doctors 
found. 

Members  of  the  A.M.A.  team  are  Dr.  Samuel 
Ayres,  Jr.,  and  Dr.  Harold  E.  Crowe,  Los  Angeles; 
Dr.  A.  A.  Thurlow,  Santa  Rosa,  Calif;  Dr.  Louis 
C.  Ruschin,  Oakland,  Calif.;  and  Dr.  Lewis  J.  Moor- 
man, Oklahoma  City. 

Writing  in  the  Feb.  5 issue  of  The  Journal  of  the 
American  Medical  Association,  the  doctors  say: 

“The  Washington  Office  of  Indian  Affairs  and 
Congress  should  give  careful  consideration  to  the 
unusual  opportunities  for  sustained  and  controlled 
research  in  certain  important  phases  of  medicine 
now  posing  serious  questions.  Among  these  are: 


“The  surprising  nutritional  responses  to  what 
seems  to  be  qualitatively  and  quantitatively  an  in- 
adequate diet  wanting  in  variety  according  to  ac- 
cepted standards. 

“The  low  incidence  of  degenerative  cardiovas- 
cular conditions,  including  coronary  and  cerebral 
accidents  in  connection  with  these  dietetic  limita- 
tions of  habitat  and  environmental  factors. 

“The  very  low  incidence  of  cancer  and  its  possi- 
ble relationship  to  diet.  Dr.  Clarence  G.  Salsbury, 
medical  director  of  Ganado  Mission  Hospital  (now 
Sage  Memorial  Hospital),  Ganado,  Arizona,  reports 
only  36  cases  of  malignant  conditions,  all  types, 
in  30,000  admissions.  In  the  same  number  of  white 
persons  he  should  have  found  approximately  1,800. 

“Diabetes  is  apparently  very  rare.  A study  of 
the  relationship  to  diet  and  mode  of  life  would  be 
interesting.  Dr.  Salsbury  reports  five  in  25,000 
cases  studied.  In  that  many  white  persons  we 
would  expect  75  times  that  number. 

“The  apparent  absence  of  and  lack  of  suscepti- 
bility to  scarlet  fever  poses  an  interesting  question.’’ 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 


ANNOUNCEMENTS 


OFFICIAL  STATEMENT 

An  official  statement  of  the  Board  of 
Trustees  of  the  National  Physicians  Commit- 
tee for  the  Extension  of  Medical  Service  to 
officers  and  members  of  cooperating  organ- 
izations, and  contributors  to  National  Physi- 
cians Committee  is  as  follows: 

Ten  years  ago,  a group  of  officers  and  fel- 
lows of  the  American  Medical  Association 
realized  that  the  American  Medical  Associa- 
tion was  not  as  active  in  certain  functions 
as  was  deemed  necessary,  some  of  which 
seemed  at  that  time  inappropriate  for  the 
American  Medical  Association  to  perform. 
As  a result,  the  National  Physicians  Com- 
mittee for  the  Extension  of  Medical  Service 
was  created  and  has  worked  during  these  in- 
tervening years  within  the  policies  estab- 
lished by  the  House  of  Delegates  of  the 
American  Medical  Association. 

Several  times  during  those  years,  the 
House  of  Delegates  has  expressed  confidence 
in  the  work  of  this  organization. 

Two  years  ago,  a Committee  of  the  House 
of  Delegates  reported  that  “the  American 
Medical  Association  should  and  must  do  its 
own  public  relations  work.” 

In  December,  1948,  the  House  of  Delegates 
took  action  to  create  a new  agency  to  carry 
on  public  relations  activities  and  to  further 
the  extension  of  medical  care.  This  new 
agency  has  been  created  and  is  functioning. 
The  program  as  planned  and  now  being  car- 
ried on  by  the  American  Medical  Association 
represents  the  fulfillment  of  the  objectives 
for  which  the  National  Physicians  Commit- 
tee was  created  and  toward  which  it  has 
been  working. 

Its  aims  having  been  accomplished,  the 
Board  of  Trustees  of  the  National  Physi- 
cians Committee  met  in  in  Chicago  on  April 
10,  1949,  and  voted  (1)  to  approve  the  action 
of  its  Management  Committee  in  authorizing 
cessation  of  all  activities  as  of  April  1,  1949 
and  (2)  to  liquidate  the  affairs  of  the  Na- 
tional Physicians  Committee  in  an  orderly 
manner. 

EDWARD  H.  CARY.  M.D.. 

Chairman,  N.P.C.  Board  of  Trustees 


The  secretary  of  each  local  medical  so- 
ciety will  soon  receive  in  the  mail  a ques- 
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tionnaire  on  school  health  services  in  his 
community.  The  American  Medical  Associa- 
tion in  cooperation  with  the  U.  S.  Office  of 
Education  is  making  a study  of  school  health 
services  through  its  Bureau  of  Health  Edu- 
cation. The  survey  is  a preliminary  step 
in  efforts  designed  to  bring  about  improve- 
ment of  school  health  programs  within  the 
framework  of  the  private  practice  of  medi- 
cine. For  this  reason,  it  is  more  important 
that  each  local  medical  society  complete  and 
return  the  questionnaire. 

The  U.  S.  Office  of  Education  in  Washing- 
ton will  concurrently  query  the  schools.  Two 
different  questionnaires  which  supplement 
and  reinforce  each  other  and  contain  no  du- 
plicate questions  are  being  used.  The  infor- 
mation requested  is  needed  to  determine 
present  strengths  and  weaknesses  in  school 
health  services,  to  indicate  needs,  and  to  point 
up  action  for  the  future.  The  questionnaire 
has  been  tested  prior  to  printing  and  all  un- 
necessary questions  eliminated. 


Alpha  Chapter  of  Alpha  Omega,  Univer- 
sity of  Nebraska  College  of  Medicine,  an- 
nounces a lecture  by  Dr.  Alfred  J.  Brown, 
Professor  of  Surgery,  University  of  Nebras- 
ka College  of  Medicine,  Friday,  May  13, 
8:30  p.m.,  in  the  North  Amphitheater.  Sub- 
ject: “Development  of  Anatomical  and  Sur- 
gical Illustrations.”  All  physicians  and 
friends  are  invited. 


The  Cook  County  Graduate  School  of  Medicine  of 
Chicago  has  arranged  two  courses  that  will  be  of 
special  interest  to  some  of  the  Members  of  the  Ne- 
braska State  Medical  Society.  A Two  Weeks’  In- 
tensive Personal  Course  in  the  “Diagnosis  and 
Treatment  of  Congenital  Malformations  of  the 
Heart”  will  be  offered  by  Benjamin  M.  Gasul,  M.D. 
starting  Monday,  June  13.  A Two  Weeks’  Intensive 
Personal  Course  in  “Cerebral  Palsy”  will  be  offered 
by  M.  A.  Perlstein,  M.D.  starting  Monday,  August 
1.  These  physicians  are  Members  of  the  Attending 
Staff  of  the  Cook  County  Hospital. 


Important  messages  are  presented  in  the 
advertisements  in  our  journal  each  month. 
New  products  are  announced  from  time  to 
time  and  information  is  presented  regard- 
ing the  use  of  products  featured.  Other 
types  of  ads  emphasize  services  rendered 
and  commodities  offered  that  may  be  used 
in  your  practice,  in  your  office,  and  in  your 
home.  Doctor,  you  can  rely  on  the  state- 
ments and  facts  presented.  We  aim  to  in- 
clude only  ethical  advertisements  in  our  jour- 


nal. Please  tell  the  advertisers  that  you  saw 
their  ads  in  the  Nebraska  State  Medical 
Journal. 
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A postgraduate  course  in  Thoracic  Diseases  and 
Thoracic  Anesthesiology,  sponsored  by  American 
Trudeau  Society  in  cooperation  with  the  University 
of  Colorado  School  of  Medicine  will  be  held  July 
18-30,  1949  at  University  of  Colorado  Medical  Cen- 
ter, Denver,  Colorado.  Registration  Fee:  $100.00. 
Applicants  should  write  to:  American  Trudeau  So- 
ciety, 1790  Broadway,  New  York,  New  York. 

GUEST  SPEAKERS 

Dr.  F.  A.  Duncan  Alexander,  Chief  of  Anesthesiology,  Veter- 
ans Administration  Hospital.  McKinney,  Texas 

Dr.  J.  Burns  Amberson,  Jr.,  Professor  of  Medicine,  College 
of  Physicians  and  Surgeons,  Columbia  University  ; Visiting 
Physician  in  Charge,  Tuberculosis  Service,  Bellevue  Hospital, 
New  York. 

Dr.  Robert  J.  Anderson,  Chief,  Division  of  Tuberculosis, 
United  States  Public  Health  Service,  Washington,  D.  C. 

Dr.  Robert  G.  Bloch,  Professor  of  Medicine,  University  of 
Chicago,  Chicago,  Illinois. 

Dr.  Emanuel  M.  Papper,  Assistant  Professor  of  Anesthesia, 
New  York  University  College  of  Medicine. 

Dr.  David  T.  Smith,  Professor  of  Bacteriology  and  Asso- 
ciate Professor  of  Medicine,  Duke  University  School  of  Medi- 
cine, Durham,  North  Carolina. 

Dr.  Joseph  Weinberg,  Chief  of  Surgery,  Birmingham  Veter- 
ans Administration  Hospital,  Van  Nuys,  California.  (Dr. 
Weinberg  was  Associate  Professor  of  Surgery  at  the  Univer- 
sity of  Nebraska  College  of  Medicine  until  1942  when  he  en- 
listed in  the  United  States  Army  Medical  Corps). 

— .4- 


WOMAN'S  AUXILIARY 

Mrs.  P.  O.  Marvel  of  Giltner,  president  of 
the  Nebraska  Medical  Association  Auxiliary, 
was  guest  speaker  before  the  Women’s  Aux- 
iliary of  the  Adams  County  Medical  Society, 
April  6.  She  discussed  political  develop- 
ments affecting  medicine,  as  the  group  held 
a session  at  the  Hastings  State  Hospital. 

Following  her  address  and  a business  ses- 
sion conducted  by  Mrs.  C.  W.  Guildner,  the 
women  joined  the  Medical  Association  for  a 
panel  discussion  by  Dr.  Floyd  M.  Rogers,  Dr. 
Harold  S.  Morgan  and  M.  C.  Smith,  all  of 
Lincoln,  who  represented  the  planning  board 
of  the  Nebraska  State  Medical  Association. 

MRS.  LEE  WALLACE  RORK, 

Hastings,  Nebraska. 

Publicity  Chairman, 


On  Tuesday  evening,  April  12,  Rear  Ad- 
miral Charles  Stephenson,  retired,  of  the  U. 
S.  Navy,  addressed  a joint  meeting  of  the 
Omaha  Douglas  County  Medical  Society  and 
the  Woman’s  Auxiliary  on  the  subject 
“Trends  in  Medicine.”  A dinner  at  the  Fon- 
tenelle  preceded  the  meeting. 

MRS.  WILBUR  A.  MUEHLIG. 
Press  and  Publicity  Chairman. 

At  its  last  meeting  of  the  current  year. 
Lancaster  County  Medical  Auxiliary  elected 
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the  following  officers  to  serve  for  1949-50: 
Mrs.  0.  V.  Calhoun,  President;  Mrs.  Frank 
Tanner,  Vice  President  (and  President- 
elect) ; Mrs.  John  Walsh,  Treasurer,  and  Mrs. 
George  E.  Stafford,  Secretary. 

We  were  happy  to  have  Mrs.  Paul  Marvel, 
State  President  of  the  Auxiliary,  with  us  at 
our  last  meeting,  which  was  held  at  the 
Nurses  Home  of  the  Lincoln  General  Hos- 
pital. 

Mrs.  Clarence  Elliott,  retiring  President, 
reports  a paid  membership  of  one  hundred 
members. 

MRS.  S.  L.  WOLTERS. 

Publicity  Chairman. 

WOMAN’S  AUXILIARY  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 

Program  of  the 
Twenty-Sixth  Annual  Meeting 
Atlantic  City,  New  Jersey,  June  6-10,  1949 
Hotel  Haddon  Hall 

A cordial  invitation  is  extended  to  all  members  of 
the  Woman’s  Auxiliary  to  the  American  Medical 
Association,  their  guests  and  guests  of  physicians 
attending  the  convention  of  the  American  Medical 
Association,  to  participate  in  all  social  functions 
and  attend  the  general  sessions  of  the  Auxiliary. 

Headquarters  will  be  at  Hotel  Haddon  Hall.  Tick- 
ets will  be  available  at  the  registration  desk.  Please 
register  early  and  obtain  your  badge  and  program. 

REGISTRATION  HOURS 

Sunday — 12:00  M to  4:00  P.M. 

Monday — 9:00  A.M.  to  4:00  P.M. 

Tuesday — 9:00  A.M.  to  4 P.M. 

Wednesdav — 9:00  A.M.  to  4:00  P.M. 

Thursday— 9:00  A.M.  to  12:00  M. 


NEWS  cutcd  VIEWS 


Dr.  Joseph  H.  Sayer,  formerly  of  Cozad. 
died  in  Seatle,  Washington,  the  latter  part 
of  March. 


Dr.  George  H.  Moranville,  youngest  son  of 
the  late  Dr.  and  Mrs.  Cal  Moranville  of  Guide 
Rock,  died  in  Phoenix,  Arizona,  March  1, 
1949. 


Dr.  Martin  Ruzicka,  a native  of  Prague, 
who  formerly  practiced  in  Wilber,  died 
March  22,  1949  at  Lincoln,  Illinois. 


The  new  Morrill  County  Veterans  Memor- 
ial hospital  in  Bridgeport  is  scheduled  to 
open  May  14,  1949. 


At  the  annual  meeting  of  the  stockholders 
of  the  Imperial  Community  Hospital,  the  lat- 
ter part  of  March,  according  to  a local  news 
item,  it  was  reported  that  the  hospital  had 
a good  year  in  1948  from  the  standpoint  of 
services  rendered  and  financial  returns. 

According  to  this  report  there  was  a con- 
siderable increase  in  the  number  of  patients 
cared  for  and  the  hospital  ended  the  year 
with  “all  bills  paid  and  a substantial  balance 
on  hand,”  to  which  we  say  congratulations! 


A meeting  of  the  Holt-Northwest  County 
Medical  Society  was  held  at  Ainsworth  Hos- 
pital, Ainsworth,  April  3,  1949,  for  election 
of  officers.  The  new  officers  are  as  fol- 
lows: President,  Dr.  Wm.  D.  Lear;  Vice 
President,  Dr.  J.  P.  Brown;  Treasurer,  Dr. 
Robert  C.  Reeder;  Delegate,  Dr.  Johnson; 
Alternate,  Dr.  Thos.  W.  Deakin;  Councilor, 
Dr.  R.  R.  Brady.  Guest  speaker  was  Dr.  E. 
L.  MacQuiddy  of  Omaha  who  discussed  some 
of  the  newer  anti-histamines.  The  next 
meeting  of  the  Society  will  be  held  Sunday, 
April  24. 


The  Nebraska  State  Society  of  Anesthesi- 
ologists held  a business  and  scientific  meet- 
ing March  21,  1949  at  the  Cornhusker  Hotel 
in  Lincoln,  Nebraska.  Lynn  Thompson, 
M.D.,  of  Lutheran  Hospital,  Omaha,  present- 
ed a paper  on  “Continuous  Spinal  Anes- 
thesia.” 


A.M.A.  HAS  NO  OFFICIAL  SPOKESMAN 

The  American  Medical  Association  has  not 
now  and  never  has  had  an  official  spokes- 
man, points  out  an  editorial  appearing  in  the 
March  1st  issue  of  The  Journal  of  the 
American  Medical  Association. 

The  editorial  follows  in  part: 

No  committee,  council,  board,  officer,  or 
employee  of  the  association  is  charged  with 
establishing  policies  for  the  American  Medi- 
cal Association.  The  association  has  not  now 
and  never  has  had  an  official  spokesman. 

In  February,  the  Board  of  Trustees  an- 
nounced the  12  point  program,  which  is  an 
expansion  of  other  programs  which  the 
House  of  Delegates  accepted  and  announced 
over  a number  of  years.  In  making  this  an- 
nouncement the  chairman  of  the  Board  of 
Trustees  is  not  establishing  any  new  policies. 
The  announcement  is  made  for  information 
of  the  medical  profession  and  the  public 
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concerning  the  activities  of  the  Board  of 
Trustees. 

The  employees  of  the  American  Medical 
Association  now  number  about  800.  Many 
councils,  committees,  and  bureaus  are 
charged  with  specific  duties  by  the  constitu- 
tion and  by-laws.  The  president  of  the  as- 
sociation is  elected  annually  as  president- 
elect and  succeeds  to  office  one  year  follow- 
ing his  election.  His  duties  are  specifically 
defined  by  the  by-laws,  as  are  also  the  duties 
of  each  of  the  councils,  committees,  and  of- 
ficers. 

All  officials  of  the  association,  including 
the  president,  the  president-elect,  the  secre- 
tary, and  the  chairman  of  the  Board  of 
Trustees,  make  public  appearance  and  are  in- 
terviewed. When  they  speak,  they  endeavor 
to  interpret  the  policies  of  the  House  of  Dele- 
gates. The  employees  of  the  association,  in- 
cluding the  general  manager,  the  editor,  the 
secretaries  of  the  various  councils  and  com- 
mittees, and  the  directors  of  the  bureaus, 
also  make  many  public  appearances ; when 
they  speak  or  when  they  are  interviewed, 
they  also  present  the  policies  adopted  by 
the  House  of  Delegates. 

Recently  the  association  has  established 
a division  of  public  relations  and  has  em- 
ployed special  public  relations  counsel  in  con- 
nection with  a program  of  education  of  the 
American  people  regarding  the  present 
status  of  medical  care  and  the  proposals 
that  have  been  made  for  extension  of  medi- 
cal care.  These  agencies  represent  the 
American  Medical  Association.  When  they 
issue  releases  to  the  press  or  make  public 
pronouncements,  as  they  frequently  do  in 
delivering  addresses,  they  also  present  the 
point  of  view  of  the  House  of  Delegates. 

The  statements  here  made  are  intended  to 
correct  unwarranted  misrepresentations  as 
to  the  association.  The  House  of  Delegates 
at  the  St.  Louis  session  reaffirmed  the  point 
of  view  of  the  American  Medical  Association 
in  its  determined  opposition  to  compulsory 
sickness  insurance.  The  House  of  Delegates 
also  recommended  the  widest  possible  exten- 
sion of  voluntary  hospitalization  and  sickness 
insurance  but  did  not  consent  to  the  forma- 
tion of  a national  insurance  company  under 
the  sponsorship  of  the  American  Medical  As- 
sociation. These  are  the  two  most  prominent 
issues  now  discussed  in  editorial  opinion 
throughout  the  United  States. 

Until  the  House  of  Delegates  acts  to 


change  a decision,  every  council,  bureau,  of- 
ficer, and  employee  is  bound  by  the  prevail- 
ing actions  of  the  House  of  Delegates. 

A.M.A.  NEWS 

The  American  Medical  Association  is  being  be- 
sieged with  letters  from  physicians  now  on  active 
duty  with  the  armed  forces,  and  from  their  families, 
in  connection  with  their  possible  retention  on  active 
duty  owing  to  the  urgent  need  for  medical  officers. 

Most  of  these  doctors  will  soon  complete  two 
years  of  active  duty  following  government-sponsored 
and  supported  A.S.T.P.  and  V-12  medical  training 
during  the  war. 

Dr.  James  C.  Sargent,  Milwaukee,  chairman  of 
the  A.  M.  A.  Council  on  National  Emergency  Medical 
Service,  said  that  “the  A.  M.  A.  supports  the  Defense 
Secretary  wholeheartedly  in  his  efforts  to  stimulate 
voluntary  enlistments  by  the  8,000  civilian  phy- 
sicians, who  received  all  or  part  of  their  professional 
training  at  government  expense  and  who  saw  little 
or  no  military  service.  There  are  also  7,000  physi- 
cians who  paid  for  their  own  education,  but  were 
deferred  from  their  wartime  draft  to  continue  their 
medical  education.” 

Continuing,  Dr.  Sargent  said: 

“It  is  the  moral  obligation  of  these  men  to  volun- 
teer their  services  so  that  those  doctors  now  dn 
active  duty,  who  have  met  their  obligation  following 
government-sponsored  medical  training,  may  be  re- 
leased at  the  conclusion  of  their  two  year  tour  of 
duty.  We  are  hopeful  that  a sufficient  number  of 
doctors  among  those  who  have  not  served  on  active 
duty  with  the  armed  forces  will  volunteer  so  that  a 
doctor  draft  can  be  avoided  and  no  medical  officers 
who  have  completed  their  tour  of  active  duty  will  be 
retained.” 

A campaign  for  the  voluntary  recruitment  of  doc- 
tors as  replacements  in  the  armed  forces  and  a na- 
tional program  for  the  care  of  civilian  casualties  in 
case  of  another  war  were  discussed  at  length  last 
week  at  a meeting  of  the  medical  profession,  nation- 
al defense  officials  and  members  of  the  armed  forces 
medical  services. 

The  one-day  session,  sponsored  by  the  Council  on 
National  Emergency  Medical  Service  of  the 
A.  M.  A.,  was  held  at  the  Chicago  headquarters  of 
the  A.  M.  A.  with  more  than  100  representatives  of 
state  medical  associations,  the  Office  of  Defense, 
and  the  Army,  Navy  and  Air  Force  attending. 

Dr.  Korvin  C.  Kiefer,  Washington,  medical  advisor 
on  civil  defense  planning  to  the  Secretary  of  De- 
fense, said  the  nation  faced  a “colossal  problem  in 
the  care  and  treatment  of  casualties  without  any 
parallel  in  peacetime  or  wartime”  in  the  event  of 
another  war.  He  estimated  that  it  would  require 
from  three  to  five  years  to  set  up  a civil  defense 
program. 

He  urged  the  establishment  of  civil  defense  organ- 
izations at  state  and  local  levels;  a survey  of  exist- 
ing medical  manpower,  facilities  and  supplies;  a 
study  of  possible  emergency  facilities;  a training 
program  to  familiarize  physicians  with  treatment  of 
casualties  from  new  methods  of  warfare  and  train- 
ing of  the  lay  public  in  large-scale  rescue  work. 

Dr.  Richard  L.  Meiling,  Columbus,  Ohio,  a mem- 
ber of  the  Armed  Forces  Medical  Advisory  Commit- 


194 


ACADEMY  OF  GENERAL  PRACTICE  NEWS 


Nebr.  S.  M.  Jour. 
May,  1949 


tee,  Office  of  the  Secretary  of  Defense,  said  his 
committee  was  studying  a recommendation  for  the 
establishment  of  an  independent  medical  department 
to  serve  all  armed  services.  He  said  the  committee 
hoped  to  prepare  the  plan  and  present  it  within  60 
days. 

Dr.  Meiling  pointed  out  that  the  Army,  Navy  and 
Air  Force  would  require  about  2,200  doctors  to  take 
the  place  of  physicians  whose  two-year  service  pe- 
riods will  expire  this  year.  He  urged  that  every 
effort  be  made  to  obtain  this  recruitment  voluntar- 
ily before  considering  compulsive  legislation. 

This  proposal  has  the  wholehearted  support  of  the 
medical  profession.  Dr.  Ernest  B.  Howard,  who  is 
serving  as  secretary  of  the  Council,  detailed  the 
program  which  has  been  undertaken  by  the  A.  M.  A. 
to  obtain  doctors  for  the  armed  services. 


AMERICAN  CANCER  SOCIETY 

A new  film,  titled  “Cancer:  The  Problem  of  Early 
Diagnosis”,  which  has  received  the  approval  of  the 
American  Medical  Association’s  Committee  on  Med- 
ical Motion  Pictures,  was  made  available  to  the  med- 
ical profession  this  week  through  more  than  50 
state  and  regional  distributing  points. 

Through  the  efforts  of  its  co-sponsors,  the  Ameri- 
can Cancer  Society  and  the  National  Cancer  Insti- 
tute of  the  United  States  Public  Health  Service, 
prints  for  single  showings  may  be  borrowed  from 
State  Cancer  Society  offices,  State  Health  Depart- 
ments, and  four  regional  offices  of  Association 
Films  located  in  New  York  City;  Chicago,  Illinois; 
Dallas,  Texas;  and  San  Francisco,  California. 

The  film,  designed  for  general  practitioners,  is 
based  on  the  premise  that  if  cancer  were  diagnosed 
early  and  effectively  treated  the  death  rate  might  be 
reduced  by  almost  50  per  cent. 

“Cancer:  The  Problem  of  Early  Diagnosis”  is  the 
first  in  a series  of  six  films  to  deal  with  the  sub- 
ject. The  succeeding  five,  to  be  released  within  the 
next  two  years,  will  deal  with  diagnosis  of  cancer 
by  specific  body  site. 

Prints  of  the  film  are  also  available  for  purchase 
through  Audio  Productions,  Inc.,  630  Ninth  Avenue, 
New  York  19,  N.  Y.,  the  company  which  produced 
the  film.  Prints  cost  $150  each,  and  may  be  or- 
dered from  Audio  Productions  for  preview  pending 
purchase. 

The  film  was  reviewed  in  the  January  29th  issue 
of  the  AMA  Journal.  The  comment  was:  “The 

photography,  animation  and  narration  are  excel- 
lent.” 


Dr.  W.  W.  Bauer,  Chicago,  director  of  the  Ameri- 
can Medical  Association  Bureau  of  Health  Educa- 
tion, sailed  for  Germany  March  22,  1949,  to  consult 
with  U.  S.  Military  Government  officials  and  with 
the  German  medical  profession  about  the  rehabili- 
tation of  postwar  German  medicine,  especially  with 
relation  to  public  health  and  health  education. 

Dr.  Bauer’s  services  have  been  loaned  by  the 
American  Medical  Association  to  the  U.  S.  Depart- 
ment of  the  Army.  He  is  scheduled  to  serve  in  Ger- 
many three  months,  returning  by  way  of  London, 
where  he  will  spend  a few  days  observing  British 
health  and  medical  systems. 


ACADEMY  OF  GENERAL  PRACTICE 
NEWS 

A meeting  that  had  real  medical  signifi- 
cance was  held  last  week  in  Cincinnati.  It 
was  the  first  meeting  of  the  American  Acad- 
emy of  General  Practice,  an  organization  of 
more  than  10,000  general  practitioners. 

An  attendance  of  1,500  had  been  expected, 
but  3,500  family  doctors  came  from  all  parts 
of  the  country  and  they  came  with  one  pri- 
mary purpose — to  learn.  Every  scientific 
section  was  crowded  to  the  doors,  with  hun- 
dreds standing.  The  attention  was  rapt, 
with  at  least  half  of  the  audience  taking 
notes. 

Proud  of  their  “specialty,”  the  doctors  at- 
tending had  as  their  objectives  improving 
the  general  practice  of  medicine  and  putting 
the  family  doctor  back  in  his  rightful  place 
in  the  eyes  of  the  public  as  the  first  line  of 
medical  defense. 

To  be  eligible  for  membership  in  the  Acad- 
emy of  General  Practice,  a physician  must 
have  been  graduated  from  an  approved 
school,  have  a minimum  of  one  year’s  ap- 
proved rotating  interneship  (they  recom- 
mend two  or  preferably  three  years),  be  li- 
censed to  practice  medicine  in  his  state,  and 
have  shown  a continuing  interest  in  his  med- 
ical advancement.  He  must  have  been  en- 
gaged in  general  practice  for  at  least  three 
years,  and,  to  be  eligible  for  continued  mem- 
bership, must  spend  a minimum  of  150  hours 
in  post-graduate  training  during  his  first 
three  years  in  the  Academy.  If  these  re- 
quirements are  not  fulfilled,  he  is  dropped. 

The  Academy  of  General  Practice  resulted 
from  a movement  among  groups  of  general 
practitioners  from  several  states,  who  were 
convinced  that  progress  and  advancement  in 
the  general  practice  of  medicine  and  surgery 
was  basic  to  the  welfare  of  the  people  and 
to  the  medical  profession.  They  are  not  a 
political  pressure  group.  They  declare  that 
their  aim  is  to  work  in  close  cooperation  with 
the  American  Medical  Association  and  other 
medical  groups.  The  potential  membership 
is  great,  for  there  are  estimated  to  be  more 
than  100,000  general  practitioners  in  the 
United  States. 

In  the  undercurrent  and  overtones  of  the 
entire  meeting,  one  sensed  a tremendous,  al- 
most feverish  desire  to  absorb  every  scrap 
of  information.  There  were  papers  on  surgi- 
cal methods  for  the  relief  of  intractable  pain ; 
cancer;  the  significance  of  “that  old  tired 
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feeling;”  heart  disease;  obstetrics;  malnu- 
trition ; industrial  and  rural  medicine  and  the 
problems  of  chronic  disease. 

The  scientific  exhibits  were  particularly 
significant,  most  of  them  being  presented  by 
general  practitioners.  The  “male  frog  preg- 
nancy test”  booth  was  crowded  from  morn- 
ing until  night  with  physicians  eager  to  learn 
the  techniques  of  this  simple,  reliable  and 
practical  office  procedure  in  testing  for  preg- 
nancy. Other  exhibits  included  a complete 
set  of  equipment  for  home  delivery  with  a 
demonstration  of  sterile  procedures  that 
could  be  maintained  in  a home  at  the  same 
level  as  that  of  a hospital,  with  its  statistical 
chart  showing  results.  This  exhibit,  as  were 
others,  was  continuously  crowded. 

Dr.  D.  G.  Miller,  Jr.,  of  Morgantown,  Ky., 
made  a most  significant  presentation  of  the 
problems  of  chronic  brucellosis  (undulant 
fever)  in  his  community.  He  found  that  83 
per  cent  of  all  the  people  in  one  county  where 
the  milk  shed  area  was  unprotected  showed 
a positive  test  for  this  disease,  while  in  the 
adjoining  county  where  there  was  adequate 
protection,  less  than  1 per  cent  showed  evi- 
dence of  having  had  the  infection.  He  also 
noted,  very  practically,  that  herds  of  cattle 
infected  with  brucella  required  the  same 
amount  of  feed  but  produced  25  per  cent  less 
milk  than  the  uninfected  herds.  This  was 
a powerful  dollars  and  cents  talking  point 
for  adequate  health  protection. 

The  Congress  of  Delegates,  policy-making 
body  of  the  academy,  worked  on  resolutions 
reflecting  the  academy’s  stand  on  a number 
of  controversial  medical  problems.  After  as- 
serting their  unqualified  opposition  to  com- 
pulsory health  insurance,  the  Congress  of 
Delegates  passed  the  following  resolution : 

“We  recognize  the  great  advances  made  in 
health  insurance  in  the  past  ten  years  by 
private  insurance  carriers  as  well  as  by  Blue 
Cross  and  Blue  Shield  and  others  on  a volun- 
tary basis.  We  wish  these  agencies  and 
companies  to  know  that  the  American  Acad- 
emy of  General  Practice  offers  them  full 
support.  We  encourage  them  to  continue  to 
offer  to  the  people  of  America  a variety  of 
types  of  voluntary  insurance,  placing  great- 
est emphasis  on  that  type  which  covers  80 
to  90  per  cent  of  the  medical  and  hospital 
costs.” 

Another  critical  problem  considered  in  the 
Congress  of  Delegates  was  the  matter  of  hos- 


pital training  for  physicians  entering  general 
practice.  After  discussion,  they  recom- 
mended two  years’  hospital  training  as  a de- 
sirable minimum  which  would  include  a 
broad  program  in  medicine,  pediatrics,  ob- 
stetrics, gynecology  and  surgery,  pointing 
out  that  they  do  not  expect  to  turn  out  fin- 
ished surgeons,  but  doctors  able  to  make 
surgical  diagnoses,  take  care  of  minor  sur- 
gical procedures,  and  be  responsible  for  ma- 
jor surgery  until  they  can  get  adequate  help. 

They  also  ask  a place  on  the  hospital  staff 
for  the  general  practitioner,  and  wisely  do 
not  ask  that  he  be  admitted  on  the  unlimited 
status  of  the  specialist,  but  that  he  should 
have  professional  privileges  commensurate 
with  his  ability,  specifying  this  as  follows: 

a.  Minor  privileges  in  any  service  will  allow  the 
physician  to  treat  patients  when,  for  any  cause,  the 
treatment  does  not  involve  either  a serious  hazard 
to  the  life  of  the  patient  or  a danger  of  disability. 

b.  Intermediate  privileges  in  any  service  will  al- 
low the  physician  to  treat  patients  when,  for  any 
cause,  such  treatment  does  not  involve  a serious  haz- 
ard to  the  life  of  the  patient,  but  does  involve  a 
danger  of  disability. 

c.  Major  privileges  in  any  service  will  allow  the 
physician  to  treat  patients  when,  for  any  cause, 
such  treatment  involves  a serious  hazard  to  the  - 
life  of  the  patient.  In  the  performance  of  clinical 
procedures,  or  in  the  management  of  patients  in  the 
hospital,  the  ultimate  evaluation  of  the  judgement 
and  ability  of  the  general  practitioner  shall  rest 
with  the  Qualifications  and  Credentials  Committee, 
mittee. 

Such  a program  would  give  the  general 
practitioner  an  opportunity  to  look  after  his 
own  patients  in  the  hospital  and  would  safe- 
guard the  patient  against  some  of  the  more 
radical  members  whose  judgment  or  ability 
might  be  questioned  by  other  professional 
members  on  the  hospital  staff. 


It  was  heartening  to  attend  the  initial 
meeting  of  the  American  Academy  of  Gen- 
eral Practice ; heartening,  because  of  the 
high  calibre  of  the  men  present.  It  made 
one  feel  good  to  know  that  the  primary  re- 
sponsibility of  medical  care  in  this  country 
is  in  their  hands.  The  tempered  judgment 
of  their  deliberations,  that  recognized  both 
the  abilities  and  the  limitations  of  the  physi- 
cians doing  general  practice,  made  evident 
the  breadth  of  concept  of  this  group.  The 
eagerness  with  which  they  sought  medical 
truth  presages  a bright  future  for  medical 
progress.  ^ 
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Harlon  E.  Moore,  Sunderland;  Carl  G.  Amick,  Loup 
City;  C.  R.  Brott,  Beatrice;  Harvey  D.  Runty, 
DeWitt;  I.  L.  Thompson,  West  Point;  Adin  Webb 
and  Louis  E.  Marx,  Lincoln;  C.  M.  Hartmann,  Esther 
L.  McEachen,  F.  J.  Mnuk,  Charles  M.  Bonniwell, 
Joseph  P.  Drozda,  Paul  S.  Read,  Bernard  V.  Kenney, 
William  Thomas  Torpy,  Glenn  D.  Whitcomb,  Wil- 
liam J.  Nolan,  all  of  Omaha. 

The  Nebraska  group  had  lunch  together, 
Wednesday,  March  9th,  at  the  Continental 
Restaurant,  located  in  the  Netherlands  Plaza. 


TECHNICAL  EXHIBITS 

at  the  Annual  Sessions  in  Omaha 

Booth  No.  1— PHILIP  MORRIS  & CO.  LTD.,  INC.,  New 
York.  N.  P.  Philip  Morris  & Company  will  demonstrate  the 
method  by  which  it  was  found  that  Philip  Morris  cigarettes,  in 
which  diethylene  glycol  is  used  as  the  hygroscopic  agent,  are 
less  irritating  than  other  cigarettes.  Their  representatives  will 
be  happy  to  discuss  researches  on  this  subject,  and  problems 
on  the  physiological  effects  of  smoking. 

Booth  No.  2— THE  KELLEY-KOETT  MANUFACTURING  CO., 
Covington,  Ky.  The  Kelley-Koett  Company  invites  all  members 
of  the  medical  profession  to  visit  its  booth  and  to  discuss  the 
advances  made  in  this  field. 

Booth  No.  3— SHARP  & DOHME.  INC..  Philadelphia,  Pa. 
Visitors  attending  the  Nebraska  State  Medical  Association 
meeting  are  cordially  invited  to  visit  the  Sharp  & Dohme  ex- 
hibit in  booth  No.  3.  Stable,  portable  ‘Lyovac’  Normal  Human 
Plasma,  irradiated  to  destroy  not  only  bacteria  but  also  viral 
contaminants  that  might  cause  homologous  serum  hepatitis, 
merits  your  attention.  Unusual  specialties  including  the  popular 
sulfonamide  and  antibiotic  drugs  also  will  be  of  major  interest. 

Booth  No.  4— ELECTRO-RECORDER  CO..  Omaha.  Nebr.  The 
Electro-Recorder  Company  will  exhibit  SoundScriber,  the  elec- 
tronic disc  recording  and  transcribing  system  now  used  by 
thousands  of  doctors.  SoundScriber  eliminaes  the  need  for 
handwritten  notes,  for  symptom  recitals,  diagnosis,  surgical, 
pathological  or  radiological  findings. 

Booth  No.  5— PICKER  X-RAY  CORPORATION  OF  IOWA, 
Sioux  City.  Iowa.  The  Picker  X-Ray  Corporation  will  show 
a new  type  automatic  control  for  use  with  100  MA  and  200 
MA  x-ray  units.  This  will  also  show  a new  direct  writing 
Electronic  Electrocardiograph  that  has  been  approved  by  the 
American  Medical  Association.  In  addition,  we  will  exhibit  a 
short  wave  diathermy  machine  that  has  been  approved  by  the 
Counsel  on  Physical  Medicine  of  the  A.M.A..  and  also  approved 
by  the  Federal  Communications  Commission. 

Booth  No.  6— ABBOTT  LABORATORIES.  North  Chicago, 
111.  The  Abbott  Laboratories  cordially  invites  all  persons  at- 
tending the  Nebraska  State  Medical  Association  meeting  to 
visit  our  exhibit.  We’re  sure  the  many  new  products  we  have 
on  display  will  be  of  interest  to  all  of  you. 

Booth  No.  7— SEILER  SURGICAL  COMPANY.  Omaha.  Nebr. 
You  are  cordially  invited  to  visit  booth  No.  7.  The  highlights 
of  this  exhibit  will  be  the  new  radar-type  diathermy,  the  new 
ERA  cardiagraph  and  the  Profex  x-rays  and  many  other 
items  of  interest. 

Booth  No.  8— WINTHROP-STEARNS.  INC..  New  York.  N.  Y. 
Winthrop-Stearns,  Inc.,  extends  a cordial  invitation  to  visit 
the  latest  therapeutic  contributions  made  by  this  firm.  Fea- 
its  booth  where  representatives  will  be  on  hand  to  discuss 
tured  will  be  Isuprel,  new  more  efficient  and  convenient  bron- 
chodilator.  tablets  for  sublingual  use,  solution  for  inhalation  ; 
Cartose,  liquid  carbohydrate ; Parenamine.  amino  acids  for 
intravenous  use.  and  Essenamine,  tasteless  protein  concentrate 
for  oral  use. 

Booth  No.  9— ORTHO  PHARMACEUTICAL  CORPORATION, 
Raritan.  N.  J.  We  will  have  on  display  the  latest  develop- 
ments in  the  pharmaceutical  field.  Our  corporation  will  have 
representatives  present  to  answer  any  question  concerning  our 
new  products  or  the  ones  already  well  established. 

Booth  No.  10— M & R DIETETIC  LABS..  INC.,  Columbus. 
O.  M & R Dietetic  Laboratories,  Inc.,  will  display  Similac,  a 
food  for  infants.  Our  representatives  will  appreciate  the  op- 
portunity to  discuss  the  merit  and  suggested  application  for 
both  the  normal  and  special  feeding  cases. 

Booth  No.  11— MERCK  AND  COMPANY.  INC..  Rahway, 
N.  J.  All  persons  attending  the  Nebraska  Medical  Association 
annual  meeting  are  cordially  invited  to  visit  our  booth.  We 
especially  welcome  questions  regarding  our  products  and  the 
uses  thereof. 

Booth  Nos.  12  and  13 — COCA-COLA  COMPANY.  Atlanta.  Ga. 
Ice  cold  Coca-Cola  served  through  the  cooperation  and  courtesy 
of  the  Omaha  Coca-Cola  Bottling  Company  and  the  Coca-Cola 
Company. 

Booth  No.  14— CROSBY  SURGICAL  COMPANY.  Omaha. 

Nebr.  See  our  exhibit  of  EKG,  BMR  and  other  diagnostic 
and  operating  instruments. 

Booth  No.  15— HAROLD  DIERS  & COMPANY.  Omaha, 


Nebr.  During  1948  one  out  of  seven  Nebraska  physicians  who 
were  insured  under  the  special  plan  of  disability  insurance 
through  the  Metropolitan  Casualty  Company  was  paid  bene- 
fits  under  this  policy.  It  goes  to  prove  that  doctors  do  need 
broad  dependable  disability  insurance.  Harold  Diers  & Com- 
pany, agents  for  this  approved  plan  will  be  glad  to  tell  you 
of  the  main  advantages  offered  through  the  group  buying 
power  of  our  membership.  Be  sure  to  visit  our  booth. 

Booth  No.  16— G.  D.  SEARLE  & COMPANY.  Chicago,  111. 
Featured  at  our  display  will  be  Dramamine  for  the  prevention 
and  active  treatment  of  motion  sickness ; Ruphyllin,  for  ab- 
normal capillary  fragility  : Hydryllin.  new  and  effective  anti- 
histaminic  and  other  time-proven  products. 

Booth  No.  17— PHEBUS  SURGICAL  COMPANY,  Omaha. 
Nebr.  We  cordially  invite  all  of  you  to  visit  our  booth.  Many- 
new  and  old  products  will  be  on  display  there  that  will  be  of 
real  interest  to  all  of  you. 

Booth  No.  18 — LANTEEN  MEDICAL  LABORATORIES.  Chi- 
cago. 111.  Many  new  medical  specialties  will  be  on  display 
in  the  Lanteen  Laboratories’  booth.  Please  visit  our  display 
where  experts  will  be  on  hand  to  answer  any  question  you  may 
have  regarding  these  products. 

Booth  No.  19— C.  B.  FLEET  COMPANY.  Lynchburg,  Va. 
We  cordially  invite  you  to  stop  by  booth  No.  19  for  a short 
visit  with  Mr.  Lloyd  Flynn,  the  representative  who  sees  you 
in  your  office  about  once  a year.  Perhaps  there  is  something 
about  Phospho-Soda  (Fleet),  the  pure,  stable,  aqueous  con- 
centrate of  the  U.  S.  P.  Sodium  Phosphates,  you  would  like 
to  discuss  with  him. 

Booth  No.  20 — THE  DAIRY  COUNCIL,  Omaha,  Nebr.  Won't 
you  visit  our  display.  "Dairy  Products  Complete  Your  Daily- 
Meals  ?"  The  illuminated  chart  will  show  the  important  role 
of  dairy  products  in  nutritionally  adequate  meals — even  though 
the  other  foods  in  the  meals  are  well  chosen. 

Booth  No.  21— SMITH-DORSEY  COMPANY.  Lincoln.  Nebr. 
Teotine  tablets,  a tablet  for  chronic  heart  condition,  will  be 
shown  at  the  Smith-Dorsey  booth,  together  with  Iban  cap- 
sules, an  iron,  liver  and  B complex  preparation.  Injectable 
preparations  will  also  be  featured  and  doctors  are  welcome  to 
make  Smith-Dorsey  booth  their  headquarters  during  the  meeting. 

Booth  No.  22— THE  BORDEN  COMPANY.  New  York.  N.  Y. 
A neyv  improved  better  than  ever  Biolac  will  be  presented  in 
our  booth.  Unchanged  are  the  dilutions,  analysis,  caloric 
values,  vitamin  fortifications,  and  ease  of  feeding.  This  new, 
improved  Biolac.  a liquid  modified  milk  for  infant  feeding, 
brings  to  you  the  latest  findings  of  nutritional  science  at  no 
increase  in  cost. 

Booth  No.  23— SCHERING  CORPORATION.  Bloomfield.  N. 
J.  Buccal  tablets  of  Oreton.  Progynon.  Proluton  and  Cor- 
tate  with  the  new  base  Polyhydrol,  will  be  featured  at  the 
Schering  exhibit.  Developed  in  the  Schering  research  labora- 
tories. the  new  Polyhydrol  base  provides  a means  of  completely 
utilizing  hormones  without  the  necessity  of  injection.  Other 
highlights  of  the  exhibit  will  be  Trimeton  and  Thalamyd. 

Booth  No.  24— J.  B.  LIPPINCOTT  COMPANY.  Philadelphia. 
Pa.  J.  B.  Lippincott  Company  presents  an  interesting  and 
active  exhibit  of  professional  publishing.  With  the  “pulse  of 
practice”  centering  in  an  advisory  editorial  board  of  active 
clinicians  who  constantly  review  the  field,  current  and  coming 
trends  in  medicine  and  surgery  are  known  continually.  On  the 
studied  recommendations  of  these  medical  leaders,  Lippincott 
selected  professional  books  are  undertaken. 

Booth  No.  25— PHYSICIANS  & HOSPITALS  SUPPLY  COM- 
PANY. Minneapolis.  Minn.  You  are  cordially  invited  to  visit 
our  exhibit  to  see  the  new  Beck-Lee  model  ERA  portable 
electrocardiograph  with  automatic  film  developing  camera,  the 
new  Radar  Microtherm  and  many  other  new  and  interesting 
items. 

Booth  No.  26  — ULMER  PHARMACAL  COMPANY.  Minne- 
apolis. Minn.  We  hope  we  may  have  the  opportunity  to  express 
our  appreciation  for  your  interest  shown  our  Ulmer  Pharmaeal 
Company  products  and  the  fine  cooperation  you  have  extended 
our  men.  May  we  also  ask  your  interest  in  our  new  line  of 
injectables  yvhich  will  be  on  display  at  our  booth. 

Booth  No.  27— W.  B.  SAUNDERS  COMPANY.  Philadelphia. 
Pa.  We  invite  all  doctors  attending  the  meeting  of  the  Ne- 
braska State  Medical  Association  to  visit  our  exhibit  where 
we  will  display  a complete  line  of  our  books,  including  Hy- 
man's “Integrated  Practice."  Bocus  "Gastro-Enterology.” 
Snyder's  “Obstetric  Analgesia  and  the  Child."  Lyon  and  Wood- 
hall's  "Atlas  of  Peripheral  Nerve  Pathology.”  Crile's  "Prac- 
tical Aspects  of  Thyroid  Disease.”  DeGowin,  Hardwin  & Al- 
sever's  “Blood  Transfusion."  and  many  others. 

Booth  No.  28 — ELI  LILLY  & COMPANY,  Indianapolis.  Ind. 
Your  Lilly  medical  service  representative  cordially  invites  you 
to  visit  the  Lilly  exhibit.  Many  new  therapeutic  develop- 
ments will  be  featured  and  literature  on  these  products  will 
be  available.  Lilly  medical  service  representatives  are  to  be 
in  attendance  to  aid  visiting  physicians  in  every  way  possible. 

Booth  No.  29 — G.  E.  X-RAY  CORPORATION.  Milwaukee. 
Wis.  The  exhibit  of  the  General  Electric  X-Ray  Corporation 
will  be  in  charge  of  the  representatives  of  the.  Omaha  office 
and  will  be  served  by  the  following:  N.  P.  Jewell,  J.  J.  Bock 
and  L.  D.  Kane. 

Booth  No.  30— E.  R.  SQUIBB  & SONS.  New  York.  N.  Y. 
Our  company  will  feature  Dihydrostreptomycin  and  the  new 
Penicillin  Dispolator. 

Booth  No.  31— A.  S.  ALOE  COMPANY,  St.  Louis.  Mo.  The 
A.  S.  Aloe  Company  is  showing  a representative  cross  section 
of  surgical  and  laboratory  equipment  and  supplies  used  in  a 
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modern  doctor’s  office.  Featured  will  be  a selection  of  gov- 
ernment surplus  instruments  fully  guaranteed  and  now  selling 
at  one-half  the  regular  current  list  price.  Have  you  seen  the 
adjustable  plastic  finger  splint,  a real  time  and  money  saver 
in  every  doctor’s  office.  It  will  be  displayed  at  our  booth. 

Booth  No.  32— LEDERLE  LABORATORIES  DIVISION.  New 
York,  N.  Y.  You  are  cordially  invited  to  visit  our  exhibit 
where  you  will  find  representatives  who  are  prepared  to  give 
you  the  latest  information  on  Lederle  products. 

Booth  No.  33— MEAD  JOHNSON  & COMPANY,  Evansville, 
Ind.  The  newer  knowledge  of  medical  nutrition  is  translated 
into  practical  application  with  the  products  and  diet  services 
at  the  Mead  Johnson  exhibit.  There  are  new  Mead  products 
for  the  pediatrician.  There  will  be  special  products  for  the 
obstetrician.  Mead’s  pioneering  of  the  protein  field  has  per- 
fected Amigen  for  parenteral  and  Protenum  for  oral  use. 

Booth  No.  34  — CIBA  PHARMACEUTICAL  PRODUCTS, 
INC.,  Summit,  N.  J.  The  Ciba  exhibit  of  “Economical  Hor- 
mone Therapy,’’  will  feature  Metandren  Linguets,  the  most  po- 
tent oral  androgen  in  tablets  designed  for  absorption  through 
sublingual  mucosa ; Lutocylol  Linguets,  orally  effective  pro- 
gestogen especially  designed  for  sublingual  absorption  ; and 
Eticylol,  the  most  potent  oral  estrogen.  Representatives  in  at- 
tendance will  gladly  furnish  literature  and  answer  questions 
about  these  and  other  Ciba  products. 

Booth  Nos.  35-40— DONLEY-STAHL  COMPANY,  Lincoln, 
Nebr.  We  will  display  the  latest  medical  equipment  with 
factory  representatives  on  hand  for  technical  information.  The 
modern  suites  of  furniture  will  be  displayed. 


NEBRASKA  STATE  HEALTH 
DEPARTMENT 

NEWS  NOTES 

The  National  Advisory  Committee  on  Local 
Health  Units,  through  the  National  Health  Council, 
has  undertaken  a program  to  promote  more  ade- 
quate coverage  of  the  nation  with  local  full-time 
health  departments.  As  part  of  this  program  two 
five-state  conferences  have  been  held,  one  in  Mitch- 
ell, Indiana  and  one  in  Salt  Lake  City,  Utah.  These 
regional  conferences  have  helped  the  state  health 
officers  of  the  states  represented  in  the  conference 
to  marshall  the  interest  and  support  within  their 
states  for  those  measures  which  will  help  them  to 
achieve  more  adequate  coverage  with  local  full-time 
health  departments. 

Such  a conference  has  been  planned  for  the  five- 
state  area,  including  North  and  South  Dakota,  Iowa, 
Minnesota  and  Nebraska.  The  conference  will  be 
held  in  Omaha.  A team  of  fifteen  representatives 
from  each  state  will  form  the  working  conference. 
Special  advisors  will  be  sent  from  the  National 
Health  Council.  At  least  two  of  the  sessions  will  be 
open  to  those  interested  in  local  health  units. 


The  State  Department  of  Health  has  initiated  a 
Division  of  Mental  Health.  Dr.  Janet  Palmer  of 
Lincoln  is  part-time  director.  The  program  will 
gradually  be  expanded  to  meet  the  particular  needs 
in  Nebraska. 


The  Middle  States  Region  Health  Educators  Con- 
ference will  be  held  in  Milwaukee  beginning  the  eve- 
ning of  May  11  and  closing  at  noon  May  13.  Any 
person  engaged  in  health  education  is  welcome  to  at- 
tend. An  outstanding  program  and  good  entertain- 
ment are  promised.  Make  hotel  reservations  early. 
Hotel  Pfister,  headquarters.  Other  nearby  hotels 
are  the  Astor  and  the  Plankinton. 


The  Seventh  Midwest  Conference  on  “Rural  Life 
and  Education”  was  held  at  the  University  of  Ne- 
braska March  30-April  2.  The  Conference  theme 
was  “Working  Together  for  Better  Rural  Living.” 
Two  of  these  were  on  “Rural  Health  and  Welfare” 


and  “Conservation  of  Resources.”  The  following 
states  joined  with  Nebraska  in  making  this  meeting 
a worthwhile  contribution  to  better  rural  life:  Kan- 
sas, North  Dakota,  South  Dakota,  Minnesota,  Mis- 
souri, Oklahoma  and  Iowa. 


LOWER  PLATTE  VALLEY  STREAM 
POLLUTION  SURVEY 

The  Lower  Platte  Valley  Watershed  is  now  to 
be  the  center  of  State  Department  of  Health  activ- 
ities in  its  Stream  Pollution  Survey.  The  United 
States  Public  Health  Service  is  cooperating,  as  part 
of  the  Missouri  River  Development  and  the  Federal 
Stream  Pollution  Legislation  Public  Law  845. 

The  results  of  the  Survey  will  show  the  sanitary 
condition  of  the  streams  and  location  of  high  con- 
centrations of  both  industrial  and  domestic  wastes. 

Dr.  Petty  stated  the  program  calls  for  the  opera- 
tion of  two  mobile  laboratories,  a staff  of  engineers, 
chemists,  technicians,  and  sample  collectors,  under 
the  general  supervision  of  R.  M.  Babcock,  sanitary 
engineer  with  the  State  Health  Department.  Water 
samples  collected  from  the  stream  at  predetermined 
locations  at  regular  intervals  of  time  will  be  an- 
alyzed in  the  laboratories  for  chemical,  physical  and 
bacteriological  properties.  These  results  will  be 
correlated  with  studies  of  industries,  within  the 
area,  and  their  wastes.  The  final  date  will  be  sum- 
marized and  interpretations  published  at  a later 
date. 

A similar  project  has  been  completed  and  the  re- 
port is  in  the  process  of  being  written,  for  the  Re- 
publican and  Blue  River  Basins.  It  is  anticipated 
that  this  new  project  will  be  completed  by  July  1, 
1949. 


HOSPITAL  PROGRESS 

Nebraska’s  Hospital  Construction  Program  is  go- 
ing ahead  at  an  interesting  pace.  Five  projects 
are  under  construction.  These  communities  have 
contracts  with  the  federal  government  for  con- 
structing and  equipping  their  hospitals:  Albion 

(Boone  County);  Oakland  (Burt  County),  and  Chap- 
pell (Deuel  County),  Hebron  (Thayer  County),  and 
Scottsbluff  (Scotts  Bluff  County)  are  accepting 
federal  funds  only  for  equipment. 

Wakefield  (Dixon  County)  and  Kimball  (Kimball 
County)  have  had  plans  approved  by  the  Surgeon 
General  for  construction,  and  are  advertising  for 
bids.  West  Point  (Cuming  County)  is  awaiting 
approval  of  contract  documents  based  on  bids  opened 
April  5.  The  total  consti-uction  cost  of  the  West 
Point  project  is  $1,217,554.70.  Of  this  sum  $232,865 
is  earmarked  federal  funds. 


The  Five-State  Conference  on  Local  Health  Units 
was  held  at  the  Paxton  Hotel  in  Omaha  on  April 
25-26-27.  Representatives  from  North  and  South 
Dakota,  Minnesota,  and  Iowa  joined  with  Nebraska 
in  three  days  of  discussions  concerning  the  estab- 
lishment of  more  local  health  units  for  the  five 
states  participating  in  the  Conference. 

A series  of  like  conferences  are  being  planned 
for,  in  order  that  an  impetus  may  be  given  over  the 
country  to  a more  adequate  coverage  of  local  health 
units. 

Each  state  was  represented  by  a team  of  fifteen 
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or  more  persons.  Resource  persons  from  state 
agencies  and  national  representatives  from  the  Na- 
tional Health  Council,  the  American  Public  Health 
Association,  the  American  Medical  Association,  and 
the  U.  S.  Public  Health  Service  were  present  to 
guide  the  three  day  discussion  sessions. 


KNOW  YOUR 
BLUE  SHIELD  PLAN 


Eighty  per  cent  of  the  Ford  Motor  Company 
employees  throughout  the  nation  enrolled  in  Blue 
Cross-Blue  Shield  when  coverage  was  offered  to 
them  on  a company-wide  basis.  There  are  215,000 
enrolled  in  the  Michigan  Plans,  and  65,000  joined 
through  the  other  35  local  Plans  which  will  ad- 
minister the  program. 


It  is  expected  that  Blue  Cross-Blue  Shield  non- 
group membership  will  be  offered  in  Nebraska 
within  the  next  three  months.  Individual  enroll- 
ment will  be  available  to  persons  who  cannot  meet 
the  regular  group  requirements.  Self-employed 
persons,  and  those  who  work  where  there  are  fewer 
than  five  will  be  eligible  to  enroll  for  non-group 
membership. 


Attending  the  national  conference  of  Blue  Cross- 
Blue  Shield  Plans  in  Hollywood,  Florida,  April  18- 
20  were  the  following  Nebraska  Blue  Shield  of- 
ficers: Arthur  J.  Offerman,  M.D.,  president;  E.  W. 
Bantin,  M.D.;  G.  P.  McArdle,  M.D.,  medical  direc- 
tor; J.  H.  Pfeiffer,  executive  director,  and  E.  K. 
McDermott,  secretary. 


Blue  Shield  payments  to  physicians  during  March 
more  than  doubled  the  amount  paid  in  March,  1948. 
Checks  totalling  $50,244  were  sent  to  physicians 
for  the  1,474  services  rendered  to  members  of  Ne- 
braska Blue  Shield.  Last  year,  payments  amounted 
to  $23,729  for  589  cases  during  March. 


If  you  lose  your  keys,  and  they  are  on  the  Blue 
Shield  key  chain  sent  to  you  recently,  it  is  likely 
that  they  will  be  returned  to  you.  The  finder  may 
simply  drop  them  into  any  post  office  box  and 
the  Blue  Shield  office  will  identify  them  and  send 
them  on  to  you. 


REPORT  OF  EXECUTIVE  DIRECTOR 
OF  NEBRASKA  MEDICAL  SERVICE 

CASH  RECEIPTS  AND  DISBURSEMENTS 
March  31,  1949 

Cash  on  hand,  March  1,  1949 $109,127.54 

Receipts : 

From  dues  $61,691.25 

From  enrollment  fees 1,645.00 

Taxes  deducted  from  salaries 47.80  63,384.05 

$172,511,59 

$50,244.50 

6,825.87 
383.33 

300.00 

150.00 


Disbursements : 

Claims  paid  

Administrative  expense  (Reg. 
$5,379.95  : Adv. 

Campaign  $1,445.92)  

Professional  fees,  E.K.M. 

Office  salaries  

Medical  Director 


Attorney  200.00 

Advertising  13 .g5 

Printing  and  stationery 232.00 

Home  office  travel  and  expense 6.92 

Hospital  re.-ords  g qq 

Rogers  Florist  5 00 

Refund;  193.50 

PrUeo  7 55.89 

U.  S.  Bonds 25.000.00 


83.618.86 


Cash  on  hand,  March  31,  1949 $ 88,892.73 

Bank  Balance.  March  1,  1949 : 

Packers  National  Bank,  Omaha $ 87,745.57 

First  National  Bank.  Omaha 1,147.16 


BALANCE  SHEET  $ 88,892.73 

March  1,  1949 

Assets : 

Cash  in  banks $ 88,892.73 

Premiums  in  process  of  collection 2,353.83 

U.  S.  Bonds  (cost  plus 

accrued  interest)  149,872.06  $241,119.22 


Liabilities : 

Accounts  payable.  Blue  Cross $ 6.784.33 

Account;  payable,  monthly  invoices 1,155.82 

Accrued  payroll  taxes , 152.40 

Claims  payable: 

Unreported  37.907.00 

Pending  2.811.50 

Contingent  5.000.00 

Accrued  audit  expense 450.00 

Unearned  premiums  62,150.00 


$116,411.05 


Reserve  for  maternity  care 10,000.00 

Unassigned  surplus  114.708.17 


$241,119.22 

INCOME  AND  EXPENSE 

March  31,  1949 

Month  of 

3 Months 

March 

to  Date 

Income : 

From  dues  __  __  $ 

59.841.75 

$171,959.00 

From  enrollment  fees 

1,645.00 

3,905.00 

Miscellaneous  - 

1,000.00 

$ 

61,486.75 

$176,864.00 

Expenses : 

Claims  $ 

54.152.62 

$137,070.50 

Administrative  expense: 

Regular 

5.590.71 

16.427.36 

Adv.  campaign 

1,193.62 

3,364.61 

Professional  fees 

383.33 

1,049.99 

Office  salaries 

300.00 

900.00 

Medical  Director 

150.00 

450.00 

Attorney 

200.00 

500.00 

Auditing 

150.00 

550.00 

Advertising 

1.003.29 

1,030.74 

Printing 

102.55 

362.48 

Home  office  expense 

17.90 

380.89 

Taxes  and  licenses 

33.00 

39.00 

Dues  __  _ - ... 

55.89 

166.19 

Miscellaneous 

9.00 

31.35 

$ 

63,341.91 

$162,323.11 

Net  Gain  or  Loss *$  1,855.16  **$  14,540.89 

* Loss 
**  Gain 


MEMBERSHIP  SUMMARY  — MARCH.  1949 

Sub-  De- 

scribers  pendents 

Membership,  March  1,  1949 30,186  41,959 

Additions  1,325 

Less  Terminations  553 

Net  Gain  772 

Membership,  April  1.  1949 30,958  43,032 

Groups  enrolled  during  March 

Groups  cancelled  during  March 


Number  of  active  groups,  April  1,  1949 


Total 

72.145 


73.990 

131 

6 

. 1,854 


DEATHS 

Harry  H.  Everett,  M.D.,  Lincoln.  Born  in  Illinois 
in  1875.  Graduated  from  the  University  of  Ne- 
braska, 1897.  Following  his  graduation  he  attended 
post  graduate  courses  at  Johns  Hopkins  University 
in  this  country,  followed  by  study  in  the  clinics  of 
Germany  and  Austria. 

He  became  associated  with  his  father,  the  late  Dr. 
M.  H.  Everett  and  his  two  brothers  at  the  Lincoln 
Sanitarium.  For  many  years  he  was  attending  sur- 
geon at  the  Bryan  Memorial  hospital,  St.  Elizabeth 
hospital  and  Lincoln  General  hospital.  He  was 
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surgeon  for  the  Burlington  railroad  and  a director 
of  the  Woodmen  Central  Life  Insurance  company 
and  the  Woodmen  Health  and  Accident  company. 

Keenly  interested  in  horticulture  he  was  a mem- 
ber of  the  American  Iris  society,  of  which  he  was 
president  for  several  years,  the  British  Iris  society, 
and  the  American  Rose  society. 

He  was  a fellow  in  the  American  College  of  Sur- 
geons and  the  International  College  of  Surgeons 
and  a member  of  the  American  Association  of  Rail- 
road Surgeons. 

He  died  March  30,  1949.  Surviving  are  his  wife, 
two  daughters,  and  a son,  Dr.  H.  H.  Everett,  living 
in  Milwaukee. 

The  following  editorial  on  the  death  of  Dr.  Everett 
appeared  in  the  Lincoln  Star  the  day  of  his  death. 

“To  know  Dr.  Harry  Everett,  and  he  was  known 
to  thousands  of  his  fellow  Nebraskans,  was  to  hold 
him  in  high  respect  and  the  warmest  esteem. 

“Through  long  years  of  distinguished  medical 
practice  he  brought  comfort  and  hope  to  the  sick- 
room. A great  heart,  which  yearned  to  be  of  serv- 
ice to  his  fellowmen,  coupled  with  a brilliant  mind, 
with  that  thorough  preparation  acquired  both  here 
at  home  and  abroad,  with  an  insatiable  thirst  for 
knowledge  in  the  progress  of  his  chosen  profession 
that  continued  throughout  his  life,  Dr.  Everett  en- 
joyed a renown  that  extended  beyond  the  borders 
of  his  home  state. 

“The  news  of  his  death  Wednesday  will  bring 
sorrow  to  a large  number  of  people. 

“He  was  more  than  a great  doctor  and  surgeon, 
he  was  a great  friend,  one  of  the  most  companion- 
able of  men,  gentle,  kindly,  thoughtful,  and  con- 
siderate. His  tenderness  frequently  was  hidden  be- 
hind a bluff,  plain-spoken  exterior,  but  Harry  Ev- 
erett never  inflicted  a hurt  upon  his  fellowmen,  and 
among  his  friends  his  cheerfulness,  his  warm- 
heartedness were  tonics,  a constant  source  of  in- 
spiration. 

“His  was  such  a facile  mind,  so  outstanding  in  so 
many  fields  of  knowledge.  He  loved  flowers,  and 
for  years  his  gardens  gave  not  only  him  but  all  of 
his  friends  a great  delight.  He  knew  humanity  and 
in  philosophical  reflection  in  the  all  too  infrequent 
opportunities  to  visit  with  him,  we  heard  words  of 
wisdom,  of  understanding,  and  of  compassion  for 
the  struggles  which  constitutes  the  pattern  of  every- 
day living.  He  had  time  for  the  young  men  of  his 
profession,  to  encourage  and  to  help  them;  he  gave 
a great  deal  of  thought  to  the  course  of  affairs  in 
his  community  and  in  his  country.  Busy  man  that 
he  was,  with  the  enormous  demands  upon  his  time 
and  energy,  there  were  times  when  he  would  seize 
the  telephone  to  discuss  developments  that  held 
his  profound  interest,  and  always  on  such  occasions, 
we  had  a feeling  of  gratitude  for  his  encourage- 
ment. 

“We  shall  mourn  the  passing  of  a good  friend.” 


Dr.  Louis  Everett  Hanisch,  Omaha.  Was  born  in 
Rockville,  Nebr.,  November  12,  1889.  He  graduated 
from  the  University  of  Nebraska  College  of  Medi- 
cine in  1916,  and  interned  at  the  Immanuel  Hos- 
pital, 1916-1917.  He  served  in  the  Armed  Forces 
overseas  during  World  War  I,  and  was  awarded 
the  citation  medal  for  service  at  Chateau-Thierry 


and  St.  Mihiel,  Meuse  and  Argonne.  He  was  hon- 
orably discharged  May  1,  1919.  Dr.  Hanisch  be- 
gan the  practice  of  medicine  and  surgery  in  Omaha 
in  1919.  In  1924  he  was  appointed  to  the  Depart- 
ment of  Surgery  at  the  University  of  Nebraska  Col- 
lege of  Medicine.  He  was  a member  of  the  Omaha- 
Douglas  County  Medical  Society,  Nebraska  State 
Medical  Association,  Omaha  Mid-West  Clinical  So- 
ciety, and  a Fellow  of  the  American  College  of  Sur- 
geons. He  took  an  active  part  in  many  civic  ac- 
tivities in  Omaha.  In  1928  he  created  a living  mon- 
ument to  himself,  to  his  profession  and  to  his  com- 
munity by  establishing  the  Omaha  Lutheran  Hos- 
pital. He  has  generously  given  his  aid  in  direct- 
ing its  policies  until  the  time  of  his  death  on  March 
13,  1949.  Surviving  are  his  wife,  a son,  Louis  E., 
Jr.,  now  serving  an  internship  at  the  Minneapolis 
Hospital,  and  a daughter,  Elizabeth,  the  wife  of 
Dr.  Allan  J.  Hruby. 


Henry  Tate  Allingham,  M.D.,  Omaha.  Born  in 
Dublin,  Ireland,  in  1880,  and  came  to  the  United 
States  at  the  age  of  16.  Graduate  of  Creighton 
University  School  of  Medicine  in  1912.  He  spent 
his  entire  medical  practice  in  South  Omaha,  and 
was  chief  physician  for  the  Cudahy  Packing  Com- 
pany for  twenty-four  years.  Dr.  Allingham  was 
well  beloved  by  his  patients  and  colleagues.  He 
died  in  his  sleep  on  March  12,  1949.  Surviving  are 
his  wife  and  two  daughters. 


Raymond  Haddock  Burrell,  M.D.,  Creighton,  re- 
tired. Born  in  Ohio  in  1874.  Graduated  from  the 
University  of  Michigan  in  1899.  Came  to  Creigh- 
ton in  1902.  Served  in  World  War  I as  a captain 
in  the  Medical  Corps  of  the  United  States  Army. 
For  many  years  Dr.  Burrell  was  surgeon  for  the 
Chicago  and  Northwestern  Railroad  Co.  Died 
March  19,  1949. 

Frederick  B.  Cyphers,  M.D.,  Duncan.  Born  at 
Rising  City  1883.  Graduated  from  the  University 
of  Illinois  School  of  Medicine,  1907.  Served  an  in- 
ternship in  Cook  County  Hospital,  Chicago. 

In  1908  he  located  at  Gandy,  Nebraska,  where  he 
remained  a short  time,  to  move  to  Cottonwood, 
South  Dakota.  From  there  he  moved  to  Duncan 
where  he  remained  until  shortly  before  his  death 
in  Rochester,  Minnesota  on  March  22,  1949. 

Surviving  are  his  wife  and  two  daughters. 


Earl  C.  Stevenson,  M.D.,  Gothenburg.  Born  in 
Nebraska,  1878.  He  graduated  from  George  Wash- 
ington University  in  1906.  Located  in  Gothenburg 
in  1907. 

Served  as  a captain  in  the  Medical  Corps  of  the 
United  States  Army  during  World  War  I. 

Dr.  Stevenson  was  active  in  civic  and  church 
affairs  of  his  community,  was  a member  of  the 
Dawson  County  Medical  Society  and  Nebraska 
State  Medical  Association. 

He  was  injured  in  an  auto  accident  in  the  spring 
of  1948  and  was  forced  to  retire  from  active  prac- 
tice. He  had  been  ill  since  then  until  the  time  of 
his  death  April  3,  1949. 

Surviving  are  his  wife,  two  sons  and  two  daugh- 
ters. 


James  W.  McKean,  M.D.  Born  in  1860  in  Scotch 
Grove,  la.  Graduated  from  Bellevue  Hospital  Medi- 
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cal  College  in  1882.  Practiced  in  Anamosa,  la.;  Au- 
burn, Nebr.,  and  Omaha,  Nebr.  In  1889  he  went  to 
Siam  as  medical  missionary  under  appointment  of 
the  Board  of  Foreign  Missions  of  the  Presbyterian 
Church,  U.S.A.  He  remained  there  as  superintend- 
ent of  Chiengmai  Hospital  for  thirty  years.  He 
was  nationally  known  for  his  work  among  lepers, 
and  was  presented  with  the  “Order  of  the  Crown,” 
highest  honor  of  Siam,  by  the  King,  in  recognition 
of  his  work.  The  doctor  was  an  honorary  member 
of  the  Omaha-Dougias  County  Medical  Society,  Ne- 
braska State  Medical  Association,  and  American 
Medical  Association  for  many  years.  Upon  his  re- 
tirement in  1937  he  made  his  home  in  California. 
He  died  February  9,  1949,  in  Long  Beach,  and  was 
buried  in  Claremont,  California.  Surviving  are  his 
widow,  and  two  daughters. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ing:, Omaha. 


Dr.  and  Mrs.  C.  H.  Sheets  of  Cozad  visited  East 
in  March. 

Dr.  Donald  G.  Dickson,  formerly  of  Peru,  has 
moved  to  Albion. 

Dr.  Lloyd  Downing,  formerly  of  Lewellen,  has 
moved  to  Winters,  Texas. 

Dr.  and  Mrs.  David  Findley  of  Omaha  vacationed 
in  the  Southwest  in  March. 

Dr.  and  Mrs.  A.  A.  Larson  of  South  Sioux  City 
visited  in  Florida  in  February. 

Dr.  C.  F.  Hille  of  Beaver  Crossing  returned  re- 
cently from  a vacation  in  Texas. 

Dr.  R.  J.  Prendergast  of  Arnold  addressed  the 
Rotary  Club  on  Socialized  Medicine,  March  24th. 

Dr.  P.  C.  Mockett  of  Kimball  has  gone  to  Cali- 
fornia, and  according  to  local  press  report,  will 
remain  their  indefinitely. 

Dr.  Marshall  Neely  of  Lincoln  attended  a meet- 
ing of  the  American  College  of  Physicians  in  New 
York  the  latter  part  of  March. 

Dr.  A.  W.  Abts  of  Humphrey  spent  two  weeks 
in  post  graduate  work  at  Cook  County  Graduate 
School  of  Medicine  in  Chicago,  Illinois. 

Dr.  Ted  E.  Riddell  of  Scottsbluff  attended  a 
meeting  of  the  American  Association  of  Industrial 
Surgeons  held  in  Detroit  early  in  April. 

The  town  of  Western  is  without  a physician.  The 
commercial  club  recently  appointed  a committee  to 
look  into  the  possibility  of  obtaining  a doctor  for 
the  community. 

Our  sympathy  goes  to  Dr.  F.  G.  Dewey  of  Cole- 
ridge, on  the  recent  death  of  his  son,  Reed  Hamp- 
ton, and  Earl  Sage  of  Omaha,  on  the  death  of  his 
father,  Wyman  R.  Sage. 

Dr.  Louis  E.  Moon,  Omaha,  was  speaker  at  the 
University  of  Minnesota’s  center  for  continuation 
study  in  proctology  in  April.  His  subjects  were: 
“Diverticulosis  and  Diverticulitis,”  “Significance  of 
Rectal  Pain,”  and  “Cancer  of  Rectum  and  Colon.” 


SCHERING  EXPANDS  FIELD  SERVICE  STAFF 
IN  MIDDLE  WEST 

Schering  Corporation  of  Bloomfield  and  Union, 
New  Jersey,  manufacturers  of  endocrine  and 
pharmaceutical  preparations  for  the  medical  pro- 
fession, announces  the  appointment  of  six  new 
Representatives  to  the  Central  Division  of  Scher- 
ing Professional  Service  staff. 

Mr.  Arthur  J.  Conmy,  a resident  of  Chicago,  Illi- 
nois, attended  the  Illinois  Institute  of  Technology. 
During  the  war  he  served  with  the  United  States 
Air  Force.  He  has  had  considerable  sales  ex- 
perience in  fields  allied  to  pharmacy.  Mr.  Conmy 
will  headquarter  in  Chicago. 

Mr.  Hubert  J.  Harmer,  Jr.,  a resident  of  Omaha, 
Nebraska,  attended  the  Creighton  University  School 
of  Pharmacy  and  has  had  considerable  retail  drug 
experience.  In  his  new  capacity  Mr.  Harmer  will 
headquarter  in  Omaha. 

Mr.  Howard  M.  Moreland,  Jr.,  a resident  of  Ak- 
ron, Ohio,  obtained  his  baccalaureate  degree  at 
Bowling  Green  State  University.  He  also  attended 
Ohio  State  University  for  advanced  work  in  bio- 
chemistry and  endocrinology.  During  the  war  he 
served  as  a pharmacist  mate  in  the  United  States 
Navy.  Mr.  Moreland  will  headquarter  in  Akron. 

Mr.  Frank  Rosen,  a resident  of  Chicago,  Illinois, 
obtained  his  pharmacy  degree  at  Valparaiso  Uni- 
versity. He  has  had  considerable  experience  as  a 
pharmacist  as  well  as  varied  business  experience 
in  allied  fields.  Mr.  Rosen  will  headquarter  in 
Chicago  and  will  be  of  service  to  the  physicians 
and  pharmacists  of  the  Chicago  Loop  area. 

Mr.  William  D.  Rund  attended  St.  Louis  Univer- 
sity where  he  obtained  his  baccalaureate  degree. 
During  the  war  he  served  as  a medical  and  surgical 
technician  in  the  United  States  Army.  He  has  had 
varied  sales  experience.  Mr.  Lund  will  headquar- 
ter in  Kansas  City,  Missouri. 

Mr.  Harry  E.  Yard  attended  Harris  Senior  Col- 
lege and  St.  Louis  University  School  of  Dentistry. 
During  the  war  he  served  in  the  United  States 
Navv.  He  has  had  varied  business  experience  in 
fields  allied  to  the  drug  industry.  Mr.  Yard  will 
headquarter  in  St.  Louis  and  will  be  of  service  to 
the  physicians  and  pharmacists  of  Missouri.  These 
appointments  are  a part  of  the  present  Schering 
expansion  program  of  better  service  to  the  profes- 
sions. 


NATIONAL  HEALTH  SERVICE  COSTS 
GREATLY  EXCEED  ESTIMATES 

Costs  of  the  National  Health  Service  in  England 
have  greatly  exceeded  estimates,  official  figures 
just  issued  by  the  government  show. 

Writing  in  the  April  2 issue  of  The  Journal  of 
the  American  Medical  Association,  the  regular  Lon- 
don correspondent  of  The  Journal  says  in  part: 

“All  the  undertakings  of  the  socialist  government 
show  one  thing  with  melancholy  monotony — in- 
creased cost.  The  official  figures,  just  issued,  for 
the  National  Health  Service  are  no  exception. 

“The  cost  of  doctors  is  $118,000,000,  an  excess 
of  $9,200,000  over  the  estimate.  The  cost  of  den- 
tists is  $82,800,000,  an  increase  of  $54,600,000.  The 
cost  of  pharmacists  is  $70,860,000,  an  increase  of 
$20,000,000  over  the  estimate.  The  cost  of  opti- 
cians is  $57,800,000,  an  excess  of  $15,000,000  over 
the  estimate.  A large  part  of  this  vast  expenditure 
is  wasted,  as  is  so  characteristic  of  socialist  fi- 
nance.” 
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Joseph  Daniel  McCarthy,  M.D. 


Born  in  Lawrence,  Massachusetts,  October 
1,  1893.  Attended  Lawrence  High  School, 
and  on  graduation  in  1910  entered  George- 
town University  in  Washington,  D.C.  He  re- 
ceived the  degree  of  Doctor  of  Medicine  from 
St.  Louis  University  School  of  Medicine  in 
1916  and  served  his  internship  at  the  Jewish 
Hospital  in  St.  Louis.  In  1917  he  came  to 
Omaha  as  Medical  Supervisor  and  Director 
of  Interns  at  Creighton  Memorial  St.  Jo- 
seph’s Hospital,  and  Instructor  in  Clinical 
Microscopy  and  Bedside  Medicine  at  Creigh- 
ton University  School  of  Medicine.  Thus  his 
career  in  medical  education  began  early,  and 
we  wonder  if  Dr.  McCarthy  was  aware  of  the 


role  he  was  to  play  in  this  field  in  the  years 
then  ahead  of  him. 

In  1918  Dr.  McCarthy  accepted  a commis- 
sion in  the  United  States  Army  Medical 
Corps  and  was  assigned  to  the  Base  Hospital 
at  Camp  Travis,  Texas.  During  the  last 
four  months  of  duty  at  this  Base  he  was 
Acting  Director  of  the  Medical  Service. 
From  there  he  was  transferred  to  Walter 
Reed  Hospital  in  Washington  to  do  research 
work  in  typhoid  fever. 

In  1920  he  entered  general  practice  in  El- 
gin, Nebraska,  and  remained  there  until 
1927.  For  the  next  eighteen  months  we  fol- 
low Dr.  McCarthy  on  an  extensive  post- 
graduate tour  over  the  European  Clinics: 
Vienna,  Amsterdam,  Paris,  Berlin,  London — 
cities  which  in  those  days  were  meccas  of 
medical  education,  citadels  of  scientific  re- 
search. 

On  his  return  to  the  United  States,  Dr. 
McCarthy  was  appointed  to  the  Faculty  of 
the  University  of  Nebraska  College  of  Medi- 
cine with  the  rank  of  Instructor  in  Internal 
Medicine,  devoting  part  of  his  time  to  the 
Department  of  Clinical  Research.  In  1936 
he  was  advanced  to  the  rank  of  Assistant 
Professor,  and  in  1947  became  Associate 
Professor  of  Medicine,  a rank  he  now  holds. 
From  1930  to  1941  he  was  Co-Director  of  the 
Gastroenterologic  Clinic. 

In  organizational  activities  to  promote 
medical  education  and  improve  standards  of 
medical  practice,  Dr.  McCarthy  has  played 
a most  prominent  part.  He  founded  the 
Omaha  Mid-West  Clinical  Society,  appreciat- 
ing the  needs  and  desires  on  the  part  of  the 
rank  and  file  of  physicians  for  intensive 
postgraduate  study  close  to  home.  It  was 
mainly  because  of  his  untiring  efforts  and 
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devout  purpose  to  the  task  that  this  com- 
paratively small  group  has  been  successful 
since  1932  in  bringing  medical  teachers  of 
the  highest  caliber  to  this  area  annually  so 
that  the  general  practitioner  and  specialist 
alike  may  benefit  from  the  experience  and 
personal  influence  of  the  men  who  make 
medical  history.  Dr.  McCarthy  served  as 
Secretary-Director  of  Clinics  and  Editor  of 
the  Journal  of  the  Society  until  1944,  and 
in  1946  was  honored  by  being  elected  Presi- 
dent of  the  Mid-West,  since  which  he  has 
been  Counselor  to  the  Executive  Committee. 

Because  of  his  endeavors  in  the  sphere  of 
medical  economics,  Dr.  McCarthy  is  known 
throughout  the  nation.  He  served  as  Secre- 
tary and  President  of  the  National  Confer- 
ence on  Medical  Service  and  of  the  North 
Central  Medical  Conference.  He  has  been 
a member  of  the  Council  on  Medical  Service 
of  the  American  Medical  Association  since 
1948,  and  this  year  was  appointed  to  repre- 
sent this  Council  on  the  Blue  Shield  Com- 
mission. 

His  work  in  the  Nebraska  State  Medical 
Association  needs  no  review  here.  Among 
his  many  activities  he  will  be  remembered 
as  Chairman  of  the  Speakers’  Bureau,  Chair- 
man of  the  Special  Committee  to  study  im- 
provements in  scientific  programs,  a member 
of  the  Program  Committee  from  1933  to 
1941,  and  many  others.  He  was  a member 
of  the  Board  of  Trustees  from  1943  to  1948, 
and  has  been  a Delegate  to  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion since  1946.  He  is  a charter  member  of 
the  Board  of  Trustees  of  the  Nebraska  Medi- 
cal Foundation,  Incorporated. 

Dr.  McCarthy  holds  membership  in  many 
local  and  national  medical  organizations. 
Notable  among  these  are:  The  American 
Medical  Association  and  its  component  so- 
cieties, The  American  College  of  Physicians 
(Governor  for  Nebraska  since  1946),  Asso- 
ciate Post  Graduate  Committee.  He  is  a 
Diplomate  of  the  American  Board  of  Internal 
Medicine  (1937). 

Dr.  McCarthy  has  been  Branch  Section 
Chief  in  Internal  Medicine  and  Gastroenter- 
ology in  the  Veterans  Administration  since 
1946  and  a memer  of  the  Nebraska  State 
Board  of  Medical  Examiners  since  1947.  He 
was  a member  of  the  Board  of  Directors  of 
the  Omaha  Chamber  of  Commerce  from  1937 
to  1943. 


He  served  on  the  Committee  for  the  Pcevi- 
sion  of  the  Constitution  and  By-Laws  of  the 
American  Medical  Association,  1947  and 
1948,  of  the  Nebraska  State  Medical  Asso- 
ciation, 1948,  and  of  the  Omaha-Douglas 
County  Medical  Society,  1946.  He  is  the 
author  of  a number  of  articles  on  internal 
medicine. 

His  wife  is  the  former  Maybelle  Donohoe 
of  Washington,  D.  C.,  whom  he  married 
December  22,  1917.  He  has  two  sons,  Joseph 
Daniel,  Jr.,  and  John  Augustine,  and  one 
daughter,  Mary  Jean. 
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THERE  IS  STILL  TIME 

On  page  229  we  publish  a release  by  Dr. 
Elmer  L.  Henderson  in  behalf  of  the  Board 
of  Trustees  of  the  American  Medical  Asso- 
ciation in  answer  to  President  Truman’s 
recent  message  to  the  Eighty-first  Congress 
urging  the  enactment  of  compulsory  medical 
insurance.  Dr.  Henderson’s  statement  is  a 
classic  which  deserves  endorsement  by  every 
citizen  of  the  United  States  who  values  the 
dignity  and  self-respect  of  the  individual, 
and  who  has  an  inviolable  faith  in  the  phil- 
osophy of  free  enterprise. 

If  the  reports  of  political  writers  and 
radio  commentators  can  be  taken  seriously 
there  appears  little  likelihood  that  the 
President’s  recommendations  as  embodied  in 
the  latest  bill  (S  1679)  will  become  a law. 
It  is  generally  believed,  say  these  reporters, 
that  the  Congress  will  not  look  favorably  on 
bills  involving  new  huge  expenditures  un- 
less local  pressure  on  the  individual  repre- 
sentatives in  Washington  becomes  too  great. 
Assuming  that  the  present  Congress  will  re- 
main cool  toward  President  Truman’s  Health 
Program  the  people  in  general,  and  the 
physicians  of  this  country  particularly,  must 
retain  a watchful  eye  on  Mr.  Oscar  Ewing 
and  his  ambitious  disciples  if  the  integrity 
of  our  form  of  government  is  to  be  pre- 
served. 

Zealous  reformers  and  eagle-eyed  politi- 
cians are  not  easily  discouraged  by  failure 
to  gain  their  point.  They  are  always  on  the 
lookout  for  an  opportunity  to  dig  in.  Their 
philosophy  is,  “If  not  now,  some  other  time.” 
They  wait  patiently  and  confidently  for  their 
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D Day.  They  wait  patiently  but  not  idly. 
The  wheels  of  their  propaganda  machine  are 
constantly  in  motion,  turning  out  half- 
truths  and  misrepresentations  designed  to 
create  dissatisfaction  with  what  they  call 
the  “status  quo.”  To  them  the  status  quo 
is  anything  that  does  not  yield  to  the  ex- 
hortations of  their  brand  of  social  and  politi- 
cal philosophies.  They  have  been  accusing 
American  medicine  of  its  “reactionary”  pro- 
gram for  over  half  a century.  They  have 
not  changed  their  tune  in  spite  of  the  fact 
that  the  United  States  has  become  the 
healthiest  nation  on  earth.  Nor  is  there 
much  likelihood  in  spite  of  the  popular  rejec- 
tion of  their  socialistic  theories  that  these 
would-be  reformers  will  retire  from  the 
scene. 

Our  task  is  to  remain  alert  and  in  what- 
ever way  we  can  in  honesty  and  sincerity 
counteract  their  propaganda.  We  have  the 
facilities  and  we  still  have  the  time.  We 
must  use  both  with  diligence  and  effective- 
ness. 


NOBLESSE  OBLIGE 

The  town  of  Dalton  is  located  in  Cheyenne 
County  in  Nebraska.  According  to  the  last 
census  the  population  numbers  358.  So  far 
as  we  are  aware  there  is  nothing  unique 
about  Dalton.  Socially,  culturally  and  eco- 
nomically there  is  little  in  its  historical  rec- 
ords which  in  a broad  sense  makes  it  dif- 
ferent from  hundreds  of  other  communi- 
ties of  corresponding  size  scattered  through- 
out the  Middle  West.  The  Daltonians,  from 
what  we  hear,  are  hard-working,  self-sup- 
porting, conscientious  folk  who  in  common 
with  other  people  in  the  agricultural  section 
enjoy  the  fruits  of  their  labor  not  so  much 
in  material  wealth  as  in  spiritual  comfort. 
We  sometimes  speak  of  such  people  as  the 
“salt  of  the  earth,”  “the  back-bone  of  our 
nation.” 

Then  there  is  Doctor  Joseph  B.  Pankau. 
According  to  official  records,  Doctor  Pankau 
graduated  from  Creighton  University  School 
of  Medicine  in  1925.  He  located  in  Dalton  in 
1929  and  has  practiced  there  ever  since. 
Again  there  is  nothing  unusual  for  a doctor 
to  remain  in  a community  for  twenty  years ; 
there  are  thousands  of  physicians  in  this 
country  who  have  practiced  in  one  commun- 
ity twenty  years  and  longer.  Doctor  Pan- 
kau is  a gentleman,  well  trained  and  capable, 
to  be  sure,  rendering  service  regardless  of 


his  own  convenience,  and  at  times,  we  have 
no  doubt,  of  personal  risk.  But  the  same 
may  be  said  of  thousands  of  his  colleagues 
in  rural  and  metropolitan  areas. 

Yet  there  is  something  unique  about  Dal- 
ton and  about  Doctor  Pankau.  On  Tuesday, 
April  26,  according  to  the  local  press,  “All 
of  Dalton  closed  up  shop  to  pay  tribute  to 
their  home  town  doctor  and  his  wife,  Doctor 
and  Mrs.  J.  B.  Pankau.  Business  houses 
closed  from  two  until  four  o’clock  in  order 
that  all  might  attend  an  afternoon  program 
and  reception  held  at  the  Dalton  schoolhouse 
and  thus  honor  the  man  who  has  served  the 
community  for  twenty  years  as  its  only 
doctor.”  Over  six  hundred  attended  the 
ceremony,  and  for  a community  of  less  than 
400  this  constitutes  a very  large  roster  of 
friends. 

Dalton,  we  would  say,  has  a very  good  doc- 
tor, and  Doctor  Pankau  has  an  admirable 
community  in  which  to  practice.  We  sug- 
gest that  many  of  our  small  towns,  whieh 
consider  themselves  unable  to  attract  a doc- 
tor, consult  Daltonians  on  their  charm  over 
their  respected  physician  who  furnishes  the 
community  adequate  medical  care. 

We  suggest  to  many  of  our  young  col- 
leagues who  look  upon  success  in  medicine 
as  limited  to  the  doctors  in  large  metropoli- 
tan cities  that  they  talk  to  Doctor  Pankau 
and  the  thousands  of  other  successful  physi- 
cians in  rural  America. 


BRITISH  DOCTORS  OVERWORKED 

British  doctors  under  the  National  Health  Serv- 
ice are  so  overworked  treating  trivial  complaints 
that  they  do  not  have  time  to  give  satisfactory 
treatment  to  seriously  ill  patients,  according  to  the 
regular  London  correspondent  of  The  Journal  of  the 
American  Medical  Association. 

In  an  item  appearing  in  the  March  5 issue  of  The  C 
Journal,  the  correspondent  says  that  “demands  on 
doctors’  time  by  hypochondriacs  and  persons  with 
trivial  complaints,  who  throng  their  offices  because 
treatment  is  free,  render  satisfactory  work  in  cases 
of  real  illness  difficult  or  impossible.” 

Patients  demand  prescriptions  for  self-diagnosed, 
nonexistent  complaints  because  this  is  cheaper  than 
paying  for  a “cough  cure”  at  the  pharmacist’s,  and 
also  pop  in  for  a “thorough  overhaul”  because  they 
have  missed  a train  and  have  an  hour  to  waste,  he 
reports,  adding: 

“This  is  how  the  grand  socialistic  ideal  of  the 
Minister  of  Health,  ‘taking  the  money  factor  out 
of  medical  treatment,’  works.  All  of  these  troubles 
of  the  National  Health  Service  are  the  result  of 
forcing  a complex  thing  as  medical  practice  into 
the  rigid  framework  of  socialism.” 
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The  Embodiment  of  An  Idea 

J.  E.  M.  THOMSON,  M.D. 

Lincoln,  Nebraska 


“Nothing  in  the  nature  of  man  is  more 
wonderful  or  more  admirable  than  to  express 
in  material  form  the  thought  of  his  brain; 
or  that  he  can  shape  the  actions  of  men,  and 
even  order  events  in  conformity  with  his  pre- 
conceived ideas.”  These  were  the  opening 
words  of  Dr.  A.  J.  Steele,  in  his  Presidential 
Address  before  the  American  Orthopaedic 
Association  fifty-six  years  ago.  How  true  are 
these  words  today.  The  preconceived, 
thoughtful  planning  of  our  great  thinkers 
throughout  the  world  has  on  one  hand  stim- 
ulated the  progress  of  civilization,  science, 
industry,  health  and  welfare.  On  the  other 
hand — by  a peculiar  quirk  of  the  mental 
processes — their  planning  has  turned  such 
progress  to  stifling  individual  initiative,  en- 
slaving endeavor,  lowering  the  standards  of 
living,  and  even  causing  national  ruin. 

We  have  seen  such  striking  examples  of 
both  of  these  processes  going  on  at  the  same 
time  in  this  world  since  the  turn  of  the  cen- 
tury. Some  of  these  institutions  operated 
under  the  guise  of  democracy  and  imperialis- 
tic states;  others  were  Isms — Fascism,  Naz- 
ism, Socialism  and  Communism.  Each  at- 
tempted to  make  its  appeal  sound  plausible  to 
the  people,  promising  what  they  craved  but 
did  not  have.  It  was  the  embodiment  of  the 
idea  originally  conceived  that  was  the  deter- 
mining factor  in  the  ultimate  fate  of  these 
governments.  Dr.  Steele’s  home  was  in  St. 
Louis,  Missouri,  and  he  used  as  an  example 
of  a well-embodied  idea,  the  engineering  feat 
of  the  construction  of  the  great  Eads  Bridge 
of  that  city.  The  drawings  were  started  in 
1868,  and  after  years  of  careful  engineering, 
architectural  planning  and  testing,  this  great 
bridge  was  completed  and  formed  one  of  the 
wonders  of  its  day,  as  useful  now  as  when 
it  joined  the  east  and  west  across  the  Missis- 
sippi River.  We  in  Nebraska  might  look 
with  pride  at  our  own  State  Capitol  in  the 
same  light.  In  it  we  have  an  example  of  a 
well-evolved  embodiment  of  an  idea:  a struc- 
ture architecturally  beautiful,  engineeringly 
strong,  fully  serviceable  and  economically  as- 
sured by  being  paid  for  when  it  was  com- 
pleted. 

Recently  a scientist,  lecturing  on  the  cen- 
tral nervous  system  to  pre-medical  students, 

♦Delivered  Tuesday,  May  3,  before  the  Nebraska  State  Medi- 
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mentioned  the  high  oxygen  requirements  of 
the  brain.  He  presented  his  reasons  for  be- 
lieving that  the  action  of  the  brain  cells  as  in 
all  the  vital  living  systems,  is  measured  by 
the  rate  of  respiration  paralleling  the  rate 
of  cellular  activity.  In  other  words,  human 
thought  is  a form  of  oxidation.  Even  with 
this  knowedge,  we  have  not  gone  very  far  in 
analyzing  the  production  of  thought.  If  we 
could  but  understand  how  to  regulate  this 
oxidizing  process,  we  as  scientists  might  in 
a sense  evaluate  the  revolution  of  our 
thoughts  concerning  human  relations  in  our 
forward  march  of  civilization — thereby  pre- 
venting the  catastrophies  that  threaten  our 
progressive  stability  and  social  progress  by, 
we  might  say,  regulating  the  air  as  it  trav- 
erses to  the  centers  of  our  emotions  and 
thoughts.  Biological  scientists  are  alert  to 
these  problems  of  integrating  the  organic 
community  on  a sound  basis.  I fear,  how- 
ever, we  have  a long  row  to  hoe  if  we  ever 
expect  to  regulate  the  wind  and  air  that 
passes  through  the  brains  of  some  of  our 
vote-conscious  politicians  who  care  little  for 
the  ultimate  future  but  see  no  farther  than 
the  next  balloting  day. 

It  is  not  my  purpose  to  analyze  Economies 
and  Isms  in  our  trembling  and  confused 
world.  Suffice  it  therefore  to  accept  the 
abundant  evidence  that  the  American  type 
of  free  enterprise  economy,  when  not  fet- 
tered by  Federal  Government  control  and 
regulation,  has  advanced  much  farther  in 
science,  industry,  culture,  welfare,  health, 
wealth  and  general  elevation  of  its  citizenry 
than  any  other  government  that  has  ever 
competed  with  us  or  has  lived  in  history  be- 
fore our  time. 

Why,  therefore,  should  we  be  intrigued  by 
the  pinkish  trend  of  Europe’s  crumbling  ex- 
periments with  Isms  and  Socialistic  States, 
Government  ownership  of  industry,  the  regu- 
lation of  agriculture  and  the  professions,  ed- 
ucation and  all  the  rest  of  life’s  endeavor? 
Rather  should  it  be  our  aim,  realizing  that 
nothing  is  perfect,  to  improve  our  institu- 
tions of  individual  initiative,  than  tear  down 
and  lose  our  freedom  of  endeavor. 

George  Washington  once  said,  “He  who 
gives  up  liberty  for  security  loses  both.”  The 
Truman  security  program  has  a great  appeal 
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because  of  its  broad  coverage  of  all  eventuali- 
ties— housing,  unemployment  payments,  lay- 
off benefits,  retirement  and  old  age  pen- 
sions — complete  cradle-to-the-grave  health, 
sickness  and  accident  payments,  given  and 
regulated  by  the  Federal  Government.  True, 
such  a utopian  set-up  could  not  help  but  prove 
to  be  a great  vote-getting  stimulator  without 
regard  to  the  future  tax  burden  it  will  en- 
gender upon  not  alone  this,  but  also  future 
generations.  Its  passage  would  tend  to  de- 
bilitate the  initiative  and  energy  of  our  peo- 
ple, as  well  as  the  factors  responsible  for  our 
progress. 

Security,  we  must  remember,  is  something 
that  cannot  be  given,  but  rather  must  be 
earned  by  individual  effort  and  thrift.  We 
would  be  placing  ourselves  in  direct  line  of 
bankruptcy  and  oblivion  such  as  has  con- 
fronted the  nations  across  the  Atlantic  for 
the  past  quarter  of  a century.  It  was  not 
alone  the  wars  that  brought  Germany  to  her 
ruin.  It  was  the  centralization  of  all  activi- 
ty, all  vitality,  all  initiative  in  her  national 
government — the  creation  of  a central  super 
power  that  controlled  every  thought.  Central 
Europe  today  is  being  throttled  in  its  efforts 
to  regain  economic  stability  by  the  Com- 
munist control  of  individual  initiative.  Our 
Allies,  the  British,  are  now  spending  over 
half  their  entire  budget  on  a social  security 
program  and  the  nationalization  of  indus- 
tries which  not  only  stifle  investment,  but 
raise  and  enslave  labor  under  government 
control.  Even  Sweden  is  suffering  not  from 
taxes  of  wars,  but  from  the  taxes  of  the  so- 
cial state.  With  such  programs  nearly  every- 
body draws  benefits.  Nearly  everybody  pays. 
Those  who  pay  the  least  get  the  most  for 
their  money.  Those  who  need  the  benefits 
least  pay  the  most.  The  incentive  for  thrift 
and  accumulation  is  destroyed  by  any  gov- 
ernmental control  of  initiative,  no  matter 
what  name  it  may  be  called. 

This  story  from  the  New  York  Times  goes 
back  to  last  New  Year’s  Day,  1949,  in 
Prague,  when  two  Czech  citizens  met  and  of- 
fered the  customary  greetings  to  each  other. 
“I  hope,”  said  the  first,  “that  all  the  great 
events  of  the  year  1948  can  be  duplicated  in 
1949.” 

The  second  was  greatly  affected  by  these 
words,  looked  about  anxiously  and  then  in- 
quired, “Have  you,  too,  become  a Com- 
munist?” 

Replied  the  first:  “I  cannot  understand 

your  question.  Wouldn’t  you  also  think  it 


wonderful  this  year  if  the  minister  of  for- 
eign affairs  committed  suicide,  the  minister 
of  justice  went  to  prison  and  the  president 
resigned  and  died?” 

In  accepting  the  new  farm  program,  it 
looks  to  me  as  though  the  farmer  is  being 
tricked  into  a pleasantly  complacent  position, 
which  by  federal  regulation  will  limit  his  de- 
velopment regardless  of  future  advances  in 
the  art  and  economy  of  farming. 

By  accepting  such  an  all-covering  social  se- 
curity as  is  proposed,  the  laborer  will  lose 
the  freedom  of  his  bargaining  contracts 
which  would  make  it  impossible  for  him  to 
dictate  his  destiny  in  health  and  wealth.  Fi- 
nally, all  his  activities  could  be  regulated  by 
federal  bureaus  so  that  there  is  no  chance  to 
strike,  picket,  or  offer  recourse  against  his 
employer,  as  it  would  be  against  federal  reg- 
ulation. 

All  these  social  reforms  such  as  compul- 
sory health  insurance  are  but  the  first  steps 
toward  government  ownership,  nationaliza- 
tion of  all  the  industry  and  collective  farm- 
ing. These  are  the  very  processes  that  are 
stifling  the  progress  of  all  the  nations  be- 
hind the  iron  curtain  and  some  of  the  na- 
tions behind  the  Marshall  curtain. 

It  was  Oscar  Wilde  who  wrote,  “There  is 
nothing  succeeds  like  success.”  Today  the 
French  cabinet  might  say,  “Nothing  fails 
like  failure,”  for  the  failure  of  socializing  in- 
dustry in  the  land  of  champagne  and  perfume 
has  started  a wave  of  unsocializing.  A de- 
cision recently  has  been  made  to  turn  back 
seven  airplane  factories  to  private  manage- 
ment with  other  nationalized  institutions 
probably  soon  to  follow.  The  anemia  that  ex- 
ists in  France’s  fiscal  arteries  caused  by 
government  mismanagement  is  bleaching 
away  even  the  transfusions  of  American  dol- 
lars. Evidently  the  French  cabinet  intends 
to  change  her  economy  in  spite  of  the  clatter- 
ing and  chattering  of  Socialists  and  Com- 
munists. 

Enough  of  these  implications.  It  is  the 
effect  of  these  trends  on  the  medical  profes- 
sion in  which  I am  most  deeply  interested, 
and  I bring  you  a message  of  great  courage. 
It  is  the  creation  of  an  embodiment  of  an 
idea. 

We  of  the  medical  profession  have  been 
accused  of  avoiding  the  issue  of  giving  ade- 
quate medical  care  to  every  living  soul,  with- 
out regard  to  race,  creed  or  status  of  servi- 
tude. There  is  absolutely  no  foundation  for 
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such  an  assertion.  There  is  no  group,  no 
trade  union,  no  religious  or  political  organi- 
zation more  interested  or  more  alive  to  the 
needs  of  adequate  medical  care  in  h e a 1 1 h, 
sickness  and  catastrophe  than  the  average 
American  doctor.  The  records  of  his  service 
in  every  community,  his  contributions  to  the 
science  in  public  health  and  sickness  preven- 
tion, and  the  healing  art,  bear  this  out. 

True,  national  medical  organization  leader- 
ship may  have  been  tardy  in  giving  well  pub- 
licized impetus  to  our  ideals  and  health  pro- 
gram. After  all,  tardiness  of  action  is  an 
American  national  trait  that  has  been  noted 
in  dealing  with  most  of  our  administration 
and  legislative  problems. 

It  sometimes  takes  a slap  at  our  intel- 
lectual integrity  to  awaken  thinking  people 
to  a realization  of  responsibility.  Such  was 
the  result  of  this  proposed  compulsory  insur- 
ance legislation  which  threatens  the  very 
foundations  of  our  scientific  advances  and 
health  program.  Quite  naturally  the  grass 
roots  of  medical  organization  were  stirred  to 
action.  Our  action  rests  on  the  initiative  of 
the  state  medical  groups  and  their  compon- 
ent societies.  We  are  proud  to  realize  that 
the  midwestern  states  have  held  dominant 
leadership  in  this  work.  Here,  for  years, 
non-profit  voluntary  health  and  hospital  in- 
surance projects  have  thrived : the  Blue  Cross 
and  the  Blue  Shield  and  other  voluntary  pre- 
payment plans  that  offer  security  in  case  of 
physical  misfortune.  These  same  midwestern 
organizations  have  led  in  expanded  programs 
in  behalf  of  public  health,  preventive  medi- 
cine, -established  fee  schedules  for  persons 
and  agencies  with  limited  funds,  placed  doc- 
tors in  strategic  locations  needing  medical 
attention,  fostered  continuous  research  and 
educational  programs,  and  perhaps  more  im- 
portant than  any  of  the  foregoing  has  been 
their  effort  to  set  up  self-disciplinary  meas- 
ures to  correct  misunderstandings  which 
may  occur  between  the  profession  and  its  pa- 
tients. The  total  program  is  a monument  to 
the  courageous  effort  of  the  doctor  to  meet 
the  needs  of  all  on  a practical  and  ethical 
basis. 

The  preconceived  idea  was  but  a tiny  seed, 
which  when  germinated  in  rich  soil,  produced 
a trunk,  many  branches,  spreading  roots, 
leaves  and  finally,  the  promise  of  fruit.  It 
has  taken  the  determined  effort  of  small 
groups  in  medicine  to  develop  the  great  driv- 
ing force  of  combatting  mighty  socialistic 


trends  that  gnaw  like  termites  at  the  founda- 
tions of  our  civilization. 

I feel  a great  pride  that  I had  the  honor  of 
being  your  president  during  the  evolutionary 
development  of  such  an  expanded  plan  of  ac- 
tion for  the  state  of  Nebraska.  I offer  my 
deep  and  humble  appreciation  to  the  efforts 
of  the  state  planning  committee,  the  special 
committees,  the  officers,  executive  staff  and 
every  other  man  and  woman  who  has  helped 
in  formulating  and  putting  into  action  the 
progressive  program  for  better  health  and 
welfare  for  our  Commonwealth.  A year  or 
so  ago,  all  this  was  but  a seed,  an  idea.  The 
embodiment  of  the  idea  has  developed  and 
spread  in  the  form  of  such  programs  in  many 
other  states.  The  result  has  been  the  Amer- 
ican Medical  Association’s  program  of  edu- 
cation and  health  improvement,  which  will 
have  an  important  part  in  enlightening  the 
citizens  and  voters  of  this  country  with  facts 
which  will  open  their  eyes  to  the  realization 
that  security  is  not  a cheap  commodity 
which  the  government  can  give  away,  but 
rather  it  is  something  that  one  must  take 
the  responsibility  for  himself.  Every  federal 
compulsory,  regulatory  measure  that  is  im- 
posed upon  free  citizens  deprives  him  of 
much  more  liberty  than  one  recognized. 
There  are  few  government  regulatory  eco- 
nomic and  social  bureaus  which  have  not  be- 
come extravagantly  inflated  footballs  ulti- 
mately weighted  down  with  red  tape  and 
burdensome  overhead.  Americans  do  not 
want  a mass  px-oduction  line  for  medical 
ti’eatment.  They  like  the  idea  of  paying  their 
way.  Prepayment  insui’ance  is  becoming  in- 
creasingly popular.  Our  program  of  stimu- 
lating health  consciousness  and  adequate 
care  in  local  communities  is  giving  our  fellow 
citizens  inci-eased  confidence  in  the  medical 
pi'ofession  and  its  integrity  towai’d  the  wel- 
fare of  the  community. 

Much  of  the  future  success  depends  on  the 
work  each  doctor  and  his  wife  do  at  home. 
A great  ti'ibute  just  now  is  due  the  work  of 
the  Auxiliary  in  connection  with  a recent 
meeting  in  Hollywood,  Florida. 

By  a l-oll-call  of  2,000  to  3,  the  General 
Federation  of  Women’s  Clubs  — one  of  the 
most  influential  organizations  in  the  nation 
— has  taken  its  stand  with  American  medi- 
cine against  Compulsory  Health  Insurance! 
The  impact  of  this  action  will  be  felt  in  the 
halls  of  Congress  and  even  in  the  White 
House,  because  the  action  was  taken  despite 
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all  the  pressure  that  the  Truman  Adminis- 
tration could  bring  to  bear  against  us. 

The  Convention  City  was  over-run  with 
representatives  of  the  Federal  Security  Ad- 
ministration and  other  government  agencies, 
all  doing  their  utmost  to  block  action  against 
the  Truman-sponsored  Compulsory  Health 
Insurance  Program.  But  when  the  showdown 
came,  there  were  only  two  women  in  the 
Auditorium  willing  to  speak  for  the  program 
— and  only  three  dissenting  votes  were  cast. 

Your  Auxiliary  was  on  the  job  and  con- 
tacted the  women’s  clubs  and  the  delegates 
before  they  went  to  the  convention,  enlight- 
ening them  of  the  dangers  of  such  legisla- 
tion. 

The  Administration’s  socialized  medicine 
proposal  was  overwhelmingly  defeated  re- 
cently by  an  11  to  1 jury  decision.  The  ver- 
dict was  given  after  an  hour-long  “Court  of 
Current  Issues”  televised  in  New  York  City, 
April  25.  Rep.  Carl  T.  Curtis  (R-Neb.),  who 
appeared  as  one  of  the  two  “expert  witness- 
es” in  opposition  to  socialized  medicine  and 
favor  of  voluntary  medical  care,  attributed 
the  victory  to  the  “outstanding  testimony  of 
a colored  physician  and  surgeon,  Dr.  Peter 
Marshall  Murray,  practicing  in  Harlem.” 
Rep.  Curtis  said : 

“It  is  my  opinion  that  the  major  credit  for  the 
11  to  1 decision  for  those  opposing  socialized  medi- 
cine should  go  to  Dr.  Murray,  my  co-witness.  He 
could  not  be  shaken  in  cross  examination  from  his 
testimony  that  the  President’s  program  would  not 
benefit  colored  people,  low  income  families,  or  the 
population  at  large.  Dr.  Murray  pointed  out  even- 
tually there  would  be  no  choice  of  physician  by  pa- 
tients. He  declared  the  Administration’s  proposal 
would  mean  the  end  of  private  practice  in  the  United 
States  and  would  drive  from  the  medical  profession 
the  most  capable  and  intelligent  men.  In  support 
of  his  contention,  Dr.  Murray  told  of  his  experiences 
practicing  under  the  relief  setup  during  the  depres- 
sion. He  said,  ‘I  had  to  get  permission  to  make  calls 
on  patients  and  get  permission  as  to  the  number  of 
calls  I could  make.  In  one  case,  the  relief  director 
was  not  in,  so  the  telephone  operator  was  authorized 
to  make  the  decisions  on  calls.  She  denied  me  the 
permission  to  make  a third  call  one  day  on  a little 
boy  who  was  very  ill  with  complicated  measles  be- 
cause she  said  I had  already  made  two  calls  on  that 
boy  for  measles.’  ” 

One  of  the  oldest  government  medical 
services  is  the  Indian  service.  The  New 
York  Times  recently  stated  that  among  the 
Navajos  the  tuberculosis  death  rate  is  ten 
times  that  of  the  nation,  that  the  infant  mor- 
tality is  five  times  the  normal.  Similar 
showings  exist  in  the  dwindling  populations 
of  other  tribes.  And  yet  within  $4.00  a year 


of  the  amount  proposed  by  Mr.  Ewing  to  car- 
ry out  his  insurance  program  is  being  spent 
in  medical  service  for  each  one  of  these  Nava- 
jobs.  The  poor  Indian’s  total  security  has 
smothered  his  impetus  to  progress,  con- 
quered his  freedom  and  gradually  is  liquidat- 
ing his  very  existence.  Such  an  infringement 
on  liberty  is  but  a step  towards  national  so- 
cialism, with  complete  enslavement  of  labor, 
science,  intellectual  advancement,  education, 
professional  progress,  stifling  of  initiative 
and  national  bankruptcy. 

I know  whereof  I speak.  I have  seen  with 
my  own  eyes  and  watched  the  insidious 
process  of  such  pinkish  trends  that  have 
turned  red  in  central  Europe.  However,  I 
still  have  great  confidence  in  the  American 
voter.  His  love  of  liberty,  his  realization  of 
the  importance  of  free  enterprise  will  pre- 
vent his  being  blinded  by  foreign  hog  wash. 
I also  have  confidence  in  thoughtful  planning 
of  the  American  doctor,  his  county  medical 
society,  his  state  medical  association,  and 
the  American  Medical  Association. 

With  your  personal  and  loyal  support,  your 
ever-increasing  effort  in  serving  your  com- 
munity in  health  and  misfortune,  I am  sure 
the  constructive  plans  and  work  of  the  Ne- 
braska State  Medical  Association  will  go  for- 
ward and  the  embodiment  of  this  well-found- 
ed idea  will  be  realized  in  a profound  im- 
provement of  the  health  and  welfare  of  our 
state  which  will  assure  the  future  progress 
of  medicine. 


THE  AMA’s  HEALTH  PROPOSAL 

The  American  Medical  Association  has  offered 
what  the  Associated  Press  calls  “organized  medi- 
cine’s answer  to  compulsory  health  insurance.”  It 
calls  for  the  creation  of  a new  “Federal  Department 
of  Health,”  headed  by  a doctor  of  medicine  with 
Cabinet  rank.  This  agency  would  be  charged  with 
“co-ordination  and  integration  of  all  Federal  health 
activities”  except  in  the  armed  forces. 

The  program  includes  the  expansion  of  volun- 
tary hospital  and  medical  care  and  “establishment 
in  each  state  of  a medical  care  authority  to  receive 
and  administer  funds.”  The  proposed  department 
would  foster  new  medical  and  hospital  facilities,  in- 
cluding those  for  the  aged  and  chronically  ill; 
stepped-up  medical  and  nursing  education;  medical 
research  and  public  health  education. 

As  outlined,  the  plan  seems  worthy  of  detailed 
study  by  all  concerned.  The  primary  objectivity 
should  be  a determined  effort  to  arrive  at  some 
workable  program  which  will  fill  the  need  for  im- 
proving the  national  medical  setup  without  sub- 
jecting the  Country  to  the  evils  of  socialized  medi- 
cine. 

The  AMA  appears  to  have  taken  a step  toward 
this  end. — From  the  Omaha  World-Herald. 


Individualizing  the  Transfusion" 

B.  C.  RUSSUM,  M.D.,  and  D.  D.  McLEAN,  M.I). 
Omaha,  Nebraska 


To  reduce  transfusion  reactions  in  civilian 
hospital  practice  to  a minimum  two  things 
are  necessary:  1.  Observe  well  known  pre- 

cautions in  securing  and  typing  blood  and  in 
giving  blood  and  plasma.  2.  Individualize 
the  transfusion.  This  paper  deals  with  the 
second  item. 

To  evaluate  the  results  of  a transfusion, 
and  to  understand  any  reaction  that  may  oc- 
cur, it  is  necessary  to  systematically  study 
each  recipient  before,  during  and  after  each 
transfusion.  At  St.  Joseph’s  Hospital  we 
have  prepared  and  are  using  a single  sheet 
for  recording  the  pertinent  clinical  data  in 
such  studies.  The  sheet  becomes  part  of  the 
clinical  record  and  provides  for  preliminary 
information,  a few  technical  instructions,  in- 
tern’s and  nurse’s  observations,  and  direc- 
tions in  case  of  reaction.  A separate  sheet 
is  used  in  the  laboratory  to  record  urine  and 
blood  findings  after  reactions  and  for  a 
statement  of  the  final  evaluation  of  each'  re- 
action. 

To  secure  blood  from  the  blood  bank  the 
intern  fills  in  the  following  data  on  the  upper 
third  of  the  transfusion  record  sheet : 

REQUEST  FOR  TRANSFUSION 

Date 

Recipient Age__  Sex__  Room__  Doctor 

Clinical  Diagnosis Present  T.  P.  R. 

Indication  for  Transfusion  (Encircle)  Anemia,  acute 
or  chronic  Sepsis,  acute  or  chronic  Hypopro- 
teinemia  Preoperative  Operative  P o s t o p. 
Shock  Immune  therapy 

Other  Indications Type  of  Fluid  Desired 

Special  Items  (Encircle)  Recent  fever  or  chills 
Abnormal  urine  Known  kidney  disease  Jaun- 
dice Known  liver  disease  Edema  Known 
heart  disease  Allergy  Previous  transfusions 
Previous  pregnancy  Abortions  Erythroblas- 
tosis 

Elaborate  on  items  encircled 

Careful  inspection  of  the  preliminary  re- 
quest will  lead  to  the  selection  of  the  proper 
fluid  for  the  particular  condition  present, 
while  consideration  of  the  special  items 
should  reveal  contraindications  to  a trans- 
fusion and  accentuate  any  necessary  precau- 
tions. 

The  indications  for  transfusion  are  well 
recognized,  but  the  proper  fluid  for  each  in- 

*From  the  Department  of  Pathology,  the  Creighton  University 
School  of  Medicine,  and  the  Creighton  Memorial  St.  Joseph  s 
Hospital,  Omaha,  Nebr. 
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dication,  as  listed  below,  is  not  so  well  ap- 
preciated : 

Traumatic  hemorrhage,  acute  and  chronic  anemia, 
carbon  monoxide  poisoning,  or  methemoglobinemia 
— whole,  fresh  or  banked  blood. 

Hemophilia,  leucopenia,  thrombocytopenia,  hypo- 
thrombinemia  and  deficiency  of  complement  — fresh 
blood. 

Shock  or  hypoproteinemia  — fresh  liquid,  stored 
liquid,  frozen  or  dried  plasma. 

Immune  therapy  — fresh  liquid,  frozen  or  dried 
plasma,  but  not  stored  plasma. 

Contraindications  to  blood  and  plasma 
transfusions  are  few,  but  should  be  carefully 
observed.  Absolute  contraindications  are 
pulmonary  edema  and  cardiac  decompensa- 
tion. Great  caution  is  indicated  in  pneu- 
monia and  heart  conditions  with  borderline 
compensation. 

Detailed  consideration  should  be  given  to 
the  special  items  in  the  preliminary  data  un- 
der the  following  headings: 

Acute  and  chronic  anemia:  Although 

anemia  is  an  indication  for  transfusion,  in 
the  crisis  of  hemolytic  anemia  unfavorable 
or  dangerous  reactions  have  been  reported 
by  Sharpe(1)  and  others.  Sharpe  stated  that 
transfusion  is  contraindicated  preoperatively 
in  this  condition  and  rarely  necessary  post- 
operatively.  In  patients  with  acute  hemo- 
lytic anemia  more  sensitive  cross-matching 
procedures  than  usual  should  be  carried  out, 
and  all  reactions  should  be  carefully  evalu- 
ated'2).  Anti-Rh  agglutinins  may  develop  in 
Rh — patients  of  this  group  who  have  had 
previous  Rh-}-  transfusions,  so  only  Rh — 
blood  should  be  administered.  In  some  such 
patients  cold  agglutinins  may  be  the  cause 
of  hemolytic  reactions,  so  it  is  advisable  to 
give  blood  to  such  patients  at  room  tempera- 
ture. 

In  pernicious  and  other  chronic  anemias 
death  has  been  recorded  after  too  rapid  or 
too  large  a transfusion<3).  Death  apparently 
was  due  to  distention  of  a heart  already  dam- 
aged by  the  anemia  and  the  reaction  was  due 
to  circulatory  overloading.  To  avoid  such 
strain  one  may  do  a venesection  before  trans- 
fusion and  then  give  an  amount  of  blood 
equal  only  to  that  removed.  An  alternative 
is  to  give  frequent  small  transfusions.  In 
severe  chronic  anemia  of  any  type  a rea- 
sonable rate  is  40  drops  per  minute,  so  that 
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the  giving  of  one  pint  is  spread  over  three 
hours. 

Sepsis,  recent  fever  or  chills : If  fever  ex- 
ists it  is  important  to  have  it  recorded  in  the 
preliminary  data.  Commonly  such  a fever  is 
increased  by  a transfusion.  This  increase  is 
usually  only  a febrile  disturbance  and  often 
is  beneficial ; it  should  not  be  classed  as  an 
undesirable  pyrogenic  reaction  due  to  tech- 
nical errors. 

Emergency:  We  keep  several  pints  of  0 

blood  in  the  bank  for  emergency  use  in  case 
no  time  is  allowed  to  type  the  patient  and 
crossmatch.  Such  blood  must  have  an  anti- A 
and  anti-B  titer  of  less  than  1-200  or  a vial 
of  A and  B specific  substances  must  be  added 
to  a pint  of  blood  before  it  is  given  to  the 
patient.  This  is  done  to  avoid  hemolytic  re- 
actions caused  by  a high  agglutinin  titer  in 
a universal  donor  blood. 

Kidney  disease,  abnormal  urine  findings, 
or  conditions  often  associated  with  lower 
nephron  nephrosis — one  must  distinguish  be- 
tween the  types  of  kidney  lesions  in  consider- 
ing the  benefits  or  dangers  from  transfu- 
sions. In  lipoid  nephrosis  temporary  im- 
provement may  follow  for  two  or  three 
months  after  transfusion  of  fresh  blood.  In 
chronic  nephritis  with  a nephrotic  component 
there  may  be  an  exacerbation  of  renal  symp- 
toms for  a few  days  following  transfusion 
and  then  there  may  be  an  improvement  or  a 
return  to  the  original  condition.  Chuka- 
nova(4)  reports  benefit  in  all  five  cases  of 
acute  nephritis  transfused.  Severe  renal  in- 
sufficiency is  a contraindication  to  trans- 
fusion and  every  precaution  should  be  taken 
to  detect  such  insufficiencies,  especially 
were  lower  nephron  nephrosis  is  apt  to  ex- 
ist*5)— crushing  injuries,  abdominal  opera- 
tions, burns,  sulphonamide  intoxication,  heat 
stroke,  malaria  and  blackwater  fever,  poi- 
sons, hemolytic  anemia,  and  uteroplacental 
damage,  eclampsia,  acute  pancreatitis  or 
shock  from  various  causes.  In  this  group  of 
lower  nephron  nephroses  blood  should  not  be 
given,  or  fresh  blood  should  be  given  in  small 
amounts.  Any  slight  reaction  from  the  trans- 
fusion may  render  the  existing  renal  condi- 
tion more  serious. 

Liver  disease:  If  there  is  a history  of 

previous  or  current  liver  disease,  or  if  jaun- 
dice is  present,  every  effort  should  be  made 
to  avoid  further  damage  to  the  liver.  Only 
fresh  blood  should  be  given  or  blood  should 
be  withheld,  since  a reaction  following  trans- 


fusion sometimes  produces  liver  necrosis. 
Lev*6)  has  noted  evidence  of  liver  damage 
within  48  hours  after  whole  blood  transfu- 
sions and  labeled  this  type  of  reaction  hep- 
atotoxic,  classifying  it  as  idiopathic.  Carl- 
son*7), in  recording  3,388  transfusions  of 
bank  blood,  noticed  three  cases  of  jaundice 
without  other  evidence  of  hemolytic  reaction. 
Possibly  these  were  hepatotoxic  reactions. 

Allergy:  Allergic  reactions  following 
transfusions  are  of  several  kinds:  mild  with 
urticaria,  angioneurotic  edema,  and  eosino- 
philia;  moderately  severe  with  dyspnoea, 
asthmatic  rales  or  involuntary  excretion  of 
urine  and  feces  due  to  widespread  spasm  of 
smooth  muscle ; and  severe,  resembling 
anaphylactic  shock  and  usually  fatal*8).  The 
explanation  of  these  reactions  is  not  always 
clear.  We  are  concerned  here  only  with  their 
avoidance.  The  use  of  only  fasting  donors 
helps  to  avoid  transfer  of  food,  drugs  and 
other  antigens  to  which  a patient  might  be 
sensitive.  Do  not  use  the  same  donor  a sec- 
ond time  for  a patient,  since  the  patient  may 
have  been  sensitized  by  products  in  the  don- 
or’s plasma  by  the  first  transfusion*9).  If  a 
prospective  donor  has  a history  of  a major 
allergy,  reject  him,  since  his  allergy  may  be 
passively  transferred  to  the  recipient  and 
persist  for  several  weeks  or  permanently*10). 
If  a patient  is  known  to  be  allergic,  give 
him  blood  which  has  been  banked  for  more 
than  48  hours,  since  it  has  been  shown  that 
allergens  may  persist  longer  than  that  pe- 
riod'11). In  some  who  have  shown  allergic 
reactions  to  previous  transfusions,  Bena- 
dryl*12) in  50  mg.  oral  or  30  mg.  intravenous 
dosage  has  proven  effective  in  preventing  ad- 
ditional reactions.  Urticaria,  the  most  com- 
mon allergic  reaction,  responds  to  0.3  mg. 
doses  of  epinephrine.  In  some  cases  where 
urticaria  has  caused  the  transfusion  to  be 
discontinued,  it  may  be  advisable  to  return 
the  blood  bottle  to  the  icebox,  wait  24-48 
hours,  and  then  give  the  remainder  of  the 
contents.  The  first  reaction  may  have  de- 
sensitized the  patient  and  there  may  be  no 
repetition  of  the  urticaria.  If  asthma  or  oth- 
er signs  of  severe  reaction  occur,  promptly 
discontinue  the  transfusion  and  give  epine- 
phrine. 

Possible  anti-Rh  antibodies:  To  avoid 

hemolytic  reactions  due  to  anti-Rh  antibodies 
in  the  blood  of  the  recipient  Rh  determina- 
tions are  done  upon  all  donated  bloods  and 
upon  all  patients  prior  to  transfusion  and 
only  Rh-blood  is  given  to  women  who  have 
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had  abortions,  previous  pregnancies  or 
transfusions,  or  erythroblastotic  infants. 

Our  single  sheet  carries  the  following  in- 
structions for  the  intern  giving  the  trans- 
fusion : 

INSTRUCTIONS  FOR  TRANSFUSION 

Each  intern  has  already  been  instructed  in  the 
general  technique  of  intravenous  administration  of 
fluids. 

The  following  points  will  be  helpful:  (1)  Use  18- 

gauge  needle.  (2)  Recommended  rate  10-20  cc.  per 
minute  (150-300  drops).  (3)  Do  not  warm  the 
fluid.  (4)  The  recipient  should  be  attended  during 
the  transfusion.  (5)  Discontinue  the  transfusion  at 
once  if  any  reaction  occurs.  This  may  be  a life-sav- 
ing precaution.  (6)  In  infants  give  10  cc.  per  lb. 
body  weight  by  syringe  method.  Do  not  exceed  200 
cc. 

The  size  of  the  needle  helps  to  prevent 
clotting.  Too  rapid  a rate  may  overdistend 
the  circulatory  channels  and  precipitate  car- 
diac failure.  Warming  the  blood  may  cause 
hemolysis  and  reaction  may  occur.  The  time 
interval  between  removal  of  the  blood  from 
the  bank  icebox  and  the  infusion  permits 
gradual  warming  of  the  blood,  while  the  dilu- 
tion of  the  transfused  blood  by  the  recipi- 
ent’s fluid  warms  it  further.  A most  im- 
portant requirement  is  the  presence  of  a 
nurse  or  doctor  while  the  blood  is  running 
into  the  patient’s  vein ; technical  difficulties 
may  need  correction,  or  the  needle  must  be 
withdrawn  if  signs  of  reaction  develop.  Item 
Xo.  6 concerns  transfusions  in  infants.  Space 
does  not  permit  consideration  of  the  many 
problems  arising  in  this  connection.  The 
subject  is  well  covered  by  Beal<13). 

In  general  instructions  given  the  intern  he 
is  warned  of  the  responsibility  of  air  em- 
bolism as  a complication  of  transfusion. 
Such  a complication  has  resulted  from  in- 
creasing the  pressure  within  the  blood  bottle 
by  using  a syringe <14).  Important  precau- 
tions(15)  are:  (1)  Keep  the  tube  leading 

to  the  recipient’s  vein  filled  with  blood.  (2) 
If  quite  necessary  to  force  blood  under  pres- 
sure have  a responsible  person  in  constant 
attendance,  and  (3)  Release  pressure  when 
the  bottle  is  nearly  empty. 

To  evaluate  the  results  of  a transfusion, 
both  beneficial  or  undesirable,  personal  ob- 
servations by  intern  and  nurse  during  and 
after  the  transfusion  are  essential.  Unless 
recorded  in  each  case,  important  information 
may  be  missing  and,  in  the  case  of  reaction, 
interpretation  is  uncertain.  The  intern  re- 
cords his  observations  in  the  following  man- 
ner: 


INTERN’S  REPORT  OF  TRANSFUSION 

General  condition  before  transfusion  started:  Good 

Fair — Poor T P R 

Recipient’s  blood:  Type Rh 

Fluid  transfused:  1.  Blood  No.__Type__ Rh__Banked 

days.  Fresh 2.  Plasma  No Dried__ 

Frozen — Fresh  liquid__Stored  liquid__.  3.  Other 

fluid 

Time  blood  withdrawn  from  bank 

Transfusion  started , ended 

Amount  given rate  per  minute  (Optimum  150- 

300  drops  per  min.) 

Observations  during  transfusion:  (Encircle)  Bene- 
ficial Life  saving  No  change 
Technical  difficulties 

Reaction:  Mild  Moderate  Severe  Chilliness 

Chills  Fever  Dyspneoa  Cyanosis  Hives 
Back  pain  Chest  pain  Apprehension  Describe 
reaction  in  detail: 

The  nurse’s  observations  are  provided  for 
in  the  following  spaces: 

NURSE’S  OBSERVATIONS  IN  ALL 
TRANSFUSIONS 

General  condition — Before  transfusion  started: 
General  condition — During  transfusion: 

General  condition — At  end  of  transfusion: 

T.P.R.  at  end  of  transfusion ; 1 hr.  later ; 

2 hours  later ; 4 hours  later ; and  at 

4 hr.  intervals  during  next  24  hours 

The  repeated  T.P.R.  observations  are  important  in 
each  case,  since  reactions  may  be  delayed  and  mild. 

The  final  division  of  the  sheet  is  concerned 
with  the  procedure  to  be  followed  if  reaction 
occurs : 

PROCEDURE  IF  REACTION  OCCURS 

1.  Discontinue  transfusion  at  once. 

2.  Send  unused  blood  back  to  laboratory  for  hemo- 
globin inspection. 

3.  Immediately  draw  a sample  of  blood  (10  cc.) 
into  dry  syringe.  Transfer  5 cc.  to  a test  tuDe 
containing  1 cc.  3.8%  sodium  citrate;  transfer 
the  other  5 cc.  into  a test  tube  and  allow  to  clot. 
Send  both  tubes  to  the  laboratory  for  hemo- 
globin, van  den  Bergh  and  icterus  index  de- 
terminations. 

4.  At  2,  4,  8,  16,  24,  48,  72  hrs.  draw  blood  for  van 
den  Bergh,  icterus  index  and  hemoglobinemia. 

5.  Send  to  laboratory  all  specimens  of  urine  voided 
during  next  48  hours. 

Since  reactions  may  be  pyrogenic,  allergic, 
hemolytic,  circulatory,  embolic,  or  idiopathic, 
studies  should  begin  immediately  for  their 
classification.  These  studies  must  follow  a 
planned  pattern,  should  secure  all  necessary 
data  indicating  the  cause  and  effects  of  the 
reaction,  should  determine  whether  or  not 
the  reaction  was  hemolytic,  together  with 
the  presence  and  degree  of  liver  and  kidney 
damage.  The  collection  of  data  should  not 
be  left  until  the  next  day,  when  the  cause  of 
the  reaction  becomes  a matter  of  conjecture. 
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The  laboratory  data  and  evaluation  are 
recorded  in  the  following  sequence: 

LABORATORY  STUDIES 
Urine 

Hours  After  Reaction 
Date 
Amount 
Sp.  Grav. 

Reaction 
Albumin 
Sugar 
Acetone 
Diacetic 
Bile 
Cells 
Casts 
Crystals 
Sediment 
Addit. 

Blood 

Hours  After  Reaction 
At  Once  2 4 8 16  24  48  72 

Hb. 

Van  d.  Bergh 
let.  Index 

Final  Evaluation  of  Reaction:  (Encircle) 

Pyrogenic  Allergic  Hemolytic 

Circulatory  Embolic  Idiopathic 

Additional : 

No  attempt  will  be  made  here  to  exemplify 
all  the  types  of  transfusion  reactions.  Be- 
cause of  the  rarity  of  the  hepatotoxic  type, 

however,  our  one  case  is  here  briefly  re- 

ported : 

R 4922  SJ  2788 — Clinical — 47-yr.-old  white  house- 
wife admitted  because  of  excessive  flow  for  4 weeks. 
Examination  indicated  uterine  fibroids.  The  blood 
hemoglobin  was  64%  and  the  red  blood  count  3,250,- 

000.  The  white  blood  count  was  8,700,  with  79% 
neutrophiles.  The  temperature  was  98.6,  the  pulse 
72,  respirations  20.  The  blood  pressure  was  110/60. 
The  urine  was  normal.  A preoperative  transfusion 
of  500  cc.  banked  blood  was  given  over  a 1%  hr. 
period.  Thirty  minutes  after  the  transfusion  was 
completed  a chill  developed  and  15  min.  later  the 
temperature  was  105.8.  The  pulse  was  120  and 
the  respirations  were  24.  She  became  confused  and 
mild  restraints  were  necessary.  Five  hours  later 
the  pulse  and  temperature  decreased  and  she  was 
resting  well.  The  next  morning  the  urine  was  nor- 
mal. She  appeared  to  be  improving,  but  suddenly 
the  pulse  became  thready  and  she  expired  15  hours 
after  the  transfusion. 

Pathological — At  autopsy  the  following  Anatomic 
Diagnosis  was  made:  Acute  hepatitis,  myocarditis, 

nephrosis  and  splenic  hyperplasia.  Fibromyomata 
uteri.  Atherosclerosis  aortae,  Grade  I. 

The  liver  extended  6 cm.  below  the  costal  margin 
and  was  mottled  yellow-brown.  On  section  there 
were  scattered  small  areas  of  yellow  on  a light 
brown  background.  The  organ  was  soft  and  the  cut 
edges  did  not  evert.  The  duct  system  was  not  di- 
lated. The  gall  bladder  was  unchanged. 


In  the  myocardium  there  were  small  areas  of  yel- 
low-brown discoloration.  All  chambers  and  valves 
appeared  within  normal  limits. 

Microscopic — “There  is  widespread  necrosis  in  the 
liver,  principally  central  but  also  focal  in  distribu- 
tion. In  the  central  portions  of  numerous  lobules 
there  is  disintegration  of  many  parenchymal  cells, 
while  many  others  have  pyknotic  nuclei.  Many 
polymorphonuclear  leucocytes  are  grouped  around 
these  necrotic  cells  and  in  the  adjacent  sinusoids. 
There  are  numerous  red  blood  cells  in  the  central 
sinusoids  and  there  is  considerable  bile  pigment  in 
many  of  the  parenchymal  cells  about  these  sinus- 
oids. In  the  periportal  canals  there  are  a few  polys 
and  some  few  monos.  In  the  myocardium  there 
are  distintegrating  muscle  fibers  with  numbers  of 
neutrophiles  and  monocytes  about  these  damaged 
fibers.  There  are  granular  degenerative  changes 
in  the  proximal  kidney  tubules.” 

Postmortem  Laboratory  Examinations:  NPN  48.5 
mg.  Icteric  Index  5 units.  Volume  of  packed  cells 
34  cc.  Urinalysis — No  albumin,  bile,  sugar,  blood, 
hemoglobin  or  casts.  Many  epithelia  and  pus  cells. 
Recheck  of  blood — no  incompatibility  between  bloods 
of  donor  and  deceased. 

SUMMARY 

1.  Transfusions  should  be  individualized. 

2.  Detailed  consideration  should  be  given 
to  the  choice  of  the  transfusion  fluid,  contra- 
indications, the  presence  of  anemic,  sepsis, 
kidney  or  liver  disease,  allergy,  and  the  pos- 
sible presence  of  anti-Rh  antibodies. 

3.  There  is  described  a form  for  collect- 
ing pertinent  data  before,  during  and  after 
each  transfusion  of  whole  blood  or  plasma. 

4.  Before,  during  and  after  each  transfu- 
sion observations  should  be  recorded  by  in- 
tern and  nurse.  A doctor  or  nurse  should  be 
present  during  the  entire  transfusion  proc- 
ess. 

5.  An  outline  is  given  for  the  procedure 
to  be  followed  in  case  of  reaction.  This  pro- 
cedure requires  the  cooperation  of  clinician 
and  pathologist  and  should  lead  to  proper 
evaluation  of  the  reaction. 

6.  Clinical  and  pathological  findings  in 
one  death  from  hepatotoxic  reaction  follow- 
ing transfusion  are  recorded. 
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Fluorescent  Light  Compared  With 
Incandescent  Light" 

H.  O.  PAULSON,  M.D. 

Lincoln,  Nebr. 


Artificial  light  is  of  importance  to  all  of 
us  here  because  of  its  effect  on  the  working 
efficiency  and  symptoms  of  our  patients. 
The  fluorescent  light  is  the  newest  form  of 
light  commercially  available  to  the  general 
population.  Because  of  the  newness  of  this 
type  of  lighting,  one  hears  many  pro  and 
con  statements  for  its  use.  Many  phases 
must  be  taken  into  consideration. 

I am  going  to  discuss  the  quality  of  the 
light  produced  by  the  fluorescent  tube  to 
that  produced  by  the  incandescent  bulb. 
The  other  factors  of  efficiency  and  mechan- 
ical installations  are  not  to  be  considered. 

The  incandescent  bulb  produces  its  light 
by  the  passage  of  electricity  through  a wire 
or  filament.  This  filament  is  of  such  a small 
size  that  it  offers  a large  amount  of  resist- 
ance proportional  to  the  amount  of  electrons 
passing  through  it.  The  resistance  causes 
the  temperature  of  the  wire  to  become  ele- 
vated to  a degree  that  emits  electronic  wave 
lengths  in  the  visible  spectrum. 

The  fluorescent  tube  is  a modification  of 
the  low-pressure  mercury  discharge  tube. 
Essentially,  the  lamp  consists  of  a long  cyl- 
inder glass  tube  with  an  electrode  at  each 
end.  The  current  passes  between  the  two 
electrodes  through  the  mercury  vapor  within 
the  tube.  This  “arc”  converts  2%  of  its  out- 

♦Read  before  Omaha  and  Council  Bluffs  Ophthalmological 
and  Otolaryngological  Society,  January,  1949. 


put  energy  in  the  visible  spectrum;  55%  in 
the  ultraviolet  band,  mainly  at  2537  Ang- 
troms;  and  43%  in  the  lower  wave  length 
of  heat.  The  tube  is  lined  with  various 
types  and  mixtures  of  phosphors.  These 
phosphores  are  excited  by  the  ultraviolet 
and  re-emit  the  energy  in  the  form  of  visual 
radiation.  The  various  spectral  colors  de- 
pend upon  the  type  of  phosphors  used  in  the 
inner  lining  of  the  tube. 

Electrical  energy  for  commercial  purposes 
is  practically  entirely  alternating  current  of 
either  fifty  or  sixty  cycles  per  second.  These 
pulsations  are  manifest  in  all  routine  forms 
of  illumination,  causing  a flicker  or  strob- 
oscopic effect. 

The  incandescent  filament  is  the  hottest 
at  the  peak  of  each  cycle,  with  corresponding 
peak  in  the  light  output.  At  the  midpoint 
of  the  cycles,  the  filament  has  cooled,  and 
emits  less  light.  As  shown  in  Fig.  1,  the 
deviation  from  the  midpoint  of  the  light  out- 
put for  a 40  watt  filament  lamp  is  13  per- 
cent, and  that  of  100  watt  lamps  is  5 percent. 
These  figures  are  for  a 60  cycle  current. 
This  flicker  has  two  troughs  per  cycle,  or 
120  minimum  or  maximum  points  per  sec- 
ond. Because  of  the  after-image  effect  of 
the  retina,  these  fluctuations  are  minimized 
so  as  not  to  be  perceived  by  the  optical 
centers.  Thus,  for  practical  purposes,  the 
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incandescent  filament  emits  a uniform  and 
even  light. 


value  in  the  realm  of  artificial  illumination 
as  the  filament  lamp. 


The  fluorescent  tube  has  a similar  rate  of 
change  in  the  level  of  illumination.  How- 
ever, the  fluctuation  is  55  percent  from  the 
midpoints,  as  shown  in  Fig.  2.  This  amount 
of  fluctuation  can  be  perceived  by  the  eye 
when  rapidly  moving  machinery  or  objects 
are  being  observed. 

This  is  the  stroboscopic  effect  utilized 
many  places  in  industry.  This  fluctuation 
is  one  of  relative  lightness,  not  one  of  light 
and  dark. 

The  most  common  phenomenon  of  flicker 
is  that  of  the  motion  pictures.  The  commer- 
cial projectors  run  at  the  rate  of  24  frames 
a second — 24  distinct  pictures  with  24  def- 


Figure  1 

inite  total  dark  intervals  presented  to  the 
eye  each  second.  Because  of  the  after-image 
in  the  eye,  the  totally  dark  intervals  are  ob- 
literated and  bridged  over;  the  24  separate 
pictures  are  blended  together  into  one  uni- 
form retinal  pattern  or  motion.  Assuming, 
all  conditions  to  be  ideal,  this  amount  of 
flicker — 24  pulsations  per  second — gives  the 
eye  no  difficulty  in  seeing,  and  does  no  harm 
to  the  eye.  This  flicker  of  the  motion  pic- 
tures is  accepted  by  the  general  public ; how- 
ever, this  same  phenomenon  is  a pooular 
criticism  of  the  fluorescent  tube.  The  fluo- 
rescent fluctuations  is  of  an  amplitude  of  55 
percent  rather  than  100  percent.  At  the 
same  time,  as  shown  on  Fig.  2,  the  number 
of  fluctuations  is  120  per  second.  The  ra- 
pidity of  the  pulsations  actually  results  in 
a continuous  perceived  level  of  illumination. 
Thus  the  fluorescent  tube  is  of  as  much 


As  mentioned  above,  only  in  those  in- 
dustries involving  rapidly  moving  machin- 
ery, is  the  fluorescent  tube  a handicap  by  its 
stroboscopic  effect.  This  defect  is  remedied 


Figure  2 

by  connecting  two  tubes  parallel,  one  being 
caused  to  lag  by  a choke,  or  by  connecting 
various  tubes  in  the  set-up  to  each  of  the 
three  phases  of  the  electrical  current.  The 
overlapping  effect  is  shown  in  the  lower  por- 
tion of  Fig.  3,  the  resultant  flicker  deviation 
is  only  5 percent,  as  shown  in  the  top  of 
Fig.  3.  This  later  form  of  installation  gives 
the  same  small  amount  of  flicker  as  found  in 
a 100  watt  filament  lamp. 

Thus,  it  has  been  shown  that  flicker  is 
found  in  both  incandescent  and  fluorescent 
forms  of  illumination ; that  for  practical  pur- 
poses, both  methods  of  lighting  give  a per- 
ceivably  continuous  light;  and  that  where 
a stroboscopic  effect  is  undesirable,  that  the 
installation  of  the  fluorescent  tubes  can  min- 
imize this  phenomenon  so  as  to  become  a 
practical  form  of  illumination  under  all  con- 
ditions. 

The  second  point  of  comparison  is  the 
spectral  quality  of  light  emitted  by  each 
form  of  illumination. 

The  incandescent  bulb  emits  a very  small 
amount  of  energy  in  the  ultraviolet  range, 
and  the  amount  gradually  increases  through 
the  visible  spectrum  on  up  into  the  infrared 
range.  The  amount  of  energy  in  each  color 
of  the  visible  spectrum  is  shown  in  Fig.  4. 
Thus  it  may  be  seen  that  this  bulb  is  high 
in  the  yellow  range,  and  very  high  in  the 
red  range. 
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The  fluorescent  tube  also  emits  outside 
the  tube  a correspondingly  small  amount  of 
energy  in  the  ultraviolet  range.  Like  the 
energy  from  the  incandescent,  the  ultra- 
violet rays  are  in  the  long-wave  range,  and 
are  harmless.  The  visible  spectrum  has  an 
irregular  curve,  and  is  affected  by  the  vari- 
ous phosphors  inside  the  tube.  Fig.  5 shows 
this  spectral  curve  for  a “daylight”  fluores- 
cent tube.  This  spectral  curve  corresponds 


STROBOSCOPIC  EFFECT  (FLICKER)  FOR 
FLUORESCENT  3 -LAMP,  3- PHASE  CIRCUIT 


Figure  3 

more  exactly  to  the  midnoon  June  sunlight 
than  any  other  form  of  commercial  illumina- 
tion. Fig.  6 shows  the  spectral  curve  a “soft- 
white”  tube.  Again,  it  will  be  noted  that 
the  red  end  of  the  curve  is  low,  and  thus 
closely  resembles  the  curve  of  natural  sun- 
light illumination. 

One  of  the  criticisms  of  the  fluorescent 
tube  is  that  it  emits  ultraviolet  light  and 
is  thus  harmful  to  the  eyes.  However,  this 
is  not  a valid  condemnation  since  the  amount 
of  ultraviolet  is  the  same  in  a comparable 
incandescent  bulb.  Neither  form  of  illumina- 
tion is  harmful  from  this  standpoint,  since 
the  radiations  are  in  the  long-wave  ultra- 
violet range,  and  thus  harmless  to  the  body 
tissues. 


cent  is  high  in  the  red  region,  while  the 
fluorescent  is  low  in  the  red  region,  and  thus 
more  nearly  approaches  sunlight.  Actually 


Spectral  Energy 
Incandescent  Filament 

Figure  4 


the  complaint  is  that  here  is  something  un- 
familiar. It  can  readily  be  seen  by  the  spec- 
tral curves,  that  the  fluorescent  tube  emits 
a much  more  desirable  type  of  light. 

The  distribution  of  the  light  flux  from  a 
bare  incandescent  bulb  is  a circle  in  all  direc- 
tions except  at  the  base.  It  has  all  of  its 


Fluorescent  - Daylight  Tube 

Figure  5 


energy  concentrated  at  a point-source.  The 
only  break  in  the  light  flux  is  at  the  base 
of  the  bulb. 


Many  complaints  are  heard  regarding  the 
light  emitted  by  the  fluorescent  tube.  A 
study  of  the  three  graphs  presented  illus- 
trate the  real  difficulty — that  the  incandes- 


The fluorescent  tube  has  a circle  light  flux 
at  right  angles  of  the  tube.  However,  paral- 
lel to  the  tube,  the  flux  is  zero  at  each  end 
of  the  tube.  The  main  difference  is  that 
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the  fluorescent  tube  is  a continuous-line 
source  of  light. 

The  light  flux  is  thus  approximately  the 
same  for  each  form  of  illumination,  except 
that  the  tube  has  two  zero  points  instead  of 
one.  These  zero  points  are  taken  into  con- 
sideration in  the  type  of  luminaire  used  and 
its  installation  in  all  conditions  using  proper 
lighting. 

Many  complaints  of  fluorescent  lighting 
are  due  to  the  mode  of  lighting  and  not  the 
kind  of  lighting.  If  the  mode  were  the  same 


Spectral  Energy 
F ' tj&REsceNT  - Mute  Tube 


Figure  6 


with  all  kinds  of  illumination,  the  complaints 
of  the  patients  would  be  the  same.  The  most 
frequent  abuse  of  illuminating  principals  is 
that  of  glare. 


Since  the  incandescent  bulb  is  a point- 
source  of  light,  it  is  difficult  for  the  eye  to 
either  look  directly  at  or  close  to  the  bulb. 
Therefore,  it  was  very  early  established  that 
the  bulb  should  be  covered  by  some  form  of 
luminaire.  Thus  the  light  could  be  directed 
where  it  is  desired  and  the  direct  glare  into 
the  eye  is  avoided. 


The  fluorescent  tube  is  a continuous-line 
source  of  light.  It  is  relatively  easy  for  the 
eye  to  gaze  at  one  point  of  the  tube,  since 
the  energy  from  this  point  is  small  in  com- 
parison to  the  total  amount  emitted  by  the 
tube. 


Because  of  this,  most  early  installa- 
tions, as  well  as  many  present  ones,  have 
been  made  with  no  control  or  little  control 
over  the  light  flux  by  luminaires.  The  lu- 
minaires for  fluorescent  tubes  are  now  ad- 


vanced so  as  to  give  better  control  over  the 
light.  Examples  of  the  light  flux  from  ac- 
cepetable  incandescent  and  fluorescent  lu- 
minaires are  shown  in  Fig.  7'. 

In  general,  glare  is  a waste  of  electrical 
energy  and  human  energy  regardless  of  the 
source.  Any  bright  source  of  illumination 
within  a 17  degree  line  from  the  visual  axis 
constitutes  a glare.  An  illumination  within 
this  range  providing  five  foot-candles  of  il- 
lumination to  both  the  task  and  to  the  eye 
will  produce  as  much  eye  fatigue  as  one  foot- 
candle  to  the  work  with  no  glare.  This  rep- 
resents an  80  per  cent  waste  of  illumination. 

Direct  glare  is  the  most  common  fault  of 
any  form  of  illumination.  When  incandes- 
cent lights  were  introduced,  this  was  the 
main  source  of  criticism.  Likewise,  it  is  the 


Figure  7 

glare  from  unshielded  fluorescent  tubes  that 
lead  to  the  many  present  complaints  against 
this  lighting. 

This  fault  was  seen  in  many  of  the  large 
industrial  plants  during  the  last  war,  the 
Omaha  Martin  Bomber  Plant  being  one.  In 
these  plants,  a large  room  was  illuminated 
by  many  unshielded  fluorescent  tubes.  The 
difficulty  was  actually  not  one  of  over- 
illumination or  type  of  light,  but  rather  that 
a worker  at  one  end  of  the  huge  room  had 
to  face,  across  the  room,  numerous  light 
sources  constituting  a direct  glare. 

Indirect  glare  is  also  an  important  illumin- 
ation problem.  It  likewise  needs  to  be  elim- 
inated from  any  form  of  illumination.  This 
glare  from  the  working  area,  however,  is 
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easily  recognized  directly  as  a fault  of  the 
control  of  the  light  and  in  no  way  related 
to  the  type  of  light. 

Very  closely  related  to  the  problem  of 
glare  is  the  problem  of  brightness  contrast. 
Here  the  reverse  situation  prevails — the  work 
area  is  brighter  than  the  surrounding  areas. 
Again,  this  problem  is  common  to  all  forms 
of  illumination  and  not  confined  to  fluores- 


CONTRAST  SENSITIVITY  VS. 

BACKGROUND  BRIGHTNESS 

Figure  8 

cent  lighting.  However,  successful  fluores- 
cent installation  must  be  correlated  to  the 
paint  scheme  of  the  surroundings  so  that 
the  brightness  contrast  lies  in  the  central 
portion  of  the  graph  in  Fig.  8.  To  increase 
the  relative  illumination  toward  the  upper  end 
of  the  chart  is  not  economical  since  at  this 
end  the  relative  increase  in  efficiency  is 
very  small  relative  to  the  marked  increase 
of  illumination  required. 


The  physical  properties  of  the  light  from 
the  fluorescent  tube  make  this  type  of  light 
actually  the  preferrable  source  of  illumina- 
tion over  the  incandescent  light.  The  first 
advantage  is  the  spectral  quality.  As  seen 
in  Fig.  5,  the  spectral  curve  is  the  closest 
approach  in  June  mid-noon  sunlight  avail- 
able in  commercial  illumination. 

The  second  advantage  is  that  the  fluores- 
cent tube  is  a relatively  cold  source  of  light. 
The  amount  of  irradiated  heat  is  so  low  that 
one’s  hand  may  be  placed  on  a tube  after  the 
tube  has  burned  for  a long  period  of  time.  In 
many  situations  find  this  lack  of  heat  is  de- 
cidedly advantageous. 

The  third  advantage  is  that  the  tube  emits 
a line  source  of  illumination.  In  general 
lighting,  either  home  or  commercial,  this 
eliminates  a point  source  of  light  and  thus 
softens  various  shadows.  It  also  decreases 
the  glare  in  unshielded  fixtures  since  the 
light  comes  from  a line  area,  not  a point. 

SUMMARY 

It  has  been  shown  that  the  criticisms  of 
fluorescent  lighting  is  unfounded,  except  for 
special  situations  such  as  flicker,  and  that 
this  may  easily  be  overcome  where  strob- 
oscopic effect  is  noticeable. 

The  spectral  quality  of  the  fluorescent 
tube  actually  is  the  better  light. 

The  faults  of  fluorescent  lighting  are  ac- 
tually faults  of  glare  and  brightness-contrast 
which  is  a problem  of  any  form  of  illumina- 
tion. 
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RADIOLOGISTS  URGE  CLOSER  LOOKOUT  FOR 
RARE’  DISEASE  OF  STOMACH 

Radiologists  are  urged  to  be  on  a closer  lookout 
for  primary  Hodgkin’s  disease  of  the  stomach  which 
medical  literature  shows  is  rarely  diagnosed. 

Only  23  cases  have  been  reported  to  date  and  two 
Louisville  physicians — Everett  L.  Pirkey  and  Sava 
M.  Roberts — believe  that  many  cases  of  Hodgkin’s 
disease  of  the  stomach  are  diagnosed  radiologically 
as  extensive  infiltrating  cancer. 

“In  the  absence  of  operation  and  autopsy,”  the 
authors  state  in  the  January  issue  of  RADIOLOGY, 
“the  true  condition  remains  undiscovered.” 

Of  the  total  cases  reported,  approximately  16 
were  treated  surgically  with  favorable  results. 

“This  indicates,”  the  writers  conclude,  “that  if 
this  disease  can  be  diagnosed  with  the  aid  of  x-rays, 
it  should  call  for  immediate  extensive  surgery.  In 


other  words,  the  presence  of  a very  extensive  lesion 
of  the  stomach,  in  some  cases  involving  almost  the 
entire  organ,  should  not  be  a deterrent  to  radical 
surgery,  in  spite  of  the  usual  hopeless  prognosis 
of  extensive  gastric  cancer. 

“In  Hodgkin’s  disease,  there  is  an  involvement 
of  the  lymph  nodes  in  which  one  or  more  of  them 
are  enlarged;  something  of  the  nature  of  cancer 
in  which  the  masses  grow  at  the  expense  of  the  rest 
of  the  body,  finally  causing  weakness,  anemia, 
loss  of  weight  and  other  symptoms  from  the  pres- 
sure of  the  enlarged  glands  on  other  structures.” 

The  two  Louisville  radiologists  believe  that  cases 
of  Hodgkin’s  disease  in  the  stomach  seen  from  time 
to  time  are  “diagnosed  radiologically  as  cancer, 
with  a hopeless  prognosis,  and  the  patients  are 
sent  home  to  die.  As  a result  autopsies  are  not 
performed  so  that  the  true  condition  is  never  ascer- 
tained.” 


Beryllium  Poisoning 

Its  Increasing  Clinical  Importance  and  a Report  of  a Case 
of  Pulmonary  Granulomatosis  Due  to  Beryllium 

F.  LOWELL  DUNN,  M.D.,  and  PEYTON  T.  PBATT,  M.D. 
Omaha,  Nebraska 


The  clinical  syndrome  recognized  as  pul- 
monary granulomatosis  due  to  beryllium  is 
relatively  new.  This  element  was  not  used 
industrially  in  this  country  in  any  large 
quantities  until  early  in  the  last  war.  The 
disease  was  first  diagnosed  correctly  in  1943. 
With  the  widespread  use  of  this  material  the 
number  of  cases  will  undoubtedly  increase  in 
frequency  in  all  sections  of  the  country. 

Beryllium  or  glucinum  is  a rare  metallic  element 
always  occurring  in  combination.  Its  atomic  num- 
ber is  4;  its  atomic  weight  is  9.02.  It  belongs  to 
the  calcium,  magnesium,  and  barium  group  in  the 
periodic  system  of  elements.  It  occurs  naturally 
as  beryl,  a silicate  of  beryllium  and  aluminum.  The 
chief  use  of  beryl  prior  to  1939  was  as  a precious 
metal,  for  the  clear  beryl  crystals  occur  as  emerald 
and  acquamarine.  About  that  time  its  importance 
in  the  alloy  field  was  recognized  because  of  the 
hardness  and  high  melting  point  of  some  of  its  al- 
loys. It  is  now  widely  used  as  a phosphor  in  the 
fluorescent  lamp  industry — being  applied  as  a pow- 
dery coating  to  the  inner  side  of  the  fluorescent 
tube. 

Opportunity  for  exposure  to  beryllium  and 
its  compounds  occurs  in  the  beryl  mines,  in 
plants  where  beryllium  is  extracted,  in  met- 
allurgical plants,  and  in  the  fluorescent  light 
industry.  Other  possible  sources  of  expo- 
sure are  in  the  radio  tube  industry,  chemical 
and  pharmaceutical  plants,  and  atomic  en- 
ergy research,  and  now  in  the  home  as  beryl- 
lium ulcers  from  cuts  from  broken  fluores- 
cent lights. 

The  recognition  of  the  clinical  entity  pro- 
duced by  beryllium  was  first  made  in  this 
CQuntry  by  Van  Ordstrand(1),  et  al,  in  1943. 
He  described  three  cases  which  he  called 
chemical  pneumonitis  from  an  industry  ex- 
tracting beryllium  oxide  from  beryl.  Previ- 
ous to  this  there  had  been  a few  foreign  re- 
ports of  cases  of  pneumonitis  involving 
beryllium;  however  the  fluoride  portion  of 
beryllium  oxyfluoride  was  blamed*2-  3).  Fair- 
hall*4),  et  al,  in  1943,  stated  that  the  com- 

1.  VanOrdstrand,  H.  S.  ; Hughes.  Robert,  and  Carmody, 
Morris  G.  : Chemical  Pneumonia  in  Workers  Extracting  Beryl- 
lium Oxide.  Cleveland  Clinic  Quarterly,  10 :10-18,  January, 
1943. 

2.  Gelman,  I.  : Beryllium  Occupation  and  Health  Supple- 

ment, International  Labor  Office,  Geneva,  January,  1938.  Cited 
from  reference  1. 

3.  Berkovits,  M.,  and  Izrael,  B.  : Changes  in  the  Lungs 

Caused  by  Beryllium  Oxyfluoride  Intoxication.  Cited  from 
reference  7. 

4.  Hyslop,  F.  ; Palmer,  E.  D.  ; Alford,  W.  C.  ; Monaco, 
A.  R.,  and  Fairhall,  L.  T. : The  Toxicology  of  Beryllium.  Natl. 
Inst,  of  Health  Bull.,  No.  181,  U.  S.  Public  Health  Service, 
1943. 


pounds  of  beryllium  are  toxic  and  not  the 
beryllium  itself.  Shilen<5),  in  1944,  report- 
ed more  cases  similar  to  Van  Ordstrand  in 
plants  extracting  beryllium  oxide.  Kress  and 
Crispell(6),  in  1944,  reported  an  atypical 
pneumonitis  in  men  working  in  the  fluor- 
escent light  industry.  Hardy  and  Taber- 
shaw(7),  in  1946,  reported  17  cases  occurring 
in  the  fluorescent  lamp  industry  in  which  the 
pneumonitis  was  delayed  in  appearing.  Hig- 
gins*8), ip  1947,  reported  35  similar  cases 
which  he  called  pulmonary  sarcoidosis  or 
granuloma.  Van  Ordstrand*9),  in  1945,  made 
a more  complete  report  of  the  acute  type  of 
toxic  manifestations  including  the  skin  ulcer- 
ations following  abrasion  of  the  skin  with 
materials  containing  beryllium.  There  have 
been  several  reports*10-  n- 12>  lately  of  similar 
cases  as  well  as  elaboration  of  the  cases  pre- 
viously described. 

Fabroni*13),  in  1935,  placed  beryllium  car- 
bonate dust  into  the  trachea  of  guinea  pigs 
and  produced  a lung  lesion  which  he  called 
“berylliosis.”  Caccuri(14),  in  1940,  in  animal 
experiments  produced  liver  and  kidney  dam- 
age with  beryllium  oxide,  carbonate,  and  ni- 
trate, the  latter  being  the  most  toxic. 

Volter(15),  in  1940,  using  beryllium  fluor- 
ide and  beryllium  chloride  demonstrated  in 
vitro  that  they  would  denature  cell  proto- 
plasm. In  animals  the  same  substances 
produced  paralysis  of  the  central  nervous 
system  and,  in  higher  forms  of  life,  death 

5.  Shilen.  Joseph;  Galloway.  A.  E..  and  Mellor,  J.  F..  Jr.: 
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Pneumonitis  Occurring  in  Workers  Exposed  to  Beryllium 
Compounds.  Journal  of  Ind.  Hyg.  and  Toxicology,  28:197-211, 
September,  1946. 
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and  Carmody,  M.  G. : Beryllium  Poisoning.  J.A.M.A.,  129:1084, 
1945. 

10.  Wilson.  S.  A.  : Delayed  Chemical  Pneumonitis  or  Diffuse 
Granulomatosis  of  the  Lung  Due  to  Beryllium.  Radiology, 
50:770-779,  June,  1948. 

11.  Pascucci,  L.  M. : Pulmonary  Disease  in  Workers  Ex- 
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resulted,  he  states,  from  paralysis  of  the 
respiratory  center.  Beryllium  fluoride  was 
the  most  toxic. 

Gardner,  about  1946,  produced  osteogenic 
sarcoma  by  venous  and  tracheal  administra- 
tion to  rabbits  of  the  phosphor  used  in  the 
fluorescent  lamp  industry. 

Policard(lfi),  in  1948,  produced  some  very 
definite  results  in  animals.  Using  beryllium 
sodium  fluoride  dust  he  produced  severe  pul- 
monary edema,  with  death  following  within 
24  hours.  With  beryllium  oxide  the  change 
was  that  of  hyperplasia  of  the  mesenchyme 
of  the  lungs.  This  was  manifest  in  three 
ways:  (1)  a histiocytic  pneumonia,  (2)  gran- 
ulomatous nodules  with  giant  cells,  (3)  and 
cellular  thickening  of  the  alveolar  walls. 
Metallic  beryllium  and  beryl  did  not  produce 
these  changes. 

Although  clinically  the  inhalation  form  of 
the  disease  is  essentially  pulmonary,  the 
pathology  does  involve  other  organs.  These 
are  the  skin,  liver,  hilar  lymph  nodes,  and 
kidney,  as  well  as  the  lung.  The  basic  lesion 
seen  in  all  is  a granuloma  made  up  of  a few 
epithelioid  cells,  fibroblasts,  lymphocytes, 
plasma  cells,  and  a fewr  giant  cells  of  the  for- 
eign body  type.  As  the  nodule  increases  in 
size  it  may  become  necrotic  in  the  center.  It 
is  this  necrosis  w'hich  distinguishes  it  from 
Boeck’s  sarcoid.  This  tissue  reaction  is  ap- 
parently produced  by  the  presence  of  small 
particles  of  the  beryllium  compounds. 
Agate(17)  in  October,  1948,  demonstrated  by 
ultraviolet  microscopy  the  presence  of  flu- 
orescent particles,  probably  beryllium  oxide, 
in  the  small  nodules  in  the  liver  of  a patient 
whose  lung  lesions  were  produced  by  inhala- 
tion. There  were  no  comparable  particles 
in  normal  livers. 

Clinically  berryllium  poisoning  manifests 
itself  in  several  ways.  These  are:  (1)  a con- 
tact dermatitis,  (2)  beryllium  ulcer  of  the 
skin,  (3)  nasopharyngitis,  (4)  tracheobron- 
chitis, (5)  chemical  pneumonitis,  and  (6)  pul- 
monary granulomatosis.  Although  the  name 
for  the  disease  varies  from  author  to  author, 
these  appear  to  be  the  most  commonly  used. 
As  the  case  to  be  presented  is  one  of  pul- 
monary granulomatosis,  the  other  types  will 
be  disposed  of  with  a short  description  of 
the  clinical  picture. 

The  contact  dermatitis  which  may  be  the 
first  sign  of  toxicity,  is  an  edematous,  papu- 
le. Policard,  A.:  Diseases  of  the  Lungs.  Lancet,  2:506, 

1948. 

17.  Agate.  J.  N. : Delayed  Pneumonitis  in  a Beryllium 

Worker.  Lancet,  2:530-533,  1948. 


lovesicular  erruption  over  the  exposed  sur- 
faces of  the  body.  At  times  there  is  a great 
deal  of  weeping,  and  the  itching  is  intense. 
Some  patients  have  a sensation  of  burning. 

The  beryllium  ulcer  of  the  skin  develops 
following  an  abrasion  or  contusion  of  the 
skin  in  which  a beryllium  crystal  has  been 
deposited.  This  may  occur  in  the  industrial 
plants,  or  from  broken  fragments  of  fluores- 
cent lamps  in  the  home.  The  initial  lesion  is 
a small  indurated  papule  surrounded  by  a 
zone  of  erythema.  This  may  progress  to 
ulceration.  This  granulomatous  ulcer  will 
not  heal  until  the  beryllium  particle  is  re- 
moved surgically  or  is  extruded  from  the 
necrotic  center. 

The  nasopharyngitis  is  characterized  by 
soreness  of  the  nose  and  throat  with  mild 
epistaxis,  occasional  metallic  taste,  and  no 
cough.  This  clears  up  promptly  when  the 
patient  avoids  exposure. 

The  tracheobronchitis  is  characterized 
chiefly  by  a nonproductive  cough,  rales  in 
the  lungs  and  a normal  roentgenogram.  It 
is  interesting  that  although  the  lung  fields 
are  essentially  normal,  there  is  a definite  re- 
duction in  the  patients  vital  capacity,  rarely 
to  as  much  as  thirty  percent  of  the  normal. 
The  treatment  is  symptomatic  and  includes 
the  removal  of  the  patient  from  exposure. 

The  acute  chemical  pneumonitis  was  first 
described  by  Van  Ordstrand(1),  in  1943,  and 
again  in  1945(9).  Agate(17),  in  England,  com- 
mented on  the  fact  that  most  of  the  acute 
cases  came  from  the  plants  where  beryllium 
was  extracted,  while  the  delayed  cases  were 
most  common  in  the  fluorescent  light  indus- 
try. 

Van  Ordstrand(9)  reports  38  cases.  The 
duration  of  exposure  varies  from  weeks  to 
years  before  evidence  of  the  disease  becomes 
apparent.  The  type  of  work  the  patient  does 
in  the  plant  varies  also.  The  first  three 
symptoms  and  the  most  important,  are  (1) 
non-productive  cough,  (2)  weakness,  and 
(3)  dyspnea  on  exertion.  Frequently  the  pa- 
tient will  have  burning  substernal  pain,  ano- 
rexia, and  an  abnormal  taste.  The  cough 
may  become  productive  of  a small  amount 
of  mucoid  material  and  may  contain  blood. 
The  dyspnea  is  severe  and  in  some  cases 
is  not  relieved  by  bed  rest.  There  may  be 
marked  cyanosis  and  the  vital  capacity  may 
be  reduced  to  below  50  percent  of  normal. 
This  is  out  of  proportion  to  the  x-ray 
changes  in  the  lung.  The  weakness  and  ano- 
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rexia  continue  and  weight  loss  occurs  in 
every  case. 

The  physical  findings  are  as  expected,  an 
increased  respiratory  rate,  slight  elevation 
of  temperature,  rapid  pulse,  rales  in  both 
lungs  and  reduced  vital  capacity. 

The  laboratory  changes  are  minimal  ex- 
cept for  the  x-ray  findings.  The  sedimenta- 
tion rate  and  complete  blood  count  usually 
are  normal,  as  are  the  chemical  studies  of 
the  blood.  The  roentgenological  changes 
usually  appear  two  to  three  weeks  after 
the  onset  of  symptoms.  The  changes  are 
bilateral  and  diffuse  and  vary  with  the 
severity  of  the  disease.  The  changes  are 
progressive  with  development  first  of  dif- 
fuse haziness  of  both  lungs.  This  changes 
to  soft  irregular  areas  of  infiltration  with 
prominent  peri-bronchial  markings,  then 
these  areas  clear  some  and  become  discrete 
nodules.  Finally  there  is  complete  clearing 
of  both  lung  fields  in  one  to  four  months,  un- 
less the  disease  is  progressive  and  the  pa- 
tient dies.  This  occurred  in  5 of  38  cases. 
In  general,  the  prognosis  in  the  acute  cases 
is  fairly  good.  The  antibiotics  apparently 
have  no  effect.  Bed  rest  and  oxygen  are 
the  most  important  therapeutic  measures. 

In  Hardy  and  Tabershaw’s(7)  series  of  de- 
layed chemical  pneumonitis  pulmonary  gran- 
ulomatosis the  average  length  of  time 
spent  in  the  fluorescent  light  industry  by  the 
patients  was  seventeen  months.  The  onset 
of  the  illness  in  some  started  while  at  work, 
or  from  3 months  to  3 years  after  the  patient 
stopped  working  in  this  industry.  Later 
Wilson(10),  in  1948,  reported  a case  with  the 
onset  6 years  after  exposure. 

The  symptoms  in  the  delayed  cases  are, 
for  the  most  part,  the  same  as  those  in  the 
acute  cases : dyspnea,  anorexia,  early  weight 
loss,  and  weakness.  The  other  symptoms 
varied  in  incidence  and  in  type.  They  are: 
nausea,  vomiting,  diarrhea,  constipation, 
chest  pain,  abdomenal  pain,  back  pain,  appre- 
hension, nervousness,  and  rarely  hemoptysis. 
The  physical  findings  are  also  nearly  the 
same ; slight  temperature  elevation,  tachy- 
cardia, hyperpnea,  occasionally  cyanosis, 
clubbing  of  the  fingers,  and  low  blood  pres- 
sure. In  20  percent  of  the  cases,  the  liver 
and  the  spleen  are  palpable.  This  is  inter- 
esting because  of  the  pathological  changes 
mentioned  earlier  that  occur  in  the  liver. 
The  laboratory  changes  of  significance  are 
the  presence  of  albumin  in  the  urine  of  8 
of  11  patients  who  had  urinalysis.  The  red 


blood  count  and  hemoglobin  are  raised  to 
polycythemic  levels.  The  white  blood  count 
is  usually  not  over  11,000.  The  total  serum 
protein  is  generally  normal  'but  there  may 
be  a slight  rise  in  the  globulin  fraction. 

There  have  been  a few  unusual  findings 
which  may  fit  in  with  Dr.  Gardiner’s  work 
on  the  production  of  osteosarcoma  in  ani- 
mals. One  is  the  presence  of  a questionable 
hyperparathyroid  state  in  a patient  with  an 
elevated  blood  calcium  and  renal  calculi.  Sev- 
eral other  patients  have  had  renal  calculi. 
One  patient  had  an  elevated  alkaline  phos- 
phatase of  22  units. 

The  x-ray  findings  are  divided  into  three 
stages  by  Sosman  and  Wilson(10). 

Stage  one:  a uniform  diffuse  granularity, 
fine  sandpaper  appearance,  no  other  changes 
in  pleura,  hilum  or  linear  markings. 

Stage  two:  a diffuse  reticular  pattern  de- 
velops on  the  granular  background.  The 
hilar  shadows  become  fuzzy,  indistinct  and 
slightly  enlarged. 

Stage  three : distinct  nodules  appear  vary- 
ing 1 to  5 mm.  in  size.  The  appearance  is 
that  of  a snowstorm.  There  may  be  small 
areas  of  emphysema  in  the  bases  late  in  the 
disease.  The  hilar  shadows  are  the  same 
as  stage  two.  At  this  stage  also  the  pul- 
monary artery  becomes  more  prominent.  A 
few  cases  have  shown  clearing  of  the  nodules 
and  granularity,  however  linear  scarring  per- 
sists. 

The  treatment  is  again  symptomatic  and 
consists  mainly  of  bed  rest  and  oxygen  ther- 
apy. The  prognosis  is  poor.  One  third  have 
died,  one  third  are  in  very  poor  condition, 
and  the  other  third  have  held  their  own  or 
improved  slightly  over  a period  of  several 
years. 

CASE  HISTORY 

R.B.,  a 38-year-old,  white,  married,  glass  blower 
for  a fluorescent  light  company  was  first  seen  on 
7/27/48. 

Chief  Complaint:  “Can’t  get  oxygen  into  my 

lungs.” 

Present  Illness:  The  patient  was  fairly  well  and 

strong  until  1943,  when  he  began  to  notice  progres- 
sive fatigue  and  shortness  of  breath  on  exertion. 
He  noted  that  he  was  able  to  cut  only  half  of  the 
grass  in  his  yard  at  one  time  due  to  weakness  and 
dyspnea  while  the  preceding  year  he  could  cut  it 
all  at  once.  These  complaints  continued  and  were 
very  slowly  progressive.  About  the  spring  of  1947, 
he  noticed  severe  dyspnea  on  climbing  one  flight  of 
stairs.  The  patient’s  cough  began  about  October  of 
1947.  It  was  non-productive  and  not  relieved  by 
the  cessation  of  smoking.  This  summer  it  became 
productive  of  a foamy  white  mucus.  The  coughing 
came  in  spells  and  at  that  time  the  patient  was 
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very  apprehensive  and  feared  he  might  strangle.  In 
the  spring  of  1948  he  developed  anorexia  and  had 
lost  10  pounds.  At  the  present,  his  symptoms  are 
dyspnea,  productive  cough,  weakness,  and  anorexia. 

Past  History:  He  had  the  usual  childhood  dis- 

eases. He  had  scarlet  fever  as  a child  also.  No 
rheumatic  fever,  tuberculosis,  nephritis,  or  arthritis. 
Syphilis  was  diagnosed  in  the  primary  stage  in 
1935  but  blood  tests  were  never  positive.  He  was 
treated  with  arsenicals,  bismuth,  and  fever  therapy. 

Occupational  History:  He  has  been  a glass  blow- 
er and  a bender  since  1929-30,  working-  for  an  elec- 
trical sign  company  since  1935.  The  company  start- 
ed using  tubing  lined  with  phosphors  in  1941.  In 
that  year,  he  coated  the  inside  of  the  tubing  himself 
with  the  phosphors  (probably  containing  beryllium 
oxide).  They  stopped  coating  their  own  tubes,  but 
have  used  the  same  type,  already  coated,  up  to 
the  present  time.  While  bending  the  tube  the  pa- 
tient blows  into  it  to  keep  it  smooth  and  even. 
Being  an  experienced  glassblower  he  usually  blew 
directly  into  the  tube  rather  than  through  a piece 
of  rubber  tubing.  When  the  pressure  was  released 
some  of  the  phosphors  was  blown  back  into  his 
respiratory  tract. 

History  by  Systems:  Head  and  neck:  no  head- 
ache, no  eye,  ear,  nose  or  throat  complaints.  Car- 
dio-respiratory : see  Present  Illness;  no  edema  or- 
thopnea or  chest  pain.  Gastrointestinal:  negative. 
Genito-urinary  and  neuro-muscular:  negative. 

Physical  Examination:  Temperature  98,  pulse  80, 
respirations  22,  blood  pressure  100/64.  The  patient 
was  a well  developed,  fairly  well  nourished,  white, 
thin  male  who  appeared  ill  but  in  no  acute  distress. 
The  entire  examination  was  negative  except  for 
clubbing  of  the  fingers  (of  recent  origin).  There 
were  no  enlarged  lymph  nodes,  no  palpable  organs, 
and  no  abnormalities  were  noted  in  the  lungs. 

Laboratory  Findings:  Hb  18.2  grams,  RBC  5,550,- 
000.  This  was  maintained  on  repeat  examinations. 
WBC  8,300;  58  neutrophiles,  4 eosinophiles,  38  lym- 
phocytes. Later  WBC  rose  to  12,600  with  an  in- 
crease in  the  neutrophiles.  The  sedimentation  rate 
was  8 mm.  per  hour  (Wintrobe).  This  was  the  same 
on  repeated  examinations.  The  serological  tests  for 
syphilis  were  negative.  The  urine  was  negative  on 
three  occasions.  The  icterus  index,  bromsulfalein, 
and  cephalin  flocculation  were  normal.  Sputum  ex- 
aminations for  tubercle  bacilli  were  negative. 
Sputum  examinations  for  fungi  were  negative.  On 
one  occasion  an  aspergillus  was  obtained  on  culture; 
however,  this  could  not  be  repated.  Many  measure- 
ments of  the  patient’s  vital  capacity  were  done. 
The  results  were  fairly  uniform  with  no  improve- 
ment: 1. 1-1.4  liters  (normal  of  4.1  liters  for  this 
patient).  Three  electrocardiograms  were  done 
which  suggested  right  heart  shift.  X-ray  of  the 
chest  revealed  a diffuse  nodular  and  streaky  in- 
creased density  extending  into  both  lung  fields. 
This  persisted  and  became  slightly  more  marked  in 
repeated  examinations.  X-rays  of  the  cervical  and 
thoracic  vertebra  and  the  sinuses  were  negative. 

Course:  The  patient’s  condition  at  home  did  not 

change,  and  he  was  hospitalized  on  8/10/48  for 
further  study  and  for  observation  of  the  coughing 
spells.  Examination  of  the  lungs  at  the  end  of  an 
attack  of  coughing,  which  was  associated  with 
dyspnea,  revealed  no  rales,  or  asmathic  wheezes. 
The  patient’s  symptoms  did  not  change  at  home;  in 


fact,  he  felt  that  he  was  worse.  He  returned  to 
the  hospital  on  9/13  48  for  a course  of  penicillin 
and  streptomycin.  There  was  no  change  in  the 
physical  examination  except  that  a few  fine  rales 
were  heard  in  the  left  chest.  The  patient  was 
given  100,000  units  of  penicillin  every  3 hours  until 
9/20.  During  that  time  there  was  no  change.  His 
temperature  rarely  was  99 3,  respirations  were 
usually  22-24,  but  on  occasion  went  as  high  as  35. 
On  9/20,  3 grams  daily  of  streptomycin  was  started. 
During  this  time  it  was  noticed  that  he  was  not 
using  his  upper  intercostal  muscles  during  respira- 
tion. Breathing  exercises  were  started  to  improve 
his  vital  capacity.  In  spite  of  the  exercises,  the 
dyspnea  became  worse  and  his  temperature  rose 
to  100  -102°.  He  was  given  oxygen  by  mask  as 
he  was  cyanotic.  A neurological  consultation  was 
obtained  to  determine  if  the  patient  had  a muscular 
dystrophy,  but  no  evidence  of  this  was  present. 
The  cerebrospinal  fluid  studies  were  normal.  He 
continued  to  lose  weight,  and  was  30  pounds  below 
his  normal  weight. 

All  medication  and  the  breathing  exercises  were 
discontinued.  The  patient  was  maintained  on  strict 
bed  rest  and  oxygen  by  mask  as  needed.  Following 
this  his  temperature  returned  to  normal,  the  res- 
piratory rate  was  lower,  and  he  appeared  slightly 
improved.  At  this  time,  using  an  electrostetho- 
graph(18)j  areas  of  emphysema  in  his  right  lower 
lung  fields  were  demonstrable. 

He  was  sent  home  to  continue  bed  rest  and  oxy- 
gen as  needed.  During  the  past  four  months  there 
has  been  slow  improvement. 

COMMENT 

In  general,  this  patient’s  symptoms  and 
findings  were  similar  to  those  described  as 
pulmonary  granulomatosis  due  to  beryllium. 
As  in  cases  cited,  his  dyspnea  was  out  of 
proportion  to  the  clinical  findings.  He  had  a 
definite  history  of  exposure  to  beryllium. 
The  Omaha  Testing  Laboratory  found  2.68% 
of  beryllium  oxide  from  samples  of  the  phos- 
phor lining  the  glass  tubes  the  patient  was 
using.  The  x-ray  appearance  was  character- 
istic of  this  disease.  The  absence  of  any- 
thing diagnostic  in  the  sputum,  both  smear 
and  culture,  plus  a normal  sedimentation 
rate  at  all  times  is  against  this  being  due 
to  one  of  the  chronic  granulomatous  pro- 
ducing organisms.  The  finding  of  an  asper- 
gillus in  one  culture  does  not  seem  signifi- 
cant in  the  face  of  the  evidence  for  beryllium 
as  the  etiological  agent.  The  patient’s  syph- 
ilis, if  he  had  it,  was  treated  early  and 
should  have  no  latent  manifestations. 

The  presence  of  an  elevated  red  blood 
count  and  hemoglobin,  clubbing  of  the  fin- 
gers, right  heart  shift  in  the  electrocardio- 
gram, and  the  basal  emphysema  all  fit  with 
a late  type  of  this  disease,  i.e.,  pulmonary 
granulomatosis  due  to  beryllium  oxide. 

18.  Dunn.  F.  L.  ; Cochran.  Robert.  M..  and  Rahm,  Walter 
E.  : Electrostethography.  1.  Cathode  Ray  Visualization  of  Lung 
Chest  Sounds.  Ann.  Int.  Med.,  16 :521-537,  March,  1942. 


Our  State  Institutions 
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Interest  in  an  otherwise  drab  subject  is 
frequently  kindled  when  the  searchlight  of 
publicity  is  focused  in  its  direction.  That  is 
happening  today  in  regard  to  mental  hos- 
pitals. Publication  of  Mary  Jane  Ward’s 
“The  Snake  Pit”  followed  by  Mike  Gorman’s 
Oklahoma  story  and  preceded  by  the  pictures 
in  Life  magazine,  touched  off  the  fuse. 

However,  not  every  hospital  for  the  men- 
tally ill  in  every  state  falls  into  the  category 
upon  which  the  rays  of  publicity  have  fallen. 
Nebraska’s  mental  hospitals  present  a pic- 
ture in  sharp  contrast  to  those  shown  in 
Life  or  to  those  which  Gorman  found  in  Ok- 
lahoma when  he  started  out  on  his  assign- 
ment. 

Nebraska’s  mental  hospitals  are  under  the 
supervision  of  the  State  Board  of  Control, 
members  of  which  are  required  to  make  in- 
spection visits  quarterly,  individually  as  well 
as  in  a group.  Appointed  to  the  post  in  1947 
by  Governer  Val  Peterson,  the  present  mem- 
bers, Mrs.  Harold  Prince,  William  H.  Diers 
and  Forrest  R.  Johnston  have  made  notable 
progress  in  the  management  of  the  state’s 
mental  institutions.  Sufficient,  in  fact,  to 
invite  the  interest  of  and  comparison  with 
states  of  near-equal  population.  Without 
seeking  to  perform  miracles  they  have  evalu- 
ated needs  and  have  drawn  heavily  on  sym- 
pathetic understanding  as  they  have  gone 
about  overseeing  the  state’s  three  hospitals 
for  the  mentally  ill  and  the  fifteen  other 
institutions  which  they  supervise. 

Feeling  that  the  mental  hospitals  are  their 
greatest  responsibility,  Nebraska’s  board 
members  lost  no  time  in  launching  a building 
program  designed  to  relieve  congestion  while 
reducing  waiting  lists. 

The  biennial  report  released  in  June,  1947, 
listed  7,802  inmates  in  the  state’s  eighteen 
institutions.  Of  that  number  5,858  were  in 
the  three  mental  hospitals  and  the  Beatrice 
Home  for  the  Mentally  Defective.  Working 
toward  a preventive  program,  the  board  ap- 
pealed to  the  Unicameral  legislature  then  in 
session  in  Lincoln  for  an  appropriation  to 
finance  a psychiatric  unit  to  be  sponsored 
jointly  by  the  State  Board  of  Control  and  the 
Board  of  Regents  of  the  University  of  Ne- 
braska. Sensing  the  possibilities  of  such  a 
unit  the  legislature  set  aside  $800,000  to  fi- 


nance it.  This  unit,  housed  in  one  wing  of 
the  Douglas  County  Hospital  in  Omaha, 
serves  as  a short-term  treatment  center  and 
offers  psychiatric  intern,  and  psychiatric 
nurse  training. 

An  additional  $50,000  provided  by  the  leg- 
islature is  for  a mental  health  clinic  in  an- 
other part  of  the  state  to  diagnose  cases  of 
mental  illness.  The  plan  is  to  make  this  a 
Child  Guidance  clinic.  Because  of  geograph- 
ical location  it  is  being  set  up  at  Hastings. 

New  buildings  under  construction  or  near- 
ing completion  include  a 350-bed  ward  at  the 
Lincoln  State  Hospital,  a 250-bed  ward  at 
Ingleside,  the  Hastings  State  Hospital,  and  a 
180-bed  ward  at  the  Norfolk  State  Hospital. 
A sewage-treatment  plant  has  been  built  at 
Norfolk  at  a cost  of  $68,655.00 ; a 400-h.p. 
boiler  has  been  installed  costing  $25,002.09  ; 
an  Occupational  Therapy  building  has  been 
put  up  at  a cost  of  $8,295.00  and  terrazzo 
floors  placed  in  two  wards  at  the  same  in- 
stitution cost  $3,292.00. 

In  addition  to  these  a 250-bed  ward  was 
built  at  the  Beatrice  Home  for  the  Mentally 
Defective.  Other  new  installations  at  Be- 
atrice are  a sewage-treatment  plant  costing 
$65,998.00  and  a new  laundry,  fully  equipped. 

The  installation  of  fire  escapes  and 
sprinkler  systems  in  the  several  institutions 
at  a cost  of  $160,000  insures  greater  safety 
for  the  patients.  Reduction  of  working 
hours  of  the  employees  from  60  to  48  hours 
per  week  marks  another  forward  step  taken 
by  the  Nebraska  Board  of  Control. 

While  education,  music  and  some  forms  of 
art  are  available  to  patients  in  Nebraska’s 
institutions,  any  program  must  of  necessity 
be  limited.  Careful  psychological  testing  is 
done  on  all  patients  at  the  Beatrice  Home  to 
determine  the  degree  of  intelligence  and  to 
aid  in  classification  for  educational  purposes. 
This  also  has  a bearing  on  releases  and  pa- 
roles. Augmenting  this  part  of  the  work  is 
that  done  by  social  welfare  workers  whose 
records  furnish  much  first-hand  informa- 
tion. 

Dr.  Juul  C.  Nielson,  superintendent  at 
Hastings  State  Hospital,  has  this  to  say: 
“The  Hastings  State  Hospital  is  gradually 
streamlining  its  organization.  Reduction  of 
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in-patients  from  1706  to  1658  is  chiefly  due 
to  the  fact  that  the  number  out  on  parole  is 
increasing.  During  the  biennium  829  pa- 
tients were  admitted;  282  were  discharged, 
of  which  272  were  improved;  and  247  pa- 
tients are  away  from  the  institution  on  pa- 
role.” 

Commenting  on  conditions  in  Lincoln 
State  Hospital,  Dr.  F.  L.  Spradling  believes 
the  primary  functions  of  the  most  accept- 
able psychiatric  hospitals  have  been  met  in 
a large  measure  by  that  institution.  He 
continues:  “General  care  is  the  best  pos- 

sible with  the  facilities  at  hand ; all  kinds  of 
therapy  have  been  given,  there  have  been 
no  major  epidemics,  few  elopements,  and  no 
suicides.  The  level  of  nutrition  remains 
high  and  the  general  therapeutic  effort  of 
this  hospital  compares  favorably  with  any 
state  hospital  in  the  central  west.” 

Dr.  Spradling  is  of  the  opinion  that  psy- 
chotherapy remains  the  most  important  and 
useful  means  of  treatment  in  the  armamen- 
tarium of  the  psychiatrist  and  that  occupa- 
tional, industrial  and  recreation-therapy  are 
of  unquestioned  value  in  many  classes  of  pa- 
tients. He  adds:  “Shock  therapy  is  admin- 

istered dilligently  and  efficaciously.  Hypo- 
glycemic shock  continues  to  be  the  remedy 
of  choice  in  the  most  severely  involved  pa- 
tients although  a large  group  is  treated  reg- 
ularly by  electric  shock.  All  patients  are 
carefully  guarded  from  accident. 

“Curare  is  used  in  selected  cases.  Involu- 
tional melancholics  and  catatonic  schizo- 
phrenes  are  still  found  to  benefit  most  from 
these  treatments.  New  equipment  in  our 
operating  room  makes  it  a satisfactory  unit 
for  surgical  procedure.” 

Shortly  after  the  pictures  of  the  mental 
hospital  patients  were  published  in  Life,  that 
magazine’s  photographer,  a former  Nebras- 
kan by  the  way,  asked  Dr.  Spradling’s  per- 
mission to  make  an  inspection  tour  at  Lin- 
coln State  Hospital.  Permission  was  given 
and  the  photographer  was  told  to  take  any 
pictures  he  wished  and  to  call  for  the  keys 
to  any  locked  door  he  wished  opened. 

Upon  his  return  from  the  tour  the  photog- 
rapher told  Dr.  Spradling:  “No  pictures.  All 
is  well.” 

Dr.  G.  E.  Charlton  states  that  Melother- 
apy  is  more  and  more  becoming  a thera- 
peutic activity  in  the  treatment  of  patients 
at  the  Norfolk  State  Hospital.  That  hos- 
pital maintains  a full  medical  staff  which 


does  a high  type  of  work.  Dr.  Charlton  di- 
rects attention  to  the  increasing  interest 
among  patients  in  social  activities,  bridge 
parties,  croquet,  afternoon  and  evening 
dances,  picture  shows,  base  ball,  soft  ball, 
shuffleboard  and  picnics. 

Discussing  the  waiting  list  at  Norfolk 
State  Hospital,  Dr.  G.  Lee  Sandritter,  as- 
sistant superintendent,  says:  “Only  three 

to  eight  men  are  on  our  waiting  list  at  any 
time.  The  list  is  largely  of  women.  In  view 
of  the  fact  that  the  last  ward  building  con- 
structed accommodated  men,  and  the  ward 
building  which  should  have  been  built  for 
women  could  not  be  put  up  because  of  re- 
strictions during  the  war,  it  is  clear  that  the 
longer  it  takes  to  get  patients  to  the  hos- 
pital the  faster  the  backlog  piles  up  and 
more  time  is  required  for  patients  to  re- 
cover. 

“This  suggests  that  if  all  patients  could  be 
taken  care  of  adequately  by  a trained  staff 
as  soon  as  they  become  ill,  the  over-all  length 
of  time  needed  for  hospitalization  would  be 
shortened,  and  in  turn  fewer  buildings  would 
be  required.” 

Dr.  Sandritter  calls  attention  to  the  in- 
creased activity  in  the  out-patient  depart- 
ment maintained  at  Norfolk  State  Hospital 
and  believes  an  additional  physician  on  the 
staff  to  care  for  out-patients  is  warranted. 

In  addition  to  the  visits  made  by  the 
Board  of  Control  to  Nebraska  institutions,  a 
representative  of  the  board  is  in  the  field 
daily  making  unannounced  visitations,  in- 
specting wards,  kitchens,  dining  rooms,  laun- 
dries, gardens,  grounds  and  service  plants. 

Another  measure  passed  by  the  state  leg- 
islature provides  for  “voluntary  admissions” 
to  hospitals  for  the  mentally  ill,  acceptance 
of  the  applicant  being  dependent  upon  his 
willingness  to  subscribe  to  certain  rules  and 
regulations. 

The  most  recent  step  undertaken  by  the 
Nebraska  Board  of  Control  in  behalf  of  the 
mentally  ill  is  the  compilation  of  lists  of 
senile  patients  in  the  state’s  institutions. 
Approximately  250  of  these  will  be  boarded 
out  and  they  will  benefit  by  their  contacts 
with  the  outside  world.  At  the  same  time 
additional  room  is  being  provided  for  waiting 
list  patients  who  should  be  hospitalized. 

In  an  effort  to  further  keep  Nebraska’s 
institutions  out  in  front  in  their  care  of  the 
state’s  unfortunates,  staff  members  of  the 
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several  hospitals  attend  regional  and  na- 
tional conferences  which  furnish  wide  oppor- 
tunity for  discussion  of  all  that  is  best  in  the 
care  of  the  mentally  ill.  This  is  an  effort  to 
develop  a preventive  program  which  may  in 
time  reduce  the  population  of  Nebraska’s 
mental  hospitals. 

Readers  may  ask  if  disturbances  ever  oc- 
cur in  mental  hospitals.  The  answer  must 
be  “Yes.”  It  would  be  too  much  to  expect 
that  several  thousand  mentally  ill  persons 
who  are  confined  within,  and  their  numerous 


relatives  and  friends  who  are  without,  are 
always  on  the  contented  side. 

Living  costs  have  almost  doubled  since  the 
budget  for  the  upkeep  of  Nebraska’s  state 
institutions  was  established  by  the  1947  leg- 
islature. Building  costs  present  another 
hurdle.  A ten-year  building  program  was 
set  up.  But  contractors  have  been  known  to 
double  the  estimates  of  the  engineers. 

These  are  some  of  the  solved  and  unsolved 
problems  with  which  the  Nebraska  Board  of 
Control  is  wrestling  at  the  present  time. 


* * * 


COSTS  OF  MEDICAL  CARE  AND 
COST  OF  LIVING  INDEX 

CHICAGO — Costs  of  medical  care  have  not  risen 
as  fast  as  the  cost  of  living,  a comparison  of  the 
1948  Consumers’  Price  Index  with  a preliminary  in- 
dex of  medical  care  prices  of  the  U.  S.  Bureau  of 
Labor  Statistics  shows. 

Writing  in  the  February  26th  issue  of  The 
Journal  of  the  American  Medical  Association,  Frank 
G.  Dickinson,  Ph.D.,  Chicago,  director  of  the  Bureau 
of  Medical  Economic  Research  of  the  American 
Medical  Association,  says  the  bureau  estimates  from 
U.  S.  Bureau  of  Labor  Statistics  figures  that  the 
index  of  medical  care  items  will  stand  at  141  for 
1948. 

The  final  report  of  the  U.  S.  Bureau  of  Labor 
Statistics  places  the  Consumers’  Price  Index  for 
1948  at  171.2.  The  base  period  1935-1939  equals 
100  in  computing  the  entire  index,  of  which  the 
index  of  medical  care  items  is  a part. 

Preliminary  figures  of  the  Bureau  of  Labor  Sta- 
tistics for  costs  of  medical  care  in  1948  are: 

General  practitioners’  services,  136;  surgeons’ 
and  specialists’  services,  136;  dental  care,  146;  eye- 
glasses, 124;  hospital  rates,  212;  and  prescriptions 
and  drags,  122. 

Figures  of  the  Bureau  of  Labor  Statistics  for 
these  items  in  1947  were  130.3;  129.4;  137.4;  118.6; 
179.6;  and  115.4,  respectively.  The  entire  cost  of 
living  index  for  1947  was  159.2. 

“The  most  significant  change  is  in  hospital  rates, 
which  soared  from  179.6  in  1947  to  212  in  1948.” 
Dr.  Dickinson  comments. 

“Prices  for  laboratory  and  other  services  ren- 
dered by  hospitals  are  not  sampled;  hence  the  hos- 
pital index  covers  primarily  room  rates.  The  hos- 
pital is  uniquely  exposed  to  the  forces  of  inflation. 
It  buys  goods  and  services  and  sells  services  soon 
after  purchase.  Its  costs  are  not  stabilized  by  such 
customary  accounting  items  as  depreciation  and 
taxes  because  most  hospitals  are  public  institutions. 

“Hence  the  changes  in  current  prices  of  food 
and  fuel  and  in  hourly  wage  rates  are  potent  in 
changing  hospital  room  rates  charged  to  patients 
because  there  are  no  other  costs  of  importance. 


“The  sharp  increase  in  the  index  of  hospital  room 
rates  for  1948  over  1947  reflects  to  some  extent 
the  failure  of  hospitals  to  raise  their  rates  earlier. 
The  recent  decline  in  prices  of  farm  products  has 
not  yet  materially  reduced  the  operating  costs  of 
hospitals.” 

The  estimates  should  “set  at  rest  a good  many 
wild  and  irresponsible  statements  about  the  exorbi- 
tantly high  prices  being  paid  for  medical  care,”  adds 
an  editorial  appearing  in  the  same  issue  of  The 
Journal. 


SCIENTISTS  RISK  INJURY  FROM  RADIO- 
ACTIVE MATERIALS 

Scientists  working  with  radioactive  materials  still 
risk  injury  and  possible  death  as  the  cost  of  their 
research,  points  out  Lieut.  Comdr.  Eugene  P.  Cron- 
kite,  M.D.,  U.S.N.,  of  the  Naval  Medical  Research 
Institute,  Bethesda,  Md. 

Writing  in  a recent  issue  of  The  Journal  of  the 
American  Medical  Association,  Lieut.  Comdr.  Cron- 
kite  says  that  although  in  recent  years  occupa- 
tional hazards  which  may  produce  radiation  burns, 
ulcers,  and  cancer  have  been  reduced,  they  have  not 
been  entirely  eliminated. 

“With  the  installation  of  cyclotrons  in  many  uni- 
versities and  scientific  institutions  and  the  develop- 
ment of  the  atomic  energy  industry,  sources  of  ex- 
posure to  radiation  are  increasing  with  great  rapid- 
ity,” he  asserts. 

“In  addition  to  the  increased  number  of  sources, 
there  are  the  artificial  radiostopes  produced  by  the 
cyclotrons  and  the  chain-reacting  piles  that  are  be- 
ing extensively  distributed  for  scientific  study  and 
therapy  of  radiosensitive  diseases. 

“In  recent  years  hazards  have  been  reduced  but 
not  entirely  eliminated  by  means  of  education,  re- 
finements in  technique,  and  a better  understanding 
of  the  biologic  effects  of  radiation.” 

Diagnosis  of  repeated  exposure  to  small  amounts 
of  radiation  is  difficult  and  uncertain,  he  says. 
Most  of  the  signs  and  symptoms  appear  relatively 
late  after  the  radiation  injury  has  been  sustained. 

Scientists  need  to  establish  a “normal”  range  of 
the  count  of  cells  in  the  blood  to  aid  in  diagnosis  of 
chronic  exposure  to  radiation,  he  believes. 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 


ANNOUNCEMENTS 


The  Seventeenth  Annual  Assembly  of  the 
Omaha  Mid-West  Clinical  Society  will  be  held 
October  24th  to  28th,  inclusive,  at  Hotel 
Paxton,  Omaha.  Plans  are  well  under  way 
and  a program  of  interest  to  all  practicing 
physicians  is  in  the  making. 

The  following  distinguished  guest  speak- 
ers will  present  addresses,  clinics,  clinico- 
pathologic  conferences  and  conduct  question 
and  answer  periods  following  luncheons  and 
dinners : 

Basic  Sciences  — Granville  A.  Bennett,  Chicago, 
Illinois. 

Ear,  Nose,  Throat — John  J.  Shea,  Memphis,  Ten- 
nessee. 

Genito-Urinary— Edgar  Burns,  New  Orleans,  La. 

Gynecology  and  Obstetrics  — Willard  R.  Cooke, 
Galveston,  Texas. 

Medicine — Jerome  W.  Conn,  Ann  Arbor,  Michigan, 
and  Max  M.  Strumia,  Bryn  Mawr,  Pennsylvania. 

Neurology — Lauren  H.  Smith,  Philadelphia,  Pa. 

Orthopedic  Surgery — Fremont  A.  Chandler,  Chi- 
cago, Illinois. 

Pediatrics — Wilburt  C.  Davison,  Durham,  North 
Carolina. 

Surgery — James  Barrett  Brown,  St.  Louis,  Mis- 
souri, and  Louis  G.  Herrmann,  Cincinnati,  Ohio. 

Panel  discussions  on  the  following  subjects  will  be 
presented  by  members  of  the  Society: 

1.  Early  Diagnosis  of  Malignancies. 

2.  Geriatrics. 

3.  The  Failing  Heart. 

4.  Poliomyelitis. 

5.  Psychosomatic  Medicine. 

6.  Tumors  of  the  Chest. 

Nationally  known  speakers  will  take  part 
in  a panel  discussion  on  a lively  and  timely 
subject  to  be  presented  on  Friday  morning, 
October  28th. 

Scientific  and  technical  exhibits  and  mo- 
tion pictures  will  again  have  their  place  on 
the  program. 

Remember  the  dates  and  make  your  plans 
now  to  attend  all  five  days  of  the  Seven- 
teenth Annual  Assembly  of  the  Omaha  Mid- 
West  Clinical  Society — October  24th  to  28th, 
inclusive. 


RESEARCH  FELLOWSHIPS— THE  AMERICAN 
COLLEGE  OF  PHYSICIANS 

The  American  College  of  Physicians  announces 
that  a limited  number  of  Fellowships  in  Medicine 
will  be  available  from  July  1,  1950  to  June  30, 
1951.  These  Fellowships  are  designed  to  provide  an 
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opportunity  for  research  training  either  in  the  basic 
medical  sciences  or  in  the  application  of  these 
sciences  to  clinical  investigation.  They  are  for  the 
benefit  of  physicians  who  are  in  the  early  stages  of 
their  preparation  for  a teaching  and  investigative 
career  in  Internal  Medicine.  Assurance  must  be 
provided  that  the  applicant  will  be  acceptable  in  the 
laboratory  or  clinic  of  his  choice  and  that  he  will 
be  provided  with  the  facilities  necessary  for  the 
proper  pursuit  of  his  work. 

The  stipend  will  be  from  $2,200  to  $3,200. 

Application  forms  will  be  supplied  on  request  to 
The  American  College  of  Physicians,  4200  Pine 
Street,  Philadelphia  4,  Pa.,  and  must  be  submitted  in 
duplicate  not  later  than  October  1,  1949.  Announce- 
ment of  awards  will  be  made  November,  1949. 


The  Chicago  Medical  Society  is  offering  two  post- 
graduate courses  in  October,  1949,  each  of  one 
week  duration,  open  to  all  physicians  who  are  mem- 
bers of  their  local  medical  societies. 

A course  in  Cardio-Renal  and  Peripheral  Vascular 
Diseases  will  be  given  October  17th  to  22nd,  and  a 
course  in  Obstetrics,  Endocrine-Gynecology  and 
Sterility  will  be  offered  the  following  week,  October 
24th  to  29th,  1949. 

The  courses  will  be  given  at  Thorne  Hall  on 
Northwestern  University  Medical  School  campus. 
The  faculty  will  be  made  up  of  leading  teachers 
from  all  sections  of  the  United  States  and  Canada. 

Each  course  is  limited  to  one  hundred. 

Those  interested  in  attending  may  secure  addi- 
tional information  by  writing  Dr.  Willard  O.  Thomp- 
son, Chairman,  Committee  on  Postgraduate  Medical 
Education,  Chicago  Medical  Society,  30  North  Michi- 
gan Avenue,  Chicago  2,  Illinois. 


Permanent  appointments  for  physicians  in  the 
Civil  Service  now  exist  in  the  Panama  Canal  Medi- 
cal Service  according  to  an  announcement  from  the 
Office  of  The  Panama  Canal,  Washington,  D.  C. 

Due  to  the  high  appeal  of  the  health  and  living 
conditions  in  this  tropical  country,  the  number  of 
appointments  to  be  made  is  limited,  and  early  ap- 
plications are  suggested,  by  the  Panama  Canal  Of- 
fice, from  physicians  who  desire  the  opportunity  for 
training  and  experience  in  tropical  medicine  under 
standard  American  living  conditions. 

Starting  professional  salaries  are  $5,599  and 
$6,540  a year,  with  free  transportation  to  the  Canal 
Zone  provided  for  physicians,  their  families  and 
household  goods.  In  addition,  doctors  who  receive 
appointments  get  two  months  paid  vacation  (includ- 
ing time  lost  by  illness)  and  reduced  fares  on  Pana- 
ma Line  passenger  vessels. 

Requirements  for  professional  medical  positions 
starting  at  $5,599  are:  Graduation  from  an  ap- 

proved medical  school;  license  to  practice  medicine 
in  a State;  ability  to  pass  a standard  physical  ex- 
amination; completion  of  one  year’s  internship  in 
a hospital  approved  by  the  American  Medical  As- 
sociation. 

Requirements  for  professional  medical  positions 
starting  at  $6,540  are  the  same  except  that  a mini- 
mum of  three  years  of  post-intemship  experience 
is  required. 


Advertisers  in  our  Journal  are  carefully 
selected.  Only  those  meeting  our  advertis- 
ing standards  may  use  the  facilities  of  our 
pages.  No  advertisement  will  be  accepted 
which,  either  by  intent  or  inference,  would 
result  in  misleading  the  reader.  May  we 
suggest  that  you  review  the  ads  in  each  issue 
of  our  Journal  and,  when  occasion  arises  to 
prescribe  products  featured  or  use  the  facil- 
ities offered,  tell  them  you  saw  their  ad  in 
the  Nebraska  State  Medical  Journal. 


NEWS  and  VIEWS 


The  Nebraska  Heart  Association  has  filed 
articles  of  incorporation  with  the  secretary 
of  state  April  27,  1949.  The  organization 
has  as  its  objective  to  arouse  interest  in 
the  problem  of  heart  disease  in  Nebraska. 


“It  is  not  a crime  to  be  mentally  ill;  but 
it  is  a crime  for  us  all  not  to  do  something 
about  it,”  thus  spoke  Dr.  Juul  C.  Nielsen,  su- 
perintendent of  the  Hastings  State  Hospital, 
Ingleside,  when  he  recently  addressed  the 
Optimist  Club  at  Hastings. 


Long  rang  plans  for  extending  public 
health  services  throughout  Nebraska  and 
nearby  states  were  made  on  April  26  at  the 
second  session  of  the  regional  conference  on 
local  health  units  at  the  Paxton  Hotel,  Oma- 
ha. Other  states  represented  were  Iowa, 
Minnesota  and  North  and  South  Dakota. 


At  a recent  hearing  on  the  proposed  in- 
crease in  gasoline  and  license  taxes  in  Lin- 
coln, Dr.  Harvey  D.  Runty,  DeWitt,  said  com- 
plaints of  lack  of  country  doctors  could  be 
traced  directly  to  poor  roads.  He  told  of 
his  own  experiences  and  high  operation  costs 
included  $127  a year  for  automobile  chains. 


According  to  a press  release  on  April  15 
the  American  Medical  Association  urged 
that  steps  be  taken  to  make  it  easier  for 
qualified  foreign  physicians  to  practice  in 
the  United  States.  The  proposal  was  made 
by  the  unofficial  committee  on  Foreign 
Medical  Credentials,  sponsored  by  the  AMA 
Council  on  Medical  Education  and  Hospitals. 


Approximately  125  doctors  from  eight 
states  attended  the  first  annual  spring  post- 
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graduate  assembly  at  Creighton  University 
School  of  Medicine  the  latter  part  of  April. 


The  Lions  club  of  Hastings,  on  April  27, 
passed  a resolution  memorializing  Congress 
to  oppose  legislation  which  would  aim  to  so- 
cialize the  practice  of  medicine  in  this 
country. 


Judging  by  the  news  items  received  in 
the  editorial  office,  the  people  of  Nebraska 
exhibit  great  interest  in  the  problem  of  at- 
tempted medical  socialization.  The  Journal 
commends  the  members  of  our  Association 
who  devote  time  and  study  to  this  urgent 
problem  and  who  are  willing  to  address 
many  organizations  on  the  angers  of  some 
of  the  bills  now  in  Congress.  Among  those 
participating  recently  are:  Dr.  D.  W.  Kings- 
ley, Hastings,  who  addressed  DA  Chapter  of 
PEO  on  April  18;  Dr.  Paul  Barnes  of  Nor- 
folk appeared  before  the  Washington  Parent- 
Teacher  Association  and  spoke  on  socialized 
medicine ; Dr.  John  Heinke  of  Scottsbluff  ad- 
dressed Parent-Teacher  Association  of  Mor- 
rill, Nebr.,  April  20;  Dr.  Roy  F.  Fouts,  vice 
president  of  the  American  Medical  Associa- 
tion, has  been  doing  excellent  work  in  this 
respect.  He  has  addressed  almost  every 
noon-day  club  in  Omaha,  as  well  as  other 
parts  of  the  State,  on  the  evils  of  socialized 
medicine. 


The  Nebraska  Academy  of  General  Prac- 
tice at  its  annual  meeting  at  the  Paxton 
Hotel,  May  2,  passed  the  following  resolu- 
tion : 

Whereas,  There  is  now  pending  in  the  Congress 
of  the  United  States  certain  bills  calling  for  the 
enactment  of  legislation  to  impose  a compulsory  in- 
surance sickness  tax  upon  our  citizens;  and 

Whereas,  Such  a compulsory  system  would  result 
in  the  formation  of  a vast  political  bureaucracy; 
and 

Whereas,  Any  form  of  compulsion  is  distinctly  un- 
American  and  inconsistent  with  the  American  sys- 
tem of  free  enterprise  and  the  American  way  of 
life; 

Therefore,  Be  It  Resolved,  by  the  Nebraska  Chap- 
ter of  the  American  Academy  of  General  Practice 
that  we  are  opposed  to  any  form  of  compulsory  in- 
surance and  any  system  of  Medical  Care  designed 
for  National  Bureaucratic  control. 

Be  It  Further  Resolved,  That  copies  of  this  reso- 
lution be  transmitted  to  the  President  of  the  United 
States  of  America,  the  presiding  officers  of  the 
United  States  Senate  and  the  House  of  Representa- 


tives, and  to  each  Senator  and  Congressman  from 
Nebraska. 

Officers  elected  May  2,  1949: 

President — Dr.  Harry  W.  Benson,  Oakland 

Vice  President — Dr.  Bernard  V.  Kenney,  Omaha 

Two  Delegates — Dr.  Carl  Amick,  Loup  City,  and 
Dr.  Adin  H.  Webb,  Lincoln 

Two  Alternates  — Dr.  Wm.  J.  Gentry,  Gering, 
and  Dr.  Harlan  Moore,  Sutherland 

Board  of  Directors — Dr.  Charles  Way,  Wahoo 

Twelve  new  members  have  been  added  to 
the  roster  of  the  American  Academy  of 
General  Practice  since  the  last  meeting  at 
the  Paxton  Hotel. 


The  annual  meeting  of  the  West  Central 
Diabetes  Association  was  held  on  Monday 
evening,  May  2,  in  the  Medical  Arts  Audi- 
torium, Omaha. 

A resolution  was  passed  to  continue  work 
of  raising  funds  for  the  building  and  main- 
tenance of  a camp  for  diabetic  children. 

The  following  officers  were  elected: 

Honorary  President — Dr.  Elliot  P.  Joslin 

President — Dr.  M.  Margolin,  Omaha 

1st  Vice  President — Dr.  Floyd  Rogers,  Lincoln 

2nd  Vice  President — Dr.  Edmond  Walsh 

Secretary — Dr.  C.  R.  Hankins 

Treasurer — Dr.  Maurice  Pepper 

Board  of  Trustees,  term  expiring  in  1952,  elected 
as  follows:  Adolph  Sachs,  M.D.,  Omaha;  Joseph  A. 
Pleiss,  M.D.,  Omaha;  Ben  Slutzky,  M.D.,  Omaha; 
Lydia  Beck,  Dietitian  Methodist  Hospital,  Omaha; 
Miss  Vesta  Davis,  Dietitian,  St.  Josephs  Hospital, 
Omaha;  Rev.  Thomas  Niven,  Omaha;  Dr.  S.  M. 
Rathbun,  Beatrice;  Mr.  L.  D.  Barber,  Omaha. 

An  exhibit  of  diabetic  diets  with  special 
emphasis  on  the  value  and  dangers  of  com- 
mercial food  substitutes,  was  presented  by 
the  Dietetic  Dept,  of  the  University  of  Ne- 
braska College  of  Medicine. 

A technicolor  movie  of  Camp  Whitaker, 
California,  a camp  for  diabetic  children  was 
shown  and  questions  on  the  camp  were  an- 
swered by  Miss  Margaret  Miller,  a senior 
medical  student  and  former  counselor  of 
that  camp. 

The  Dr.  Conlin  Award  for  best  thesis  on 
diabetes,  or  like  subject,  by  a senior  medical 
student,  was  again  offered,  and  shall  be  pre- 
sented at  the  Commencement  Exercises  of 
each  of  the  Omaha  schools. 
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EFFECTS  OF  MILITARY  SERVICE 
ON  RECLASSIFIED  MEN 

Nearly  all  of  a group  of  308  men  reclassi- 
fied 1A  in  1943  after  originally  having  been 
rejected  for  military  service  because  of 
heart  and  blood  vessel  defects  were  in  good 
health  in  1947,  a study  made  by  special 
cardiovascular  boards  in  five  major  cities 
shows. 

The  study  was  made  under  contract  to  the 
Army  Research  and  Development  Board,  Of- 
fice of  the  Surgeon  General. 

Reports  of  the  re-examination  of  men  dis- 
qualified by  local  boards  and  induction  sta- 
tions because  of  a diagnosis  of  cardiovas- 
cular defects  were  made  public  in  1943.  The 
re-examination  was  made  by  special  medical 
advisory  boards,  consisting  of  cardiovascular 
experts  in  Boston,  Chicago,  New  York, 
Philadelphia,  and  San  Francisco,  in  coopera- 
tion with  the  state  and  city  directors  of  Se- 
lective Service. 

Of  the  total  number  of  4,994  cardiovas- 
cular rejectees  re-examined  in  1943,  863 
(17.3  per  cent)  were  resubmitted  as  1A. 
Chicago  yielded  the  lowest  salvage  (3.88  per 
cent),  probably  because  cardiovascular  ex- 
perts had  already  been  used  freely  in  the  de- 
cision about  doubtful  cases. 

Reporting  on  the  1947  study  in  the  April 
16  Journal  of  the  American  Medical  Associa- 
tion, Paul  D.  White,  M.D.,  Boston;  Robert 

L.  Levy,  M.D.,  New  York;  William  J.  Kerr, 

M. D.,  San  Francisco;  William  D.  Stroud, 
M.D.,  Philadelphia,  and  George  K.  Fenn, 
M.D.,  Chicago,  say: 

“In  general,  the  303  men  served  long  and 
well  in  the  armed  forces,  even  though  a few 
were  discharged  for  cardiovascular  reasons. 
Eight  of  the  447  original  rejectees  who  were 
accepted  for  service  were  killed  in  action.” 

Only  303  of  the  group  of  447  could  be  lo- 
cated for  study  in  1947. 

“In  1947,  almost  all  the  men  re-examined 
were  in  excellent  or  good  health  (259  of  the 
303)  and  were  working.  Only  four  were 
actually  disabled. 

“Lesions  indicating  rheumatic  heart  dis- 
ease, not  evident  in  1943,  were  noted  in  four 
men  in  1947.  Many  others  gave  a history 
of  rheumatic  fever  in  childhood  or  early 
adult  life,  but  showed  no  sequelae. 

“Heart  murmers  were  the  commonest 
cause  for  the  original  rejections.  The  great 
majority  of  the  murmurs  were  variable,  un- 


important, and  physiologic  in  type,  being 
heard  in  at  least  half  of  these  healthy 
young  men. 

“Of  the  67  men  showing  transient  high 
blood  pressure  in  1943,  33  showed  normal 
pressure  readings;  17  still  showed  transient 
high  blood  pressure,  and  17  had  sustained 
high  blood  pressure  in  1947.  Thirteen  with 
normal  pressure  in  1943  showed  transient 
high  blood  pressure  in  1947,  and  in  10  sus- 
tained high  blood  pressure  developed. 

“Of  35  with  transient  tachycardia  (heart 
rate  over  100  subsiding  after  30  minutes’ 
rest)  in  1943,  19  showed  no  tachycardia  in 
1947.  In  a few  cases,  the  reverse  was  true. 
Another  study  has  shown  that  transient  high 
blood  pressure  and  transient  tachycardia  are 
of  about  equal  prognostic  importance  with 
regard  to  the  later  development  of  sustained 
high  blood  pressure. 

“Heart  size  showed  only  minor  variations, 
up  or  down,  between  the  examinations  in 
1943  and  those  in  1947.  In  only  four  men  did 
definite  enlargement  of  the  heart  develop. 
Electrocardiography  also  presented  little  dif- 
ficulty. There  were  a few  borderline  cases 
noted  on  both  occasions,  but  only  one  showed 
a distinct  abnormality  at  the  end  of  the  four  . 
years. 

“Neurocirculatory  asthenia  (“soldier’s 
heart,”  a condition  in  which  breathlessness, 
giddiness,  a sense  of  fatigue,  pain  in  the 
chest,  and  palpitation  are  present),  was  an 
uncommon  development  over  the  four  year 
period — there  were  seven  men  whose  condi- 
tions were  so  diagnosed  in  1947  who  were 
considered  normal  in  1943.” 


Final  tabulation  of  births  and  maternal 
deaths  for  1947  by  the  National  Office  of 
Vital  Statistics  indicates  a new  record  low 
maternal  mortality  rate  of  1.3  per  thousand 
live  births,  according  to  an  editorial  in  the 
last  issue  of  the  Journal  of  the  American 
Medical  Association. 

No  other  Nation  has  reported  a lower  rate. 

In  1933  the  American  rate  of  6.2  placed 
this  country  eleventh  among  the  leading  Na- 
tions. Since  then  the  drop  to  1.3,  amounting 
to  a 79%  reduction,  has  “undoubtedly  raised 
the  rank  of  the  United  States  to  first  place 
or  close  to  first  place”  according  to  the 
Journal. 

“The  phenomenal  reduction  in  maternal 
mortality  in  the  United  States,”  said  the 
Journal,  “has  not  been  restricted  to  any 
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single  State  or  group  of  States,  but  has  been 
relatively  uniform  throughout  the  entire 
country.” 

None  of  the  States  in  1947  had  a rate  of 
above  2.6.  Connecticut,  Delaware,  Iowa, 
Massachusetts,  Oregon,  Rhode  Island,  Utah, 
and  Wyoming  reported  a rate  less  than  1.0, 
with  Minnesota  the  lowest  at  0.6. 

None  of  the  States  had  a rate  lower  than 
4.3  in  1933.  In  that  year  the  spread  between 
the  highest  and  lowest  was  from  11.5  to  4.3, 
or  7.2.  In  1947  the  spread  dropped  to  2.0. 

The  great  improvement  in  the  rate  was 
reflected  among  non-whites  as  well  as  white 
Americans.  For  whites  the  rate  declined 
from  5.6  to  1.1  and  for  non-whites  from  9.7 
to  3.3. 

‘‘It  is  also  abundantly  clear,”  stated  the 
Journal,  ‘‘that  this  form  of  health  progress 
has  been  extremely  general  throughout  the 
United  States  during  these  15  years.” 


The  Portland  “Oregonian”  recently  conducted  a 
survey  asking  the  question,  “Which  of  these  do  you 
consider  the  best  plan?” 

1.  Prepaid  medical  and  hospital  care. 

2.  Just  pay  the  doctor  or  hospital  after  an  illness. 

3.  Government  sponsored  (Socialized)  medicine. 


Results  were  as  follows: 

Prepaid  medical  care 43% 

Pay  after  illness 20% 

Government  sponsored  33% 

Undecided 4% 

Commenting  on  the  results  this  newspaper  stated, 
“Most  Portland  residents  prefer  to  handle  their 
own  medical  cost  rather  than  have  their  medical 
care  provided  by  the  government.  However,  the 


prevalent  system  of  paying  doctor  and  hospital  bills 
as  they  are  incuri’ed  finds  much  less  favor  than 
some  form  of  prepaid  medical  care.” 


Air  Surgeon  Major  General  Malcolm  C.  Grow  re- 
cently announced  the  initiation  of  a General  Practice 
Branch  in  the  Air  Surgeon’s  office,  to  be  charged 
with  the  development  of  training  opportunities  and 
careers  for  general  practitioneers.  Of  the  remain- 
der, 5 per  cent  are  staff  and  administrative  per- 
sonnel and  25  per  cent  are  specialists. 

Initiation  of  the  new  General  Practice  Branch 
was  considered  imperative  by  General  Grow  who 
characterized  the  general  practitioner  as  “the  back- 
bone of  the  Air  Force  medical  service.” 

Under  the  new  program  the  general  practitioner 
will  be  enabled  to  enter  into  a proposed  residency 
program  to  be  operated  in  the  General  Hospital 
setup.  The  residency  program  will  offer  the  gen- 
eral practitioner  access  to  latest  technical  develop- 
ments in  medical  and  surgical  specialties.  Special 
emphasis  will  be  placed  on  internal  medicine,  sur- 
gical practices,  pediatrics  and  obstetrics. 

The  new  General  Practice  Branch  will  work  co- 
operatively with  the  Surgeon  General’s  career  pro- 
gram for  medical  officers. 


| ORGANIZATION  SECTION  \ 

Our  Assistant  Executive  Secretary,  Mr. 
Sidney  R.  Bradley,  was  born  in  Lincoln  in 
1919,  graduated  from  Bethany  High  School, 
and  from  the  University  of  Nebraska  School 
of  Journalism,  with  a certificate  in  journal- 
ism. He  served  in  the  U.  S.  Army  Air  Corps 
during  World  War  II  four  years  where  he 

•• 


SIDNEY  R.  BRADLEY 


was  physical  training  instructor.  Mr.  Brad- 
ley has  had  excellent  training  and  experi- 
ence in  public  relations,  being  a former  radio 
editor  of  Lincoln  newspapers,  and  the  man- 
ager of  Public  Relations  of  the  Lincoln 
Chamber  of  Commerce.  Mr.  Bradley  is 
married  and  has  two  children.  His  official 
position  will  be  executive  assistant  to  Mr. 
M.  C.  Smith,  our  Executive  Secretary,  and 
will  be  instrumental  in  assisting  Mr.  Smith 
in  activating  the  expanded  program  of  the 
Nebraska  State  Medical  Association. 


REPORT  OF  THE  COUNCIL  ON  MEDICAL 
SERVICE  OF  THE  AMA 
April  15,  1949 

PREPAYMENT  MEDICAL  CARE 
The  rapid  and  orderly  growth  of  volun- 
tary prepayment  medical  and  hospital  care 
plans  has  been  one  of  the  striking  and 
stimulating  economic  developments  support- 
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ed  by  American  medicine  during  the  past 
fifteen  years.  The  initiating  and  propelling 
force  of  these  plans  was  the  medical  profes- 
sion acting  through  its  local  and  state  so- 
cieties and  later  its  national  organization. 
This  movement  has  attained  national  pro- 
portions. At  the  present  time  over  80,000,- 
000  people  are  covered  by  Blue  Cross  type 
hospital  insurance  and  over  10,000,000  by  Blue 
Shield  type  medical  care  insurance.  This 
stimulus  and  the  accumulated  experience 
gained  by  these  organizations  have  prompted 
many  private  insurance  companies  to  enter 
this  field,  and  they  are  making  substantial 
contributions  toward  the  accomplishment  of 
our  ultimate  objective,  namely  — voluntary 
health  insurance  at  a nominal  cost  for  all 
the  people  in  the  United  States.  The  total 
number  of  persons  covered  by  all  voluntary 
agencies  is  55,000,000  for  hospitalization  and 
37,000,000  for  surgical  or  medical  care. 

The  American  Medical  Association  is  not 
enaged  in  the  insurance  business  and  has  no 
intention  of  giving  a preferential  standing 
to  any  one  type  of  voluntary  plan.  The 
American  Medical  Association  does  believe, 
however,  that  it  has  a definite  function  to 
perform,  that  of  evaluating  any  insurance 
plan  presented  to  the  people,  thus  protect- 
ing them  as  far  as  possible  against  unscrupu- 
lous or  unsound  plans.  The  American  Medi- 
cal Association  further  believes  that  the 
people  should  be  free  to  purchase  the  type 
of  health  security  they  desire.  To  this  end 
the  Council  on  Medical  Service  has  for  the 
past  four  years  critically  examined  various 
plans  and  has  given  its  approval  to  numer- 
ous plans  operating  on  a local  or  state  basis. 
The  Council  has  felt  the  need  for  a national 
organization  which  would  act  as  a trade  and 
coordinating  agency  for  all  medically  spon- 
sored plans. 

We  therefore  recommend: 

1.  The  formation  of  a national  coordinating 
agency  representing  all  qualified  voluntary  prepay- 
ment plans  in  accordance  with  the  proposal  made 
to  the  Board  of  Trustees  by  the  Council  on  Medical 
Service,  February  10,  1949. 

2.  That  there  shall  be  no  official  connection  be- 
tween the  American  Medical  Association  and  the 
Associated  Medical  Care  Plans.  However,  the 
American  Medical  Association  will  continue  to  ap- 
prove or  disapprove  all  voluntary  medical  care 
plans. 

3.  The  recognition  of  AMCP  as  a trade  organ- 
ization of  member  plans  and  Blue  Cross  as  occupy- 
ing a similar  position  for  voluntary  prepayment 
hospital  care  plans. 


4.  The  recognition  of  the  responsibility  of  the 
American  Medical  Association  to 

(a)  Promote  the  principle  of  voluntary  insur- 
ance by  educating  the  people  as  to  their  need  for 

• such  coverage  and  by  obtaining' full  cooperation 
from  state  and  county  medical  organizations  in  the 
local  field. 

(b)  Inform  the  American  people  of  the  avail- 
ability of  approved  plans  that  propose  to  supply 
on  a prepayment  basis  security  against  the  eco- 
nomic hazards  of  serious  illness. 


A DOCTOR’S  DIAGNOSIS  OF  THE 
PRESIDENT’S  COMPULSORY  HEALTH 
INSURANCE  PROGRAM 
By  DR.  ELMER  L.  HENDERSON 
Chairman,  Board  of  Trustees,  American 
Medical  Association 

President  Truman’s  special  message,  asking  en- 
actment of  a National  Compulsory  Health  Insurance 
Program,  deserves  most  careful  scrutiny  both  by 
Congress  and  by  the  American  people,  whose 
health  would  be  seriously  endangered  if  this  Old 
World  scourge  is  allowed  to  spread  to  our  New 
World. 

There  is  neither  hope  nor  promise  of  progress  in 
this  system  of  regimented  medical  care.  It  is  tl^e 
discredited  system  of  decadent  Nations  which  are  now 
living  off  the  bounty  of  the  American  people — and 
if  adopted  here,  it  would  not  only  jeopardize  the 
health  of  our  people,  but  would  gravely  -endanger 
our  freedom.  It  is  one  of  the  final,  irrevocable 
steps  toward  State  Socialism — and  every  American 
should  be  alerted  to  the  danger. 

ASSEMBLY-LINE  MEDICAL  MILLS 

Adoption  of  a system  of  politically-controlled 
medical  practice,  as  recommended  by  President  Tru- 
man, would  turn  back  the  clock  of  a medical  prog- 
ress in  this  country  50  years! 

The  inevitable  deterioration  in  the  quality  of 
care  which  would  result  from  government-herding 
of  patients  and  doctors  into  assembly-line  medical 
mills  would  lower  the  standards  of  healthy  America 
to  those  of  sick,  regimented  Europe. 

One  of  the  great  dangers  in  political  diagnosis 
of  the  health  needs  of  the  people  is  the  temptation 
to  over-simplification.  President  Truman  has  fall- 
en into  this  error. 

The  President  sets  forth  an  objective  which  all 
of  us  can  warmly  endorse — namely,  bringing  ade- 
quate health  services  within  the  reach  of  all  the 
people.  The  doctors  of  America,  in  cooperation  with 
the  prepaid  medical  and  hospital  care  plans  and 
the  many  splendid  Voluntary  Health  Insurance  Sys- 
tems, have  made  great  progress  in  achieving  that 
objective,  so  we  have  no  quarrel  with  the  Presi- 
dent on  that  score. 

President  Truman,  however,  proceeds  from  a 
desirable  objective  to  a highly-undesirable  proposal 
for  achieving  that  objective.  There  is  a great  deal 
of  double-talk  in  the  President’s  message,  but  what 
he  actually  proposes  is  a National  Compulsory 
Health  Insurance  System  which  would  regiment 
doctors  and  patients  alike  under  a vast  bureaucracy 
of  political  administration,  clerks,  bookkeepers  and 
lay  committees. 
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EXORBITANT  PAYROLL  TAXES 

Every  wage-earner,  every  self-employed  person 
and  every  employer  would  be  compelled  to  contri- 
bute exorbitant  payroll  taxes,  eventually  mounting 
to  a tax  of  8 or  10  per  cent  on  every  paycheck,  to 
support  this  system — and  the  cost  of  medical  care, 
instead  of  being  reduced,  would  be  doubled  and 
trebled  by  bureaucratic  overhead.  The  record  is 
clear  in  every  country  where  Compulsory  Health 
Insurance  has  been  adopted.  It  is  cheap  in  qual- 
ity, but  extravagantly  high  in  price. 

The  President’s  message,  in  some  respects,  was 
persuasive  and  disarming.  The  ideals  and  objec- 
tives were  stated  in  glowing  terms,  but  the  message 
was  completely  lacking  in  any  specific  statement 
of  the  services  to  which  the  people  would  be  en- 
tieled,  or  any  estimate  of  the  taxes  which  they  would 
be  compelled  to  pay. 

A BLANK  CHECK— FOR  WHAT? 

Mr.  Truman  has  been  too  long  away  from  Mis- 
souri, if  he  believes  the  American  people  will  sign 
a blank  check  for  such  an  ambiguous  program.  The 
people  will  want  to  be  shown. 

There  are  many  fallacies  and  misstatements  in  the 
President’s  message,  some  of  which  cannot  go  un- 
challenged. 

President  Tinman,  for  example,  is  about  a decade 
behind  the  times  in  his  statistics  on  the  growth  of 
the  Voluntary  Health  Insurance  Systems. 

PRESIDENT’S  STATISTICS  TEN  YEARS 
OUT  OF  DATE 

He  reports  that  only  3,500,000  people  have  insur- 
ance which  provides  adequate  health  protection. 
Ten  or  15  years  ago  that  was  true.  Today,  Mr. 
President,  55,000,000  Americans  are  protected,  un- 
der the  Voluntary  Health  Insurance  Systems  of  this 
country,  against  the  costs  of  hospital  care,  and 
37,000,000  policyholders  are  insured  against  sur- 
gical or  medical  bills. 

Again,  the  President  falls  into  the  error  of  stat- 
ing that  only  limited,  inadequate  health  protection 
is  available  under  the  Voluntary  Health  Insurance 
Systems.  Actually,  the  volunta^  systems  are  pro- 
viding better  coverage  today  than  any  compulsory 
program  yet  proposed — at  about  half  the  price. 

President  Truman  also  makes  the  amazing  asser- 
tion that  adequate  medical  care  is  now  beyond  the 
means  of  all  but  the  upper  income  groups.  On  the 
contrary,  any  family  which  can  afford  a package 
of  cigarettes  a day,  or  a weekly  movie,  can  afford 
the  finest  kind  of  prepaid  medical  and  hospital  pro- 
tection. The  cost  is  about  the  same. 

THE  FALLACY  OF  “NEEDLESS  DEATHS” 

The  most  serious  misstatement  in  the  President’s 
message — and  one  which  is  regrettable  any  Presi- 
dent of  the  United  States  would  have  uttered — is 
the  repetition  of  that  now  completely  discredited 
statement  that  tens  of  thousands  of  persons  die 
needlessly  in  this  country,  due  to  lack  of  medical 
care. 

The  President,  in  this  instance,  as  in  others,  un- 
doubtedly based  his  statement  on  the  distorted  re- 
port of  the  Federal  Security  Administrator,  whose 
listing  of  “needless  deaths”  included  40,000  deaths 
from  accidents  and  115,000  from  cancer  and  heart 
disease. 


It  is  shocking  that  any  government  department 
head  would  seek  to  impose  on  the  credulity  of  the 
American  people  with  such  flagrant  misrepresenta- 
tions— and  it  is  unfortunate,  indeed,  that  the  Presi- 
dent of  the  United  States  should  have  repeated,  even 
in  part,  the  misinformation  contained  in  this  report. 

AMERICAN  PEOPLE  ARE  MEETING  THE 
PROBLEM— THE  AMERICAN  WAY! 

There  is  a very  real  need  in  America  for  the 
budgeting  of  medical  costs  and  American  medicine 
is  proud  of  the  part  it  has  played  in  building  the 
Voluntary  Health  Insurance  System  to  meet  that 
need.  There  is  no  need,  however,  for  compelling 
the  American  people  to  join  a Government  system. 
The  voluntary  way  is  the  American  way — and  the 
people  will  resolve  this  problem,  in  a very  short 
span  of  ye^rs,  under  the  voluntary  systems  now 
available  to  them. 


“The  health  insurance  program  proposed  by 
President  Truman  would  probably  not  only  expand 
the  present  system  of  medical  care  but  eventually 
replace  it  entirely.” 

This  statement  was  made  recently  by  Gerhard 
Hirschfeld,  Director  of  the  Research  Council  for 
Economic  Security,  a Chicago  nonprofit  organiza- 
tion devoted  to  the  study  of  social  and  economic 
security. 

“Under  such  a system,  most  people  would  take 
advantage  of  the  government  program  to  which 
they  must  contribute  anyway,  regardless  of  any 
pre-existing  arrangement  for  medical  care.  This  is 
happening  now  in  Great  Britain  and  partly  ex- 
plains the  tremendous  increase  in  the  demand  for 
medical,  dental,  hospital,  and  nursing  services. 

“This  demand  in  Great  Britain  has  led  to  a far 
greater  expenditure  than  had  originally  been  esti- 
mated, about  50%  more.  If  a similar  system  were 
introduced  in  this  country,  we  could  be  fairly  sure 
that  it  would  cost  the  people  more  than  the  5 bil- 
lion dollars  estimated  at  this  time. 

“It  is,  of  course,  the  people  who  will  have  to 
pay  the  lion’s  share  of  the  cost  of  a federal  health 
insurance  program.  The  proposed  tax  is  1%% 
of  payroll  up  to  perhaps  $4,800,  to  be  paid  each  by 
employer  and  employee.  Actually,  the  employer 
is  likely  to  shift  a substantial  part  of  his  tax  on 
to  the  consumer.  It  is  likely  that  most  of  the  3% 
tax,  directly  or  indirectly,  would  be  paid  by  the 
employee.  A person  earning  $4,500  a year  would 
probably  pay  more  than  $100  a year  for  health 
insurance. 

“While  the  idea  behind  the  President’s  program 
may  be  very  sound,”  Hirschfeld  continued,  “such 
a program  nevertheless  has  far-reaching  implica- 
tions which  are  not  always  clearly  understood. 
There  is  much  room  for  improving  our  national 
health.  There  is  equally  little  doubt  that  the 
greater  responsibilities  and  powers  conferred  upon 
government  by  this  health  and  other  compulsory 
programs  may  create  far  greater  problems  for 
our  people  than  the  health  problem  constitutes 
today. 

“Long-term  principles  are  more  important  in  the 
determination  of  a nation’s  welfare  than  short-term 
policies.  If  government  is  to  take  care  of  the 
health  of  the  people,  why  not  their  hours  and  place 
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of  work,  their  income  and  spending,  and  other 
phases  of  their  daily  life? 

“Compulsion  is  necessary,  for  example,  to  get 
children  educated.  But  if  compulsion  is  applied  to 
control  the  ways  and  decisions  of  adult  people, 
principles  are  introduced  which  will  exert  their  in- 
fluence way  beyond  proper  health  cai'e. 

“It  is  this  triple  effect— of  financial  cost,  of 
people’s  tendency  to  take  advantage  of  the  benefits 
of  compulsory  health  insurance,  and  finally,  of  the 
growing  power  of  government — which  makes  it  so 
important  to  give  the  most  careful  study  to  the 
President’s  proposal. 

“There  is  no  doubt  about  the  need  for  better 
health  protection.  But  there  is  real  doubt  that  the 
forces  thus  set  in  motion  will  stop  with  the  realiza- 
tion of  a national  health  insurance  program.” 


MEETING  OF  THE  HOLT  NORTHWEST 
COUNTY  MEDICAL  SOCIETY 

The  meeting  of  the  Holt-Northwest  County  Medi- 
cal Society  was  called  to  order  by  Dr.  Lear,  in 
the  offices  of  Dr’s.  French  & Brown,  at  O’Neill, 
Nebraska,  on  April  24,  1949. 

Dr.  Kriz,  moved  that  Dr.  Donald  Wyrens  of  Lynch, 
be  voted  in  as  a member  of  the  Holt-Northwest 
County  Medical  Society.  Dr.  Johnson  seconded  the 
motion  which  carried  unanimously  by  ballot. 

The  disciplinary  section  of  the  resolution  ad- 
vised by  the  meeting  of  the  Delegates  and  Presi- 
dents, was  brought  to  the  members’  attention  by 
Dr.  Lear,  and  a discussion  of  it  followed.  Dr. 
French  moved  that  it  be  accepted.  Dr.  Deakin 
seconded  the  motion  which  carried  unanimously. 

At  some  length  the  causes  and  evils  of  socialized 
medicine  was  discussed.  It  was  uniformity  agreed 
that  the  government  medicine  was  inefficient,  cost- 
ly, and  usually  furnished  inferior  results.  As  it  is 
gradually  creeping  in,  examples  of  government  in 
medicine  were  taken  from  various  sections.  These 
examples  were:  the  Veterans  Administration; 

F.S.A.;  County  Welfare  & Assistance;  Army;  Navy; 
Public  Health,  and  in  fact  all  branches  now  known. 

It  was  discussed  just  why  people  wanted  Social- 
ized Medicine,  and  the  main  reason  was,  as  far  as 
could  be  determined,  the  high  cost  of  medical  care 
as  it  now  exists  in  some  sections  and  by  some  doc- 
tors. Therefore  this  resolution: 

Be  It  Resolved,  That  the  Holt-Northwest  County  Medical 
Society  of  Nebraska  go  on  record  as  being  opposed  to  the 
excessive  fees  charged  by  certain  physicians  ; believing  that 
such  fees  are  unfair  and  a definite  cause  for  the  development 
of  Socialized  Medicine.  We  believe  that  the  present  program 
is  useless  unless  this  practice  be  corrected. 

The  resolution  passed  unanimously  by  the  members  of  the 
Holt-Northwest  County  Medical  Society  and  it  is  to  be  read 
at  the  next  meeting  of  the  House  of  Delegates. 


Doctors,  taking  note  of  complaints  from  the  public  that 
health  costs  are  rising,  make  the  reply  that  the  increases  are 
not  all  out  of  line. 

Dr.  Frederick  Good,  president  of  the  Denver  county  (Colo- 
rado) medical  society,  speaking  for  the  medical  men.  reports 
that  “While  the  cost  of  living  had  advanced  138  per  cent 
in  recent  years,  doctors’  charges  are  only  25  per  cent  more 
for  some  services,  while  fees  for  others  remained  unchanged.” 
The  “scientific  gains”  which  prolong  life  and  relieve  suffer- 
ing. and  for  which  the  people  make  more  and  more  demands, 
says  Dr.  Good,  are  actually  driving  up  the  total  health  costs — 
not  the  fees  of  the  doctors  themselves.  In  other  words,  some 
people  are  using  the  doctor  more  and  using  more  medical  pro- 
ducts, and  more  people  are  using  doctors.  The  explanation 
seems  quite  sound. 

— From  Scottsbluff  Star  Herald 


WOMAN'S  AUXILIARY 


The  Auxiliary  year,  1948-49,  came  to  a 
close  on  May  4th,  and  though  all  aims  and 
projects  submitted  at  the  beginning  of  the 
year  have  not  been  realized  in  full,  we  feel 
progress  has  been  made. 

One  new  Auxiliary,  Fillmore  and  Saline 
Counties,  was  organized  in  February,  1949, 
with  thirteen  charter  members.  The  Ne- 
braska Auxiliary  now  is  composed  of  seven 
auxiliaries  and  includes  sixteen  counties  of 
the  state.  Our  total  membership  has  in- 
creased by  26  membei’s  to  a total  of  360, 
thirteen  of  whom  are  members-at-large.  The 
pi-esident  visited  five  of  the  seven  auxiliaries 
during  the  year. 

Progi'ams  have  been  varied.  Addresses 
and  forums  on  Nebraska  Medical  Service, 
the  Blue  Shield  and  Blue  Cross,  and  the 
State  Hospitals  have  proven  popular.  Each 
Auxiliai’y  met  in  joint  session  with  the  Medi- 
cal Societies  in  their  district,  whei'e  “The 
Expanded  Program  of  Medical  Service”  was 
discussed. 

Auxiliary  members  cooperated  with  health 
committees  of  other  women’s  organizations; 
they  were  alert  to  the  health  needs  of  their 
communities ; served  as  leaders  in  various 
community  and  civic  groups. 

Used  our  influence  to  have  the  Nebraska 
Federation  of  Women’s  Clubs  at  their  state 
convention  endoi’se  the  action  of  Nebraska 
Legislature  opposing  compulsory  health  in- 
surance. All  officers  and  chairmen  con- 
tacted delegates  from  Nebraska  to  Conven- 
tion of  General  Federation  of  Women’s  Clubs 
urging  them  to  approve  l’esolutions  favoring 
the  expansion  of  voluntary  medical  and  hos- 
pital care  plans,  and  oppose  l'esolution  ap- 
proving a system  of  Compulsory  health  in- 
surance. 

Your  pi’esident  was  a guest  of  the  Mis- 
soui'i  Auxiliary  at  their  state  meeting  in 
March,  1949.  She  spoke  to  Board  of  Coun- 
cilors of  Nebi’aska  Medical  Society,  pledging 
auxiliai’y  support  and  asking  for  their  inter- 
est and  support  of  the  auxiliary.  Presented 
aims,  objectives  and  goals  of  Auxiliary  to 
25  women,  l’epresenting  25  member  organiza- 
tions to  Council  of  State  Women’s  Organiza- 
tions. 

This  report  has  been  made  possible 
through  the  efforts  and  cooperation  of  the 
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Advisory  Council,  the  County  Presidents, 
the  Committee  Chairmen,  and  other  Officers, 
and  I wish  at  this  time  to  express  my  appre- 
ciation to  them. 

I am  grateful  to  the  Nebraska  State  Medi- 
cal Society  for  its  assistance  and  interest 
in  the  activities  of  the  Auxiliary.  May  the 
Auxiliary  grow  in  usefulness  and  prove  itself 
worthy  of  the  profession  which  we  are 
pledged  to  serve.  And  “much  success”  to 
Mrs.  Ferciot,  my  successor. 

Respectfully  submitted, 

MRS.  P.  0.  MARVEL. 


After  wTeeks  of  anticipation  and  planning, 
the  meetings  of  the  Woman’s  Auxiliary  to 
the  Nebraska  State  Medical  Association 
have  come  and  gone,  leaving  in  their  wake 
a host  of  pleasant  memories  of  hours  of  com- 
bined work  and  pleasure;  of  old  friendships 
renewed,  and  new  contacts  made.  We,  of 
Douglas  County,  hope  that  all  of  you  en- 
joyed your  stay  here  as  much  as  we  enjoyed 
having  you  and  that  as  a result  we  may 
work  together  more  closely  toward  our  com- 
mon objectives. 

May  I call  your  special  attention  to  one  of 
the  highlights  of  the  business  session,  name- 
ly the  resolution  opposing  Compulsory 
Health  Insurance,  which  you  will  find  in  full 
following  Mrs.  Marvel’s  annual  report;  also 
please  note  the  Whitaker  and  Baxter  letter 
under  date  of  April  26  which  is  also  included 
in  our  Auxiliary  news. 

Mrs.  Maurice  Grier  presented  the  follow- 
ing slate  for  1949-50  which  was  unanimously 
accepted : 

President — Mrs.  C.  Fred  Ferciot,  Lincoln 

President-Elect — Mrs.  Glenn  Whitcomb,  Omaha 

First  Vice  President — Mrs.  Walter  Harvey,  Ger- 
ing 

Second  Vice  President  — Mrs.  Clarence  Elliott, 
Lincoln 

Treasurer — Mrs.  H.  O.  Bell,  York 

Directors  (One  Year) — Mrs.  J.  N.  Stoops,  Scotts- 
bluff,  and  Mrs.  A.  J.  Offerman,  Omaha 

Directors  (Two  Years) — Mrs.  Willard  H.  Hill, 
Fremont,  and  Mrs.  W.  Carveth,  Lincoln 

MRS.  WILBUR  MUEHLIG. 

Press  and  Publicity  Chairman. 

May  I take  this  opportunity  to  thank  the 
Press  and  Publicity  chairmen  of  the  various 
auxiliaries  for  their  cooperation  and  help 
this  year. 


A RESOLUTION  OPPOSING  COMPULSORY 
HEALTH  INSURANCE 

Whereas,  there  is  now  pending  in  the  Congress 
of  the  United  States  of  America  certain  bills  which, 
if  enacted  into  law,  will  impose  upon  the  people 
a compulsory  insurance  tax,  and 

Whereas,  the  imposition  of  such  a tax  will  lead 
to  the  establishment  of  a vast  Federal  Bureaucracy 
requiring  hundreds  of  thousands  of  additional  em- 
ployees to  administer  the  system,  and 

Whereas,  there  is  now  available  many  forms  of 
voluntary  prepaid  Health  Insurance  Plans  to  any- 
one desiring  such  protection 

Therefore  Be  It  Resolved,  that  the  Woman’s 
Auxiliary  to  the  Nebraska  State  Medical  Associa- 
tion express  their  unqualified  disapproval  to  any 
system  of  compulsory'  health  insurance,  and  to  any 
system  of  medical  care  designed  for  National  Bu- 
reaucratic Control,  and 

Be  It  Further  Resolved,  that  the  President  of  the 
United  States,  the  presiding  officers  of  the  United 
States  Senate  and  House  of  Representatives  and 
each  Senator  and  Congressman  from  Nebraska  be 
informed  of  this  action. 

MRS.  P.  O.  MARVEL,  President, 
MRS.  CHAS.  W.  WAY,  Secretary. 
Unanimously  adopted  on  May  4,  1949. 

Each  county  auxiliary  is  asked  to  take  similar 
action  and  follow  through  on  letters  to  those  men- 
tioned in  the  resolution. 


The  last  meeting  of  the  Woman’s  Aux- 
iliary to  the  Omaha  Douglas  County  Medical 
Society  was  a luncheon  held  on  Tuesday,  May 
10,  at  the  home  of  Mrs.  W.  D.  Wright.  About 
sixty  members  attended.  A Board  meeting 
preceded  the  regular  business  meeting. 

Mrs.  James  Donelan,  retiring  president, 
gave  her  annual  report  for  the  year  and  re- 
ports from  the  various  chairmen  of  com- 
mittees were  placed  on  file.  Motions  were 
passed  to  contribute  $10  to  the  Cancer  drive, 
to  the  Community  Chest  and  to  the  Red 
Cross. 

A motion  was  made,  seconded  and  carried 
that  the  Auxiliary  go  on  record  as  approv- 
ing the  resolution  opposing  Compulsory 
Health  Insurance  which  was  unanimously 
adopted  on  May  4,  1949,  by  the  Woman’s 
Auxiliary  to  the  Nebraska  State  Medical  As- 
sociation, and  that  letters  be  written  to 
those  mentioned  in  the  resolution. 

The  nominating  committee  presented  the 
following  slate  for  the  year,  1949-50 : 
President — Mrs.  Chester  Farrell 
President-Elect — Mrs.  Walter  Armbrust 
Vice  President — Mrs.  Leroy  Lee 
Secretary — Mrs.  Wilbur  Muehlig 
Treasurer — Mrs.  Leo  Anderson 

MRS.  WILBUR  MUEHLIG. 

Press  and  Publicity  Chairman. 
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Sixty-five  student  nurses,  members  of  the  faculty 
of  the  Mary  Lanning  Memorial  Hospital  School  of 
Nursing  and  especially  invited  friends  were  guests 
of  the  Women’s  Auxiliary  of  the  Adams  County 
Medical  Society  at  a tea  at  the  home  of  Mrs.  0.  A. 
Kostal  on  April  21. 

Mrs.  C.  W.  Giuldner,  chairman  of  the  auxiliary, 
poured  during  the  first  hour,  and  Mrs.  C.  R.  Mat- 
thiesen,  member  of  the  School  of  Nursing  commit- 
tee, during  the  second. 

Original  water  colors  and  lithographs  by  Mrs. 
George  Tilden  of  the  Hastings  College  Art  Depart- 
ment and  Miss  Louise  Munday  of  Lincoln  were  on 
display. 

The  committee  in  charge  of  arrangements  in- 
cluded Mmes.  D.  W.  Kingsley,  A.  E.  Harrington 
and  G.  Paul  Charlton. 


April  26,  1949 

Many  officials  and  employees  of  the  So- 
cial Security  Department — and  various  other 
Government  agencies  — are  taking  to  the 
stump  to  speak  for  Compulsory  Health  In- 
surance. 

May  we  suggest  that  doctors  and  friends 
of  our  cause  who  attend  meetings  where 
Government  officials  are  speaking  for  social- 
ized medicine,  ask  such  speakers  questions 
like  the  following: 

“Who  is  paying  you  to  make  this  ap- 
pearance ?” 

“Are  you  here  at  the  taxpayers’  ex- 
pense, or  are  your  expenses  being  paid 
by  some  private  agency  or  committee?’’ 

This  should  be  done  quietly  and  politely. 

There  is  no  need  to  get  into  an  argument. 
The  audience  will  get  the  point,  no  matter 
what  alibi  the  speaker  may  trot  out. 

Sincerely, 

WHITAKER  & BAXTER. 


NEBRASKA  STATE  HEALTH 
DEPARTMENT 

NEW  RULES  AND  REGULATIONS  FOR 
CONTROL  OF  TYPHOID  CARRIERS 

1.  Carriers  Defined:  Any  individual,  other  than 

a case  of  typhoid  fever,  who  either  intermittently 
or  constantly  discharges  typhoid  bacilli,  is  a carrier. 
Discharge  of  the  germs  may  be  in  the  feces  or  in 
other  body  discharges.  The  following  classes  shall 
be  considered  to  be  carriers: 

a.  Recovered  typhoid  cases  who  continue  to  dis- 
charge the  bacilli  beyond  the  period  of  clinical 
recovery. 

b.  Those,  other  than  active  typhoid  cases,  whose 
discharges  have  been  shown  to  contain  typhoid 


bacilli,  bacteriological  examination  having  been 
made  by  a competent  laboratory, 

c.  Recovered  cases  of  typhoid  fever  in  which  ade- 
quate analyses  of  discharges  have  not  been  made 
to  show  that  the  individual  ceased  discharging 
the  bacilli  during  the  period  of  convalescence. 
Bacteriological  examination  to  be  considered  au- 
thentic for  this  purpose  must  be  made  by  a 
laboratory  of  this  Department  or  another  lab- 
oratory approved  by  this  Department  for  that 
purpose. 

2.  Carrier  List:  The  Department  of  Health  in 

its  office  at  Lincoln  shall  maintain  a list  of  known 
typhoid  carriers.  On  this  list  shall  be  entered  the 
name,  address  and  identifying  data  of  typhoid  car- 
riers together  with  pertinent  data  relating  to  their 
condition  and  the  history  of  bacteriological  analyses 
of  discharges  for  typhoid  bacilli  made  in  authorized 
laboratories.  The  contents  of  such  a carrier  list 
shall  be  maintained  in  a confidential  status  except- 
ing as  to  the  individual  involved,  to  the  physician 
of  that  individual’s  choice,  and  to  such  personnel  of 
the  State  or  of  local  Health  Departments  necessary 
in  connection  with  the  control  of  carriers  and  the 
prevention  of  typhoid.  The  names  of  all  carriers 
as  defined  in  paragraph  1,  above,  shall  be  entered 
on  this  list. 

3.  Change  of  Residence:  Should  any  carrier  so 

listed  wish  to  change  his  place  of  residence  from  one 
local  health  jurisdiction  to  another  local  healtn 
jurisdiction,  either  within  or  without  the  state,  ap- 
plication should  be  made  and  permits  given  the 
same  as  required  for  the  travel  or  transportation  of 
a case  of  communicable  disease.  This  restriction 
does  not  apply  to  ordinary  local  travel  in  the  com- 
munity. 

4.  Release  from  Carrier  List:  Should  twelve 

(12)  consecutive  monthly  specimens  show  the  ab- 
sence of  typhoid  bacilli  upon  examination  by  a lab- 
oratory of  the  State  Health  Department  or  another 
laboratory  approved  for  this  purpose,  this  shall  be 
considered  satisfactory  evidence  that  the  carrier 
status  no  longer  exists.  Laboratories  of  the  Depart- 
ment and  other  laboratories  concerned  are  author- 
ized to  use  whatever  means  as  may  be  necessary  to 
insure  authenticity  of  the  specimens.  If  such  exam- 
inations are  made  by  other  than  the  laboratory  of 
the  Department  located  at  Lincoln,  results  of  the 
analyses  are  not  to  be  considered  authentic  and  of- 
ficial unless  reported  to  the  Department  at  Lincoln 
so  that  the  results  may  show  on  the  individual’s 
record  in  the  carrier  list.  Any  authorized  labora- 
tory performing  bacteriological  examinations  of  this 
sort  are  to  furnish  the  Department  with  this  in- 
formation. 

5.  Prohibitions  on  Conduct  of  Carriers:  Typhoid 
carriers  are  prohibited  from  employment  in  any  food 
preparation  or  handling  or  to  engage  in  the  prep- 
aration or  handling  of  food  except  that  consumed  by 
their  own  immediate  family.  Members  of  the  im- 
mediate family  are  to  be  immunized  against  typhoid 
and  are  to  receive  a booster  injection  of  typhoid 
vaccine  at  yearly  intervals.  The  excreta  of  typhoid 
carriers  is  to  be  disposed  of  in  a safe  manner.  If 
outdoor  privy  is  used,  the  privy  shall  be  of  such  con- 
struction that  discharges  cannot  be  spread  by  ro- 
dents, flies,  or  flooding.  In  case  sanitation  of  the 
premises  is  not  of  a safe  type  in  this  respect,  dis- 
charges are  to  be  disinfected  by  a method  recom- 
mended by  this  Depai'tment.  The  personal  laundry 
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of  the  typhoid  carrier  is  to  be  taken  care  of  on  the 
premises  or,  if  sent  away,  should  be  subjected  to 
suitable  disinfectant  processes  before  being  sent  to 
the  laundry. 

6.  Visits  by  Health  Department:  An  inspection 
shall  be  made  at  six-month  intervals  or  other  inter- 
vals at  the  discretion  of  the  Department  to  deter- 
mine compliance  with  these  regulations.  Such  in- 
spection shall  be  made  in  a manner  so  as  to  mini- 
mize any  embarrassment  that  might  otherwise  re- 
sult to  the  carrier  or  to  his  or  her  family. 

7.  Quarantine:  If,  in  the  opinion  of  this  Depart- 

ment, the  measures  provided  in  these  regulations 
are  not  observed  to  a degree  sufficient  to  protect 
the  public,  then  the  premises  may  be  quarantined. 
Such  quarantin  should  define  the  quarantined  prem- 
ises, confine  the  quarantined  individual  in  these 
premises  and  shall  include  a warning  placard. 

8.  Carrier  Agreement:  An  agreement  defining 

the  conditions  which  must  be  observed  by  the  car- 
rier to  serve  in  lieu  of  the  quarantine  provided  in 
the  previous  paragraph,  may  be  entered  into  be- 
tween the  carrier  and  this  Department.  Violation  of 
such  contract  shall  be  construed  as  voiding  same 
and  shall  subject  the  individual  to  the  provisions  of 
quarantine  at  the  discretion  of  this  Department. 


KNOW  YOUR 
BLUE  SHIELD  PLAN 


The  House  of  Delegates  of  the  Nebraska  State 
Medical  Association,  at  its  meeting  on  May  5,  un- 
animously approved  the  actions  and  policies  of  the 
Nebraska  Medical  Service  (Blue  Shield  Plan).  It 
was  recommended  that  full  support  and  cooperation 
be  given  to  the  Plan  by  members  of  the  State  As- 
sociation. 


Plans  are  being  made  to  carry  forward  an  active 
program  of  physician  relations  to  acquaint  physi- 
cians and  their  secretaries  with  the  methods  of 
operation  and  philosophy  of  the  Blue  Shield  Plan. 
A more  complete  understanding  of  the  Plan’s  mo- 
tivation will  enable  physicians  and  the  members 
of  their  office  staffs  to  aid  in  the  further  develop- 
ment and  efficient  functioning  of  the  medical  serv- 
ice Plan. 


Arrangements  are  being  made  to  hold  a Blue 
Shield  physicians’  conference  in  Omaha  in  the 
near  future.  Approval  has  been  given  by  the 
House  of  Delegates  to  the  appointment  of  one 
delegate  to  the  meeting  from  each  councilor  dis- 
trict. Each  representative  attending  the  meeting 
will  be  provided  with  complete  information  on  the 
policy  and  operation  of  the  medical  service  Plan. 
All  expenses  of  the  representatives  invited  to  take 
part  in  the  meeting  will  be  paid  by  the  Blue 
Shield  Plan. 


A ruling  of  the  State  Insurance  Department  re- 
quires that  Blue  Shield  payments  be  made  to  the 


subscriber  rather  than  to  the  physician  or  surgeon. 
To  meet  this  requirement,  an  assignment  blank 
will  be  attached  to  each  Blue  Shield  claim  form. 
The  member’s  signature  on  the  blank  will  assign  the 
payment  to  the  physician,  and  will  authorize  the 
writing  of  the  Blue  Shield  check  to  the  attending 
physician.  This  procedure  will  go  into  effect  about 
July  1. 


REPORT  OF  EXECUTIVE  DIRECTOR 
OF  NEBRASKA  MEDICAL  SERVICE 

CASH  RECEIPTS  AND  DISBURSEMENTS 


April  30.  1949 

Cash  on  hand,  April  1,  1949 $ 88,892.73 

Receipts : 

From  dues $64,045.50 

From  enrollment  fees 1,757.00 

Taxes  deducted  from  salaries.^ 47.80  65,850.30 


Disbursements:  $154,743.03 

Claims  paid  $46,595.50 

Administrative  Expense — Regular 
$5,590.71  ; Adv.  Cam- 
paign $1,193.62)  6,784.33 

Professional  fees,  E.K.M. 333.33 

Office  salaries  300.00 

Medical  Director 150.00 

Attorney  150.00 

Advertising  1,003.29 

Auditing  expense  (3  months) 450.00 

Printnng  and  stationery 102.55 

Home  office  travel  and  expense 610.98 

Hospital  records  9.00 

Bank  charges  1.00 

Refunds  198.62 

Dues  69.64 

Taxes  182.40  56,940.64 


Cash  on  hand,  April  30,  1949 $ 97,802.39 

Bank  Balance,  April  30,  1949 — 

Packers  National  Bank.  Omaha $ 96,655.23 

First  National  Bank,  Omaha 1,147.16 


BALANCE  SHEET 
April  30,  1949 


Assets : 

Cash  in  Banks 

Premiums  in  process  of  collection 
U.  S.  Bonds ( cost  plus  accrued 
interest)  


149.872.66 


$ 97,802.39 


.$  97,802.39 
2,497.33 

$250,172.38 


Liabilities : 

Accounts  payable.  Blue  Cross $ 6,374.27 

Accounts  payable,  monthly  invoices 825.57 

Claims  payable — 

Accrued  payroll  taxes 50.80 

Unreported  32,719.00 

Pending  2,477.50 

Contingent  10,000.00 

Accrued  audit  expense 150.00 

Unearned  premiums  62,212.25 


$114,809.39 


Reserve  for  Maternity  Care 10,000.00 

Unassigned  Surplus  125,362.99  $250,172.38 


INCOME  AND  EXPENSE 
April  30,  1949 

Income:  Month  of 

April 

From  dues  $ 63,928.13 

From  enrollment  fees 1,757.00 

Miscellaneous  


4 Months 
to  Date 
$235,887.13 
5.662.00 
1,000.00 


$ 65.685.13 


Expenses : 

Claims  < — $ 46,073.50 

Administrative  expense — 

Regular  5.456.69 

Adv.  Campaign  917.58 

Professional  fees  483.33 

Office  salaries  300.00 

Medical  Director  150.00 

Attorney  150.00 

Auditing  150.00 

Advertising 569.06 

Printing  59.00 

Home  office  expense 610.75 

Taxes  and  licenses 3.00 

Dues  69.64 

Miscellaneous  37.76 


$242,549.13 

183,144.00 

21.884.05 

4,282.19 

1,533.32 

1,200.00 

600.00 

650.00 

700.00 
1,599.80 

421.48 

991.64 

42.00 

235.83 

69.11 


$ 55,030.31  $217,353.42 


Net  Gain 


.$  10.654.82  $ 25,195.71 
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MEMBERSHIP  SUMMARY— APRIL.  1949 
Sub-  De- 

scribes pendents  Total 

Membership,  April  1,  1949 30,958  43,032  73,990 

Additions  2,643 

Less  Terminations  517 

Net  Gain  2,126 

Membership,  May  1,  1949 33.084  45.987  79,071 

Groups  enrolled  during  April 98 

Groups  cancelled  during  April 10 

Number  of  active  groups.  May  1,  1949 1,942 


Discharged  as  Major  in  August  1945.  Following 
his  return  from  the  -army  he  located  in  Imperial  and 
became  associated  with  Drs.  Hoffmeister  and  Fay 
Smith.  He  was  a member  of  th<j  Southwest  Ne- 
braska Medical  Society,  the  Nebraska  State  Medical 
Association,  and  a Fellow  of  the  American  Medical 
Association.  He  died  April  14,  1949.  Surviving  are 
his  wife,  one  son,  and  two  daughters. 


DEATHS 

Frederick  Watson  Buckley,  Beatrice.  Born  in 
Pennsylvania  in  1881,  came  to  Iowa  with  his  family 
during  his  infancy.  Graduated  from  Northwestern 
University  College  of  Medicine  in  1907.  After  serv- 
ing his  internship  at  Englewood  Hospital,  Chicago, 
he  located  in  Broken  Bow  where  he  practiced  until 
1913,  then  moved  to  Beatrice.  Served  in  World  War 
I,  with  Base  Hospital,  University  of  Nebraska  No. 
49,  in  France.  Following  his  discharge  from  Army 
he  went  to  Europe  for  postgraduate  work,  and  then 
returned  to  Beatrice.  Doctor  Buckley  was  widely 


— Courtesy  Beatrice  Sun 

DR.  FREDERICK  W.  BUCKLEY 

known  throughout  the  eastern  section  of  Nebraska. 
He  was  always  active  in  civic  and  professional  af- 
fairs, served  as  secretary  of  Gage  County  Medical 
Society  for  fifteen  years.  He  was  vice-president  of 
the  Nebraska  State  Medical  Association.  He  was  a 
member  of  many  professional  societies  including  the 
American  Association  of  Railway  Surgeons.  Ac- 
cording to  the  Beatrice  Sun,  Dr.  Buckley,  in  com- 
mon with  other  physicians  who  during  the  war  re- 
mained at  their  location  carrying  the  burdens  of 
overwork,  suffered  from  a coronary  attack  in  1945 
and  shortly  thereafter  from  a cerebral  embolism 
which  paralyzed  his  right  side.  He  died  April  23, 
1949.  Surviving  are  his  wife,  a son  Lawrence,  now 
a student  in  the  University  of  Nebraska  College  of 
Medicine,  and  a daughter  living  in  Arizona.  A son, 
Frederick,  Jr.,  died  in  the  service  in  1943. 


Robert  J.  Day,  Imperial.  Born  in  Omaha  in  1916, 
graduated  from  the  University  of  Nebraska  College 
of  Medicine  in  1940,  interned  at  Methodist  Hospital, 
Omaha,  served  in  World  War  II  for  four  years. 


Ira  A.  Pace,  Guide  Rock.  Born  in  Weldon,  Illinois 
in  1868,  graduated  from  University  of  Vermont, 
1891;  practiced  in  Illinois  from  1891  to  1897,  when 
he  moved  to  Tarkio,  Mo.  Shortly  thereafter  he  lo- 
cated in  Guide  Rock  where  he  remained  in  practice 
until  the  time  of  his  death  April  25,  1949.  Dr.  Pace 
was  a member  of  the  Nebraska  State  Medical  As- 
sociation and  the  American  Medical  Association. 
Surviving  are  his  wife,  three  sons,  Ira  A.  Jr.,  Leo  L., 
a retired  Rear  Admiral,  USN,  and  Dr.  Paul  of  San 
Jose,  Calif.  

James  L.  Brannen,  Greeley.  Born  in  New  York 
State  1869,  came  to  Nebraska  early  in  childhood 
where  the  family  settled  in  Fremont.  Graduated 
from  Creighton  University  School  of  Medicine  in 
1901.  That  year  he  located  in  Greeley  where  he  re- 
mained until  the  time  of  his  death  April  23,  1949. 
Dr.  Brannen  was  a member  of  the  Four  County  Med- 
ical Society  and  Nebraska  State  Medical  Associa- 
tion. He  was  Greeley  county  physician  for  many 
years  and  served  as  secretary  of  the  school  board 
for  over  twenty-five  years.  Surviving  are  his  wife 
and  six  sons,  James  of  Oakland,  Calif.;  John  of  Sac- 
ramento; Fred  of  Pickstown,  S.  D.;  Thomas  of  Oma- 
ha; Frank  of  Portland,  Ore.,  and  Dr.  Charles  F.  of 
Greeley. 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
SPORTING  EVENTS 

We  wish  to  express  our  appreciation  to  the  following  firm, 
for  donating  prizes  and/or  • services  to  contribute  to  the  suc- 
cess of  the  recreational  phases  of  the  Nebraska  State  Medical 
Association  in  Convention  in  Omaha.  May  2 to  5 : 


Alpercons 

American  Optical  Co. 

C.  J.  Assmann  Clothing  Co. 
Avery  Optical  Co. 
Barkalow’s 
Carl  Baum  Drug  Co. 

Beaton  Drug 
Benson  Williams  Drug 
Berg  Clothing  Co. 

Brain  Sporting  Goods  Co. 
Byron  Reed  Co. 

Chris  Pharmacy 
Coca-Cola  Bottling  Co. 
Crosby-Kunold  Mortuary 
Crosby  Surgical  Co. 

Fitch  & Cole  Mortuary 


John  A.  Gentleman  Mortuary 
Green  Pharmacy 
The  Harding  Ice  Cream  Co. 
Hoffman  Mortuary 
Kelley-Koett  Mfg.  Co. 

Lee  Drug  Co. 

Liggett  Drug  Co. 

Mead  Johnson  Co. 

O’Brien  Drug 

Physicians  Bureau 

Piel  Drug 

Palace  Ambulance 

Schmoller  & Mueller  Piano  Co. 

Seiler  Surgical  Co. 

Storz  Brewery 

N.  P.  Swanson  Mortuary 


GOLF  TOURNAMENT 

Champion  (Douglas  County )- -Paul  W.  Tipton  (77). 
Champion  (Outstate) — J.  G.  Wiedman,  Lincoln  (82). 

Class  A (Handicap) — H.  L.  Dworak,  Omaha. 

Class  B (Handicap) — S.  O.  Reese,  Lincoln. 

Class  C (Handicap) — W.  L.  Sucha.  Omaha. 

Class  D (Handicap) — H.  N.  Morrow,  Fremont. 

Closet  to  Hole  No.  1 — J.  H.  Judd.  Omaha : No.  2 — J.  R. 
Schenken.  Omaha  ; No.  3 — Keith  W.  Sheldon,  Lincoln  ; No.  4 
C.  Fred  Ferciot,  Lincoln;  No.  5 — Joseph  Kuncl,  Jr.,  Alliance; 
No.  6 — John  Peterson,  Lincoln  ; No.  7 — E.  E.  Angle.  Lincoln  ; 
No.  8 — R.  C.  Anderson,  Columbus  ; No.  9 — Frank  Iwersen, 
Omaha  ; No.  10— D.  J.  Brown  ; No.  11 — F.  A.  Pollack,  Lin- 
coln ; No.  12  W.  W.  Carveth.  Lincoln;  No.  13 — C.  F.  Hille, 
Beaver  Crossing  ; No.  18 — H.  F.  Staubitz,  Omaha. 

Longest  Drive.  No.  1 — Frank  W.  Wanek,  Chadron  ; No.  12 — 
O.  A.  Neely,  Lincoln. 

Highest  Score  (Outstate) — J.  M.  Neely,  Lincoln. 

Highest  Score  (Local) — Raymond  G.  Lewis,  Omaha. 

Best  Left-Handed  Golfer — J.  M.  Christlieb,  Omaha. 

Best  Dressed  Golfer — James  F.  Kelly,  Omaha. 
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TRAP  SHOOT 

,16  Yard.  50  Ruck  (Outstate  High)—  H.  Crum.  RTushville, 
O’Brien  Trophy  (hunting  coat). 

1(5  Yard.  50  Rock  (Local  High) — J.  J.  Grier,  Omaha  (sport 
shirt). 


16  Yard.  50  Rock  (Outstate  Low) — Robert  Morgan.  Alliance 
(1  box  shells). 


16  Yard,  50  Rock  (Local  Low) — George  Hansen,  Omaha  (1 
box  shells). 


Backup,  20  Rock  (Local  High)-  Ken  Thompson.  Oakland  (1 
Schick  shaver)  ; L.  W,  Lee,  Omaha  (2  bottles  Bourbon). 

Backup,  20  Rock  (Outstate  High)— Leslie  Sauer.  Tekamah  (1 
pipe)  ; A.  D.  Munger.  Lincoln  (2  bottles  Bourbon). 

Handicap.  50  Rock  (High) — Leslie  Sauer,  Tekamah  (Munger 
trophy,  4 boxes  shells,  bag)  ; F.  T.  Herhahn,  Scottsbluff  (1 
box  shells). 


Best  Dressed  Trap  Shooter — J. 
(Hardings  ice  cream  order). 


B.  Christensen,  Omaha 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor.  Nebraska  State 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ing, Omaha. 


Dr.  Edward  T.  Gerin  has  located  at  Trenton. 

Dr.  S.  A.  Swenson,  Sr.,  Ravenna,  has  moved  to 
Omaha  to  become  associated  with  his  son,  Dr.  S.  A. 
Swenson. 

Dr.  R.  C.  Fenstermacher,  Auburn,  spent  the 
month  of  May  in  Chicago  taking  postgraduate  work 
at  Cook  County  Hospital. 

Dr.  Roland  F.  Mueller  of  Lincoln  was  a guest  of 
the  American  Surgical  association,  at  its  meeting 
in  St.  Louis  April  20  to  22. 

Dr.  Harold  C.  Lueth,  dean  of  the  University  of 
Nebraska  College  of  Medicine,  addressed  the  Cham- 
ber of  Commerce  in  Kearney  in  April. 

Dr.  and  Mrs.  Payson  Adams  vacationed  in  Cal- 
ifornia in  June.  Dr.  Adams  attended  the  sessions 
of  the  American  Urological  Association. 

Dr.  D.  S.  Rausten  announces  the  association  of 
Dr.  Clara  Cummings,  College  of  Medical  Evangelists 
’37,  with  the  College  View  Medical  Center. 

Dr.  Marion  W.  Spohn,  Chester,  celebrated  his  94th 
birthday  on  April  17.  According  to  local  reports 
the  doctor  spent  the  day  looking  after  patients  as 
usual. 

Dr.  and  Mrs.  Eugene  E.  Simmons  of  Omaha  re- 
turned recently  from  a three  weeks  trip  in  the  east. 
Dr.  Simmons  attended  the  sessions  of  the  American 
Collge  of  Physicians  in  New  York  City  in  April. 

Dr.  Edwin  D.  Lyman  has  become  acting  city-coun- 
ty health  director  for  Omaha  and  Douglas  County. 
He  succeeds  Dr.  L.  L.  Fatherree  who  has  been  di- 
rector of  health  in  Omaha  for  two  years  prior  to 
his  resignation  in  May. 

“In  Tribute  to  the  American  Doctor”  is  beauti- 
fully portrayed  in  the  Philip  Morris  spread  on 
pages  vi  and  vii  of  this  issue.  They  invite  you 
to  send  for  a copy  suitable  for  framing.  Display  it 
in  your  reception  room — your  patients  will  enjoy 
reading  it. 

Dr.  J.  B.  Pankau  of  Dalton  was  honored  on  April 
26  when  the  community  closed  up  shop  to  celebrate 
the  20th  anniversary  of  Dr.  Pankau’s  coming  to 
Dalton.  Dr.  Pankau  was  presented  with  an  album 
containing  most  of  the  pictures  of  the  1425  babies 
he  had  delivered  in  the  community.  (See  editorial 
.on  page  203). 

Dr.  John  R.  Schenken,  Department  of  Pathology, 


College  of  Medicine,  University  of  Nebraska  and 
Pathologist  to  the  Nebraska  Methodist  Hospital 
gave  a paper  on  embolus  following  lumbar  pneumo 
cephalography  in  collaboration  with  Dr.  F.  C.  Cole- 
man and  Dr.  Walter  D.  Abbott  of  Des  Moines,  Iowa 
at  the  Symposium  on  Forensic  Medicine  April  15,  at 
Boston,  that  formed  a part  of  the  program  of  the 
American  Association  of  Pathologists  and  Bac- 
teriologists. 

Dr.  H.  Winnett  Orr  and  Dr.  I.  C.  Munger,  both  of 
Lincoln,  were  honored  at  a staff  dinner  of  Lincoln 
General  Hospital  held  in  Lincoln  Country  Club  on 
April  14,  1949.  Both  Dr.  Orr  and  Dr.  Munger  are 
observing  their  fiftieth  year  of  practice  in  Lincoln. 
Following  is  an  editorial  which  appeared  in  the 
Lincoln  State  Journal: 

“GIVE  PLACE  TO  THE  PHYSICIAN” 

In  honoring  two  of  Lincoln’s  eminent  surgeons,  the  staff 
of  Lincoln  General  Hospital  paid  tribute  to  the  profession  whose 
service  to  humanity  is  perhaps  the  most  immediate  of  all. 
The  physician  is  among  the  few  singled  out  for  scriptural 
honor  (in  those  days  the  distinction  between  physician  and 
surgeon  hadn’t  arisen)  as  witness  these  verses  from  Ecclesias- 
ticus,  one  of  the  apocryphal  books : 

“Honor  a physician  with  the  honor  due  unto  him  . . . 
for  of  the  Most  High  cometh  healing,  and  he  shall 
receive  honor  of  the  king.  The  skill  of  the  physicians 
shall  lift  up  his  head  ; and  in  the  sight  of  great  men 
he  shall  be  in  admiration  . . . 

“The  Lord  hath  created  medicines  out  of  the  earth ; 
and  He  hath  given  men  skill.  With  such  doth  He 
heal  men.  and  taketh  away  their  pains  . . . Then  give 
place  to  the  physician  ; let  him  not  go  from  thee, 
for  thou  hast  need  of  him.’’ 

In  meeting  that  need  Dr.  H.  Winnett  Orr  and  Dr.  I.  C. 
Munger  have  ranged  in  far  places  and  advanced  the  healing 
arts  under  pressure  of  war.  Both  are  not  merely  in  the  top 
rank  in  Lincoln,  a city  famous  for  its  medical  services,  but 
stand  high  among  their  colleagues  all  over  the  United  States 
and  beyond.  It  was  altogether  fitting  that  their  half  century 
of  practice  should  be  celebrated  with  ceremony. 


BOOK  REVIEW 

Biochemical  Evolution  by  Marcel  Florkin.  Trans- 
lated and  augmented  by  Sergius  Morgulis,  Profes- 
sor of  Biochemistry,  University  of  Nebraska  Medical 
College.  Published  by  Academic  Press.,  Inc.,  New 
York.  Price  $4.00. 

To  most  of  us  Biochemistry  is  the  science  of  or- 
ganic structural  and  functional  changes  which  make 
life  and  living  possible.  We  think  of  it  as  an  ex- 
planation of  an  orderly  series  of  events  which  are 
expressed  in  metabolic  changes,  oxidation  and  re- 
duction aided  by  various  enzymes,  catelysts,  hor- 
mones, vitamins,  etc. 

To  the  authors  of  this  volume  Biochemistry  pre- 
sents philosophical  as  well  as  scientific  phenomena. 
Indeed  the  book  deals  with  the  philosophical  as- 
pects of  this  science.  “Biochemical  Evolution”  is 
devoted  to  an  analysis  and  a comparison  of  progres- 
sive chemical  phenomena  occurring  at  different  evo- 
lutional levels  in  the  animal  kingdom  ranging  from 
the  lowly  coelenterates  to  the  highest  order  of 
mammals. 

A glance  at  the  Table  of  Contents  arouses  imme- 
diate interest:  Unity  of  Biochemical  Plan  of  Ani- 
mals; Dissimilarities;  Evolution  of  Biochemical 
Constituents;  Orthogenic  Evolution  of  Biochemical 
Systems;  Biochemical  Adaptations;  Domain  of  Di- 
gestion; Domain  of  Photoreception;  Domain  of  Os- 
moregulations;  Systematic  Characteristics. 

The  subjects  are  discussed  clearly.  Dr.  Morgulis 
is  well  known  to  many  readers  of  this  Journal.  He 
is  to  be  congratulated  on  the  translation  and  the 
editing  of  this  instructive  text. 

Biochemical  Evolution  will  make  a valuable  addi- 
tion to  the  library  of  every  progressive  physician. 
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EDITORIAL 


DOCTORS  MUST  KEEP  THEMSELVES 
INFORMED 

Lack  of  knowledge  on  organizational  ac- 
tivities by  their  members  is  a problem 
which  every  medical  society  has  to  face. 
Each  year  constituent  county  medical  soci- 
eties send  their  representative  to  the  House 
of  Delegates  of  their  respective  State  Asso- 
ciation so  that  sound  policy  on  medical  prac- 
tice may  be  laid  down,  to  act  as  a guide  for 
the  practicing  physician. 

The  past  few  years,  the  social  and  eco- 
nomic phases  of  medical  practice  have 
grown  so  vastly  that  at  times  they  are  con- 
fusing. It  is  often  embarrassing  if  a member 
attempts  to  express  an  opinion  on  policy  of 
organized  medicine  without  being  fully 
aware  of  what  that  policy  is.  This  lack  of 
information  is  usually  responsible  for  un- 
necessary arguing  where  mutual  understand- 
ing is  needed.  The  policies  laid  down  by  the 
House  of  Delegates  should  express  the  over- 
all sentiment  for  the  common  good  of  those 
who  render  and  those  who  receive  medical 
care. 

There  has  been  too  much  controversy  over 
who  can  and  who  cannot  speak  for  medicine. 
We  hold  that  every  physician  not  only  can, 
but  should  make  it  his  duty  to  represent  or- 
ganized medicine.  However,  in  the  interest 
of  his  own  self-respect  and  of  the  welfare  of 
his  Association  he  should  be  reluctant  to  dis- 
cuss organizational  affairs  without  full 
knowledge  of  the  issues  involved.  In  the 
past,  when  the  lay  public  showed  little  if  any 
interest  in  medicine  as  an  important  institu- 
tion, what  was  said  and  who  said  it,  received 
little  attention.  In  an  era  when  we  are  being 
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attacked  by  super-publicists  who  have  suc- 
ceeded in  making  the  American  people  over- 
conscious of  the  economics  of  medical  care, 
what  one  says  must  be  based  on  knowledge 
if  the  statements  are  to  be  effective.  And 
effective  they  must  be  if  we  are  to  avoid 
political  interference. 

This  Journal  together  with  the  Journal  of 
the  American  Medical  Association  is  bring- 
ing you  information  which  we  believe  is  of 
value  to  you  as  a physician  and  as  a free 
American  citizen.  It  will  help  you  remain 
free  if  you  keep  yourself  informed  on  what 
is  going  on. 

Your  Council  and  House  of  Delegates  met 
in  May  to  discuss  some  of  the  problems 
facing  us. 

Read  the  proceedings.  Keep  yourself  in- 
formed. They  are  on  page  260. 


NEBRASKANS  WANT  GOOD 
PUBLIC  HEALTH 

Dr.  Petty’s  resignation  as  Director  of  the 
State  Department  of  Health  focuses  atten- 
tion on  a problem  to  which  the  people  of  this 
Commonwealth  must  give  serious  consider- 
ation. Prior  to  the  time  when  Public  Health 
became  recognized  as  an  important  medical 
specialty  its  administration  generally  fell 
upon  the  shoulders  of  physicians  tired  of  or 
about  to  retire  from  active,  or  shall  we  say, 
inactive,  practice.  It  was  common  knowledge 
that  political  connections  of  such  candidates 
in  that  era  superseded  most  other  qualifica- 
tions for  appointment.  It  is  true  that  in  re- 
cent years,  allowing  for  an  occasional  excep- 
tion, Nebraska  has  been  fortunate  enough  to 
escape  possible  consequences  of  such  un- 
trained administrators.  Within  the  history 
of  this  Journal  Dr.  Petty  was  the  first  Di- 
rector of  the  State  Health  Department  to 
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bring  with  him  formal  training  and  experi- 
ence in  Public  Health. 

The  resignation  in  itself  is  regrettable, 
but  even  more  regrettable  is  the  underlying 
reason  that  prompted  this  action.  In  Dr. 
Petty’s  views  the  salary  of  the  Director  is 
commenserate  neither  with  the  responsibili- 
ties of  the  position,  nor  with  current  incomes 
of  specially  trained  physicians  in  private 
practice.  It  falls  considerably  short  of  sal- 
aries paid  to  public  health  administrators, 
not  only  by  other  states  but  even  by  small 
local  health  units  in  many  sections  of  the 
country  including  Nebraska.  Whether  Gov- 
ernor Peterson  will  be  successful  in  finding 
a qualified  successor  to  Dr.  Petty  remains  to 
be  seen.  The  salary  of  the  Director  of 
Health  is  defined  by  statute  and  we  do  not 
know  whether  the  Governor  or  any  one  else 
has  the  power  to  increase  it  when  the  Legis- 
lature is  not  in  session. 

The  people  of  Nebraska  are  entitled  to  a 
decent  Health  Department,  administered  by 
some  one  trained  in  the  art  and  science  of 
Public  Health.  We  strongly  endorse  economy 
and  thrift  in  government  and  deplore  waste 
and  useless  spending  of  public  funds.  How- 
ever, where  life  and  health  are  concerned 
costs  are  secondary  to  value.  Some  industrial 
firms  with  a few  thousand  employees  pay 
their  medical  directors  salaries  five  times  as 
high  as  our  State  with  two  million  people 
pays  its  medical  director  today. 

Dr.  Fred  Long  the  chairman  of  the  Pub- 
lic Health  Committee  of  the  Nebraska  State 
Medical  Association  in  discussing  the  ob- 
jectives of  that  committee  under  the  ex- 
panded program  at  the  Annual  Assembly 
stated  that  there  are  many  deficiencies  in 
our  State  Health  organization  which  can 
and  should  be  corrected.  Through  a consis- 
tent process  of  public  education  we  feel  cer- 
tain that  every  thinking  person  living  in  Ne- 
braska will  welcome  the  much  needed  im- 
provement in  our  public  health  administra- 
tion. 

The  people  of  Nebraska  want  good  Public 
Health,  and  by  all  that  is  decent  they  are 
willing  to  pay  for  it. 


SELF  DEFENSE 

Little  girl:  Daddy,  why  do  editors  refer  to  them- 

selves as  “we?” 

Dad:  So  that  the  fellow  who  doesn’t  like  what’s 

printed  will  think  there  are  too  many  for  him  to 
beat  up. 


MEDICAL-PRESS-RADIO  CONFERENCE 

The  foundation  for  close  cooperation  be- 
tween the  medical  profession  and  the  press 
and  radio  groups  was  firmly  laid  at  the 
Medical-Press-Radio  conference  June  17  at 
the  Paxton  Hotel,  Omaha. 

This  indication  of  better  relationships  be- 
tween these  groups  came  at  the  close  of  the 
one-day  meeting  when  both  organizations 
signified  their  desire  for  representatives  of 
each  profession  to  meet  at  a later  date  to 
draw  up  a code  of  cooperation. 

The  code  will  be  designed  to  eliminate 
much  of  the  misunderstanding  between  the 
two  professions,  and  to  promote  better  rela- 
tionships. It  was  agreed  that  only  in  this 
manner  could  the  mutual  interests  of  both 
professions  be  served. 

Attending  the  medical-press  conference 
were  160  doctors  and  newsmen  from  all 
parts  of  the  state.  The  program  was  opened 
by  Mr.  M.  C.  Smith,  our  executive  secretary, 
who  discussed  the  mutual  interests  of  the 
medical  and  press  groups. 

Other  speakers  on  the  morning  program 
were  Frederick  Ware,  managing  editor  of  the 
Omaha  World-Herald ; Art  Gardner,  pub- 
lisher of  the  Crete  News;  Lyle  DeMoss  of 
station  WOW,  and  Dr.  Floyd  Rogers,  chair- 
man of  the  Planning  Committee  of  the  Ne- 
braska State  Medical  Association. 

Dr.  Rogers  declared  that  the  medical  pro- 
fession must  undertake  a vigorous  public  re- 
lations program,  adding  that  “we  must  have 
aggressive  leadership  and  not  stubborn  re- 
sistance.” Dr.  J.  D.  McCarthy,  President  of 
the  Nebraska  State  Medical  Association, 
presided  at  the  morning  session. 

Mr.  Alexis  McKinney,  assistant  to  the  pub- 
lisher of  the  Denver  Post,  was  the  principle 
speaker  at  the  noon  luncheon.  He  stated 
that  it  was  the  obligation  of  the  medical  pro- 
fession to  give  the  newspaper  the  “true 
facts”  about  news  stories  that  are  erroneous 
or  misleading. 

The  afternoon  program  was  devoted  to 
open  discussion.  Many  doctors  and  news- 
men cited  their  opinions  for  securing  closer 
cooperation  in  a combined  effort  to  fight  so- 
cialization in  all  fields. 

James  E.  Lawrence,  editor  of  the  Lincoln 
Star,  urged  the  medical  profession  to  tell 
“the  story  of  medicine  to  the  American  peo- 
ple. That  is  not  unethical,”  he  asserted. 
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' PRESIDENT’S  TAGE 

MUCH  TO  DO 

There  are  many  so-called  “cold  wars”  being  fought  on  this  old  planet  of  ours,  not  the 
least  of  which  is  that  being  waged  by  American  Medicine  against  enslavement.  Because 
of  its  resistance  to  the  efforts  of  those  who  threaten  the  freedom  of  the  American  people, 
its  actions  have  been  labeled  by  some  as  “the  opposition  of  reactionaries.” 

It  must  not  be  forgotten  that  the  philosophy  basic  to  the  isms  is  the  antithesis  of 
that  which  would  preserve  the  American  way  of  life.  The  former  is  predicated  on  the 
idea  that  all  human  beings  are  subservient  to  the  State,  the  latter  that  the  State  must  be 
maintained  as  subordinate  to  those  it  serves,  namely,  all  humanity.  Physicians,  by  nature 
of  their  training  and  life  of  service  and  because  of  their  dual  role  as  citizen  and  physician, 
are  probably  more  conscious  of  these  differences  than  are  those  not  dealing  directly  with 
the  humanities.  Therefore  it  should  be  apparent  to  all  why  physicians  are  sensitized  to  the 
need  of  obstructing  any  philosophy  which  would  interfere  with  the  preservation  of  the  good 
health  of  its  citizens  and  the  ideals  on  which  our  country  was  founded. 

We  must  be  ever  mindful  that  the  entering  wedge  for  all-out  socialization  of  our 
country  is  by  way  of  the  socialization  of  medicine.  Many  people,  both  professional  and  lay, 
recognize  that  American  Medicine  is  carrying  the  load  for  all  in  its  attempt  to  save  the 
nation  from  such  engulfment,  and  it  is  interesting  to  note  that  in  the  past  six  months 
there  has  been  a tremendous  surge  toward  militant  opposition  to  the  principles  enunciated 
by  the  Dealers,  whether  they  be  New  or  Fair.  * 

The  American  Medical  Association  and  its  component  societies,  in  opposing  the  falla- 
cious doctrines  of  the  small  but  well  organized  minority,  have  waged  an  uphill  fight  which 
since  its  inception  has  been  dignified  although  at  times  at  white  heat.  The  medical  pro- 
fession recognizes  that  there  is  room  for  improvement  in  giving  to  our  citizenry  so-called 
adequate  medical  care.  This  will  be  attained  in  an  orderly  fashion  if  it  is  by  evolution- 
ary methods,  but  all  will  be  lost  if  the  change  is  too  precipitous  and  based  on  revolution- 
ary. and  heedless-of -consequence  methods.  American  Medicine  believes  that  all  citizens 
must  be  alerted  to  the  fact  that  they  would  be  forced  to  surrender  their  personal  liberties 
if  medicine  were  to  become  an  agency  of  the  bureaucrats.  This  is  the  purpose  of  the  edu- 
cational campaign  being  waged  by  the  American  Medical  Association. 

Proponents  for  socialized  medicine  have  relinquished  their  fight  in  Congress  for  this 
session,  but  this  should  not  lull  us  to  sleep  nor  make  us  think  for  one  moment  that  they 
have  capitulated,  torn  down  their  tents  and  permanently  withdrawn.  They  have  retreated, 
it  is  true,  but  only  because  of  the  rising  opposition  on  the  part  of  millions  of  our  citizens. 
They  will  be  back  again  at  each  future  session  of  Congress  hoping  that  if  not  able  to  obtain 
legislation  to  cover  their  entire  plan  in  one  package  they  may  obtain  it  in  piecemeal.  They 
have  already  made  definite  progress  along  this  line. 

The  Nebraska  State  Medical  Association  is  a component  of  the  American  Medical 
Association  and  must  do  its  part  in  opposing  all  that  socialization  implies.  Your  officers 
and  a few  volunteers  can  do  only  so  much. 

A plan  of  action  has  been  developed  by  your  Association  which  will  implement  the 
educational  campaign  being  conducted  by  the  American  Medical  Association.  It  is  an 
obligation  on  the  part  of  every  member  of  the  Nebraska  State  Medical  Association  to 
familiarize  himself  with  the  entire  plan  of  action  and  keep  abreast  of  current  developments, 
not  only  from  the  local  level  but  from  the  national  as  well,  and  proffer  his  wholehearted 
cooperation  in  a constructive  and  positive  way.  The  yardstick  of  our  success  will  be  a 
measure  of  the  efforts  of  the  members  of  the  Association,  individually  and  as  a whole. 


j.  d.  McCarthy,  m.d. 
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Surgical  Principles  in  the  Care  of  the  Severely  Burned 

chas.  w.  McLaughlin,  jr.,  m.d.  and 

ROBERT  M.  COCHRAN,  M.D. 

Department  of  Surgery,  LTniversity  and  Affiliated  Hospitals, 

University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

PART  I 


During  the  past  few  years  and  under  the 
stimulus  of  war,  there  has  been  a marked 
change  in  the  treatment  of  the  severely 
burned  patient.  Increasing  interest  and  ex- 
perience, together  with  a better  apprecia- 
tion of  the  altered  physiology  involved  in 
acute  burns  and  during  the  long  stage  of 
repair,  have  greatly  improved  the  therapy 
for  these  individuals.  It  is  our  intention  to 
discuss  only  briefly  the  accepted  methods 
of  treatment  and  the  problems  encountered 
in  the  acute  phase  of  burn  therapy,  with  em- 
phasis upon  those  factors  which  are  of  great 
importance  in  the  convalescent  period. 

In  civilian  life  severe  burns  are  most  fre- 
qently  seen  in  children  and  in  elderly  adults, 
while  industrial  and  occupational  hazards  are 
responsible  for  most  cases  seen  in  the  middle 
aged  group.  Inflammable  liquids  head  the 
list  of  causes  of  burns  and  this  is  especially 
true  in  children.  Hot  liquids,  especially  hot 
water,  are  frequently  seen  as  a cause  of 
burns  in  infants.  Electrical  and  chemical 
burns  occasionally  seen  in  industry  are  not 
often  encountered  in  civilian  practice.  In  the 
agricultural  areas  of  the  country  burns  occur 
frequently  in  the  small  communities  on  the 
farms.  The  use  of  petroleum  products  in 
starting  fires  and  the  refueling  of  tractors 
in  the  field  are  responsible  for  the  majority 
of  the  severe  burns  in  these  sections. 

The  emergency  treatment  of  a severe  burn 
is  mainly  supportive  in  character  and  should 
be  directed  toward  the  rapid  mobilization  of 
the  patient  and  admission  to  a hospital 
where  material  for  adequate  treatment  is 
available.  Emergency  treatment  consists  of 
draping  the  patient  in  clean  sheets  or  similar 
covering,  allaying  the  pain,  and  giving  first 
aid  to  associated  injuries  so  the  patient  may 
be  safely  transported.  It  is  not  advisable  to 
start  any  definitive  treatment  of  the  burn 
at  the  site  of  injury. 

In  industry  and  those  areas  where  the 
occupational  risk  of  burns  is  constantly  pres- 
ent, it  would  seem  advisable  to  have  burn 
packs  containing  sterile  sheets,  morphine, 
and  plasma  available  in  designated  sites  for 
use  when  necessary. 


When  the  patient  is  brought  into  the  hos- 
pital, he  should  be  taken  immediately  to  the 
operating  room  for  definitive  treatment. 
There  is  no  place  in  the  admitting  room  or 
ward  for  the  proper  dressing  of  a severe 
burn.  The  diagnosis  is  usually  evident  and 
frequently  information  as  to  the  arrival  of 
a burn  has  preceded  the  patient,  so  there 
should  be  no  reason  for  attempts  at  treat- 
ment where  aseptic  handling  is  impossible. 
Every  2nd  and  3rd  degree  burn  represents 
an  open  wound  devoid  of  its  protective  layer 
and  open  to  contamination  and  infection.  It 
is  in  the  operating  room  where  the  person- 
nel are  trained  in  the  best  methods  of  asep- 
sis that  treatment  should  be  undertaken. 

GENERAL  CONSIDERATIONS 

In  the  care  of  the  acute  burn  there  are 
many  phases  of  applied  physiology  which 
must  be  considered  in  instituting  good  treat- 
ment. The  initial  therapy  administered  dur- 
ing the  first  few  hours  often  determines  the 
eventual  outcome  of  the  severe  burn. 

• 

Immediately  following  a burn  injury  there 
is  intense  pain  which  may  be  partially  con- 
trolled by  morphine.  While  this  pain  does 
not  seem  to  be  as  important  a factor  in  the 
production  of  shock  as  was  previously 
thought,  it  is  essential  that  the  patient  be 
made  as  comfortable  as  possible(1).  Intra- 
venous morphine  has  proven  its  value  as  the 
method  of  administration  because  of  its 
rapid  action.  These  patients  are  often  cold 
or  in  shock  with  a poor  peripheral  circula- 
tion. This  results  in  delayed  absorption  of 
the  drug  as  ordinarily  administered  and  may 
ultimately  lead  to  overdosage  through  re- 
peating the  medication.  We  use  1/6  to  % 
grain  as  an  initial  dose  if  no  cyanosis  is 
present,  keeping  in  mind  that  oversedation 
should  be  avoided.  If  the  patient  continues 
to  complain  of  pain  and  discomfort,  mor- 
phine or  its  derivatives  may  safely  be  re- 
peated at  intervals  if  the  intravenous  injec- 
tion route  is  used.  In  our  experience  mor- 
phine alone  does  not  entirely  allay  the  pain 
in  a severe  burn,  yet  pain  is  promptly  con- 

1.  Premister.  D.  B..  and  Laestar,  C.  H. : Local  Fluid  Loss, 
Nerve  Stimuli  and  Toxins  in  Causation  of  Shock.  Ann.  Surg., 
121:803-820.  1945. 
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trolled  by  the  application  of  pressure  dress- 
ings following  which  relatively  little  seda- 
tion is  necessary(2). 

The  shock  accompanying  burns  has  been 
the  subject  of  many  studies  during  recent 
years,  and  it  is  not  within  the  scope  of  this 
paper  to  discuss  this  phase  in  detail.  Burn 
shock  is  apparently  a syndrome  caused  by  a 
loss  of  plasma  from  large  denuded  areas  of 
the  skin.  This  causes  a low  plasma  volume, 
low  cardiac  output,  low  blood  pressure,  and 
an  increased  peripheral  resistance  to  the 
blood  flow. 

There  is  an  accompanying  hemolysis  and 
decrease  in  the  red  cell  mass  that  is  con- 
stantly found  following  an  acute  burn.  There 
have  been  several  explanations  for  this  loss. 
That  there  is  a destruction  of  the  red  blood 
cells  by  heating  and  a resulting  liberation  of 
potassium  and  hemoglobin  was  demonstrated 
in  1884  by  Von  Schjerning(3>  and  later  re- 
search pointed  out  that  there  are  toxic  ef- 
fects of  the  excess  potassium  in  the  circula- 
tion^). Other  red  blood  cells  that  have  been 
partially  damaged  or  made  frail  by  the  heat 
may  be  caused  to  fragment  when  changes  in 
water,  electrolyte,  and  plasma  protein  con- 
centrations are  permitted  to  alter  the  os- 
motic pressure  of  the  blood.  This  may  re- 
sult either  from  dehydration  or  from  ill-ad- 
vised fluid  medication  in  combating  shock. 
This  contributes  to  the  hemoglobinura  fre- 
quently seen  with  loss  of  red  blood  cells. 
Colebrook  and  associates (5)  in  studying  the 
fragility  of  red  blood  cells  in  the  severely 
burned  found  that  within  18  hours  all  frail 
cells  had  disappeared  from  the  circulation, 
leaving  only  the  stable  red  blood  cells  or 
those  with  slight  decreased  fragility. 

There  is  also  another  factor  responsible 
for  the  decrease  in  the  red  blood  cell  mass 
noted  by  Evans  and  Bigger(6).  They  de- 
scribed a sludging  and  trapping  of  the  red 
blood  cells  in  the  capillaries  adjoining  and 
in  the  burned  tissue.  These  investigators 
reviewed  the  blood  loss  in  nine  of  their 
acute  burns  and  estimated  that  from  1200- 
2500  ccs.  or  25  to  50%  of  the  circulating 

2.  McLaughlin,  C.  W.,  Jr. : Treatment  of  Major  Burns  in 
Naval  Warefare.  Nebr.  State  Med.  J.,  31  :11-19,  1946. 

3.  Schjerning : Weber  den  Tod  in  Folge  von  Verbriihung 

vom  Gerechtsarzlicken  Standpunkte,  Vrtljschr.  of  Gerechtl. 
Med.,  Berl.,  xli  :273,  1884. 

4.  Rosenthal.  S.  M. : Experimental  Chemotherapy  of  Bums 
and  Shock ; Effects  of  Systemic  Therapy  on  Early  Mortality. 
Public  Health  Rep.  Wash.,  58:513-522,  1943. 

5.  Colebrook,  L.  ; Gibson,  T.,  and  Todd,  J.  P.  : Studies 
of  Burns  and  Scalds.  Spec.  Rep.  Ser.  Med.  Res.  Coun.,  His 
Majesties  Stationery  Office,  London,  249,  1944. 

6.  Evans,  E.  I.,  and  Bigger,  I.  A. : Rationale  of  Whole 

Blood  Therapy  in  Severe  Burns.  Ann.  Surg.,  122 :693-705, 
1945. 


blood  had  been  lost.  In  all  of  their  studies 
the  red  blood  cell  mass  loss  varied  from  5 
to  55%  with  an  average  of  37%.  If  a per- 
son had  a normal  hematocrit  of  45  and  a 
deficit  of  37%,  the  authors  conclude,  one 
would  theoretically  have  to  administer  four 
pints  of  blood  and  one  of  plasma  to  restore 
normal  balance. 

In  the  treatment  of  shock  accompanying 
severe  burns,  the  main  problem  is  to  replace 
the  fluid  loss  and  to  restore  the  altered 
physiology  of  the  circulation.  This  treat- 
ment can  be  started  with  intravenous  elec- 
trolyte solutions  using  sodium  chloride  or 
5%  glucose  in  sodium  chloride.  The  im- 
provement in  the  blood  pressure  and  pulse 
resulting  from  the  use  of  these  solutions, 
however,  is  only  transitory  and  lost  within 
an  hour  or  so.  Plasma  is  the  solution  of 
choice  and  should  be  administered  as  soon 
as  available. 

There  are  three  forms  of  plasma — the 
liquid,  the  frozen,  and  the  dehydrated  or 
desiccated.  Liquid  plasma  is  employed  only- 
in  centers  where  there  is  a large  functioning 
blood  bank.  Many  hospitals  having  their 
own  blood  banks  use  frozen  plasma  which  is 
made  from  the  outdated  blood.  This  frozen 
plasma  requires  a period  of  20  to  30  minutes 
to  become  available  for  administration  to  the 
patient.  During  this  time  electrolyte  solu- 
tions or  dehydrated  plasma  may  be  used. 

Dehydrated  plasma,  the  third  type,  is  a 
development  of  the  war  and  the  tremen- 
dous blood  bank  of  the  American  Red  Cross. 
This  plasma  is  available  in  several  minutes 
and  can  be  used  until  frozen  plasma  is  avail- 
able or  in  place  of  frozen  plasma.  A warn- 
ing has  been  circulated  that  certain  lots  of 
old  dehydrated  blood  plasma  may  cause  hep- 
atitis, and  its  use  should  therefore,  be  only 
in  case  of  an  emergency.  This  apparently 
is  true  of  isolated  units  since  many  trans- 
fusions of  desiccated  plasma  have  been  used 
without  harmful  results.  We  feel  that  de- 
hydrated plasma  is  sufficiently  safe  to  be 
used  in  an  emergency.  Any  untoward  symp- 
toms will  develop  within  ninety  days,  as  it 
takes  approximately  this  period  of  time  for 
the  hepatitis  to  develop. 

Plasma  is  stable  and  has  a very  low  im- 
mediate incidence  of  reaction.  There  are 
several  formulas  for  the  administration  of 
plasma  in  the  severe  burn,  the  most  com- 
mon of  which  are: 
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1.  100  cc.  of  plasma  for  each  1%  of  body  sui-- 
face  burned. 

2.  100  cc.  of  plasma  for  each  point  the  hemato- 
crit is  above  45. 

3.  700  cc.  during  the  first  24  hours  for  each 
estimated  10%  of  the  body  surface  burned. 

4.  500  cc.  for  each  point  the  hemoglobin  is 
above  100%. 

Whole  blood  should  be  administered  as 
soon  as  it  can  be  obtained.  Its  administra- 
tion prevents  shock  and  controls  the  anemia 
observed  as  shock  comes  under  control. 
Blood  has  the  advantage  of  formed  elements 
and  protein  that  aid  in  maintaining  the 
pressure  as  well  as  restoring  the  red  blood 
cell  and  protein  levels <7).  A workable  rule 
is  to  administer  500  cc.  of  whole  blood  each 
day  for  three  days  and  subsequently  trans- 
fuse as  indicated  by  the  blood  picture. 

Electrolyte  solutions  by  mouth  have 
proven  effective  in  combating  the  burn 
shock0’8-9).  Sodium  chloride  solutions  ad- 
ministered orally  have  reduced  the  mortality 
of  the  burn  shock  syndrome.  The  adminis- 
tration of  isotonic  solutions  has  shown  bet- 
ter results  than  the  hypertonic  solutions. 
This  is  based  on  the  observations  of  Rosen- 
thal (4)  and  others  that  there  is  an  apparent 
disturbance  of  the  sodium  potassium  balance 
during  the  burn  shock  phase.  Of  the  sodium 
solutions,  Rosenthal(4)  and  later  Fox(8'9) 
observed  that  sodium  lactate  was  most  ef- 
fective in  reducing  mortality.  Calcium  salts 
were  administered  orally  by  Rosenthal  with- 
out effect. 

Moyer  and  his  associates(10)  demonstrated 
that  a combination  of  blood  by  vein  with 
normal  saline  and  sodium  bicarbonate  by 
mouth  was  the  most  effective  method  of 
controlling  the  burn  shock  svdrome.  The 
correction  of  electrolyte  and  water  loss  be- 
yond those  not  replaced  with  transfusions 
can  safely  be  accomplished  by  the  oral  route 
as  soon  as  nausea  and  vomiting  resulting 
from  the  delayed  gastric  motility  are  con- 
trolled. 

McDonald  and  his  associates0 4)  have  list- 
ed three  beneficial  results  from  the  use  of 

7.  Keyser,  J.  W. : Metabolic  Study  of  Burn  Cases.  Ann. 
Surg.,  127  :605-627,  1948. 

8.  Fox.  C.  L.  Tr. : Oral  Sodium  Lactate  in  Treatment  of 
Burn  Shock.  J.A.M.A.,  124:207-212,  1944. 

9.  Fox,  C.  L.,  Jr.,  and  Keaton.  A.:  Mechanism  of  Shock 
from  Burns  and  Trauma  Traced  with  Radio-sodium.  S.G.O., 
80:561-567,  1945. 

10.  Moyer,  C.  A.  : Collier,  F.  A.  ; lob.  C.  ; Vaughn.  H.  H., 
and  Marty,  D.  : Study  of  Interrelationship  of  Salt  Solutions, 
Serum  and  Defibrinated  Blood  in  Treatment  of  Severely 
Scalded,  Anesthetized  Dogs.  Ann.  Surg..  120:367-376,  1944. 

11.  McDonald.  J.  J.  : Cadman,  E.  F.,  and  Scudder,  J. : 
Importance  of  Whole  Blood  Transfusions  in  Management  of 
Severe  Burns.  Ann.  Surg.,  124  :32-353,  1946. 


sodium  lactate  intravenously  and  by  mouth. 
They  found  that  the  acidosis  was  quickly 
controlled  as  evidenced  by  a rapid  return  to 
normal  of  the  carbon  dioxide  combining 
power.  The  excess  potassium  is  eliminated 
and  the  urinary  output  is  much  improved. 
Occasionally,  there  may  be  an  over-correc- 
tion and  clinical  alkalosis  resulting  from  ex- 
cess sodium  lactate  administration. 

It  is  now  fairly  well  accepted  practice  to 
administer  a mixture  of  isotonic  sodium 
lactate  and  sodium  bicarbonate  or  a mixture 
of  isotonic  sodium  chloride  and  bicarbonate 
orally  or  by  means  of  an  intragastric  tube. 
The  amount  of  the  electrolyte  solution  nec- 
essary depends  on  several  factors  and  varies 
from  three  to  five  liters  during  the  first 
twenty-four  hours  and  from  two  to  three 
liters  during  the  second  twenty-four  hours 
as  tolerated.  These  amounts  should  not  be 
arbitrary.  They  are  determined  by  the  pa- 
tient’s response  to  the  blood,  plasma,  and 
electrolyte  administration. 

CARE  OF  THE  BURN  WOUND 

As  soon  as  the  initial  shock  therapy  has 
been  instituted  and  the  patient  begins  to 
respond,  consideration  should  be  given  to 
the  treatment  of  the  local  wound.  The  care 
of  the  burned  area  should  be  governed  by 
the  major  premise  that  a burn  is  an  open 
wound  and  strict  asepsis  is  necessary  to  pre- 
vent gross  contamination. 

Whipple(12>  has  listed  the  basic  principles 
in  the  treatment  of  any  open  wound  as  fol- 
lows : 

a.  Put  the  injured  part  at  rest. 

b.  Prevent  secondary  contamination. 

c.  Avoid  trauma  through  repeated  dress- 
ings. 

There  is  today  no  perfect  burn  dressing 
that  answers  the  above  criteria  but  the  pres- 
sure dressings  of  Allen  & Koch  are  the  cur- 
rent answer  to  the  problem03).  Tannic  acid 
has  largely  been  discarded.  Sulfanilamide 
powders  and  ointments  have  some  un- 
doubted value  but  the  absorption  is  irregular 
and  their  local  use  may  be  toxic  and  danger- 
ous. Boric  acid  ointment  may  be  toxic  to  the 
brain,  liver,  and  fatty  tissue  and  has  been 
supplanted  as  a burn  ointment. 

At  the  present  time,  bland  petrolatum 
jelly  on  a 44  mesh  gauze  bandage  is  the  most 

12.  Whipple,  A.  O. : Basic  Principles  in  Treatment  of 

Thermal  Burns.  Ann.  Surg.,  118:187-192,  1943. 

13.  Allen,  H.  S.,  and  Koch.  S.  L. : Treatment  of  Patients 

with  Severe  Burns.  S.G.&O.,  74 :914-924,  1942. 
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universal  method  of  treating  the  local 
wound.  Its  value  lies  mainly  in  the  fact 
that  it  is  soothing  and  it  does  not  injure 
viable  tissue. 

All  hospitals  should  be  prepared  to  handle 
an  extensive  burn  with  plans  formulated  to 
cover  a major  disaster  or  a multiple  burn 
problem.  To  do  this  it  is  desirable  to  have 
petrolatum  impregnated  gauze  bandages  of 
44  mesh  in  one,  two,  three,  and  eight  inch 
size  rolls  available.  These  are  prepared  by 
immersing  the  bandages  in  boiling  petro- 
latum for  a period  of  twenty  minutes,  insur- 
ing a thorough  impregnation  of  the  entire 
roll. 

Washed  white  mechanic’s  waste  can  be 
placed  in  paper  sacks  or  muslin  bags  • and 
sterilized  by  autoclaving.  Adequate  sup- 
plies of  gauze,  stockinette,  flannel  and  Ace 
bandages  should  be  sterilized  and  set  aside 
for  an  emergency  burn.  The  stockinette 
should  be  in  several  sizes.  It  is  an  ideal 
method  of  applying  constant  pressure  to  the 
face,  neck,  and  other  areas  difficult  to  band- 
age. 

As  in  many  forms  of  soft  tissue  trauma, 
it  is  very  easy  to  underestimate  the  severity 
of  a burn,  and  often  the  realization  that 
the  burn  is  serious  or  critical  comes  after 
the  development  of  the  shock  syndrome  with 
its  attendant  symptoms.  While  the  estima- 
tion of  the  depth  and  severity  of  a burn  does 
not  require  special  tests,  occasionally  it  may 
be  useful  to  biopsy  the  skin  in  a representa- 
tive area  of  the  burned  surface. 

A hasty  sketch  of  the  burned  area  on  a 
chart  of  the  type  advanced  by  Lund  and 
Browder <14)  is  an  excellent  method  of  esti- 
mating the  extent  of  the  area  burned  and  of 
recording  the  progress  of  healing.  These 
charts  are  more  accurate  in  estimating  the 
percentage  of  the  skin  burned  than  the  Ber- 
kow  tables  since  they  take  into  account  the 
age  of  the  patient. 

Shock  therapy  having  been  instituted,  the 
original  drapes  and  clothing  of  the  patient 
are  gently  removed  with  or  without  light 
anesthesia.  In  the  absence  of  gross  con- 
tamination, the  burned  surface  is  gently  ir- 
rigated with  warm  saline  solution.  The 
wound  is  not  scrubbed  with  soap  and  water 
unless  grossly  contaminated  and  then  cotton 
balls  are  used.  Blisters  are  not  opened  but 
all  loose  skin  tabs  are  clipped  away. 

14.  Lund.  C.  C.,  and  Browder,  N.  C. : Estimation  of  Areas 

of  Burns.  S.G.O.,  79:352-358,  1914. 


Prolonged  debridement  and  cleansing  is 
not  rewarded  by  freedom  from  contamina- 
tion or  infection.  What  appears  to  be  gross- 
ly clean  may  not  be  microscopically  free 
from  bacteria,  and  conversely  what  is  dirty 
to  gross  inspection  is  not  necessarily  covered 
with  virulent  organisms.  The  washing 
should  not  be  too  prolonged  as  there  are 
certain  disadvantages  to  such  a procedure. 
These  include  a marked  fluid  loss  resulting 
from  washing  the  denuded  areas,  an  increase 
in  pain,  and  an  increased  possibility  of  con- 
tamination through  excessive  handling. 

The  burned  area  should  be  protected  from 
further  contamination  by  the  application  of 
petrolatum  impregnated  gauze  of  various 
sizes  adapted  to  the  specific  locations  of  the 
body  surface.  Fingers  and  toes  are  indi- 
vidually wrapped  with  one  inch  rolls  of  pe- 
trolatum gauze  and  the  eight  inch  rolls  have 
been  useful  and  timesaving  in  covering  ex- 
tensive burns  of  the  trunk. 

The  petrolatum  dressing  is  covered  with 
several  layers  of  sterile  gauze  over  which 
generous  layers  of  fluffed  waste  or  cellulo- 
cotton  are  applied.  For  an  extremity,  sheets 
of  cellulo-cotton  greatly  facilitate  the  appli- 
cation of  the  dressing  while  waste  lends  it- 
self for  those  areas  about  the  groin,  axilla, 
necK  and  face.  The  waste  is  held  in  place 
with  a few  turns  of  roller  gauze  bandage 
over  which  Ace  bandages  or  elastic  adhesive 
are  firmly  but  not  tightly  applied  to  main- 
tain pressure.  It  is  important  that  the 
waste  be  thoroughly  fluffed  out  and  that 
it  be  evenly  distributed  beneath  the  super- 
imposed bandages.  Stockinette  can  be  used 
instead  of  Ace  bandages  in  the  difficult  to 
dress  areas,  resulting  in  a smoother  and 
better  looking  dressing. 

Plaster  casts  have  been  employed  to 
exert  constant  pressure  and  immobilize  the 
burned  surfaces.  Plaster  is  useful  in  splint- 
ing burned  surfaces  on  the  extremities  and 
should  be  the  dressing  of  choice  in  burns  as- 
sociated with  fractures. 

Normal  skin  blanches  on  gentle  pressure 
and  it  is  possible  to  get  necrosis  of  the  skin 
with  prolonged  pressure.  Therefore  one 
must  exercise  care  and  not  use  too  much 
pressure  while  applying  these  dressings.  It 
is  better  to  use  too  little  than  too  much 
pressure,  especially  in  the  treatment  of  a 
second  degree  burn. 
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Cope  et  al.(15)  have  suggested  a method  of 
treating  3rd  degree  burns  that  promises  to 
have  a practical  application  when  less  than 
10%  of  the  body  surface  is  burned.  They 
have  excised  the  burned  area  in  a number  of 
patients  within  three  to  eleven  hours  after 
injury  and  immediately  applied  skin  grafts 
to  the  excised  areas.  They  reason  that  this 
decreases  the  incidence  of  shock,  reduces  the 
plasma  loss,  and  limits  the  possibilities  of 
infection.  This  has  been  quite  successful 
in  their  hands  and  should  be  given  serious 
consideration  when  treating  small,  deep  cir- 
cumscribed burns. 

While  the  local  application  of  chemother- 
apeutic agents  has  been  largely  discontinued, 
the  systemic  administration  of  the  sulfonam- 
ides has  some  value.  These  should  be  start- 
ed as  soon  as  practicable  in  appropriate  dos- 
age and  continued  at  four  hour  intervals  un- 
til danger  of  gross  contamination  has 
passed.  When  not  tolerated  by  mouth,  the 
intramuscular  route  has  proven  safe  and 
satisfactory.  A twenty  percent  solution  of 
sodium  sulfadiazine  or  sodium  sulfathiaz- 
ole  in  appropriate  dosage  can  be  given  at 
four  hour  intervals  intramuscularly  with 
safety  if  the  injection  is  made  deep  into  the 
muscle. 

Penicillin  has  proven  useful  in  controlling 
contamination  during  the  early  stage  of 
treatment.  Lund  and  his  co-workers <16) 

15.  Cope.  O.  : Langohr,  J.  L.,  and  Moore.  F.  D. : Expedi- 
tious Care  of  Full-thickness  Burn  Wounds  by  Surgical  Ex- 
cision and  Grafting.  Ann.  Surg.,  125  :l-22,  1947. 

16.  Levenson,  S.  M..  and  Lund.  C.  C. : Dermatome  Skin 
Grafts  for  Burns  in  Patients  Prepared  with  Dry  Dressings 
and  With  and  Without  Penicillin.  N.  Eng.  J.  M.,  233:607- 
612.  1945. 


state  that  a serious  deficit  in  its  administra- 
tion is  that  penicillin  may  not  control  the 
hemolytic  staphylococcus  infections  found 
in  burns.  Hirschfeld(17)  advocates  the  use 
of  penicillin  before  and  after  skin  grafting. 
We  have  routinely  used  sulfadiazine  and 
penicillin  in  acute  burns  during  the  stage  of 
contamination,  the  only  contraindication  to 
the  former  being  a low  urinary  output.  In 
our  experience  neither  of  these  agents  has 
any  appreciable  effect  upon  established  in- 
fection in  a granulating  burn  wound.  How- 
ever, we  agree  with  Hirschfield  that  penicil- 
lin is  valuable  in  limiting  infection  during  the 
period  of  repair  when  grafts  are  being  ap- 
plied. 

Tetanus  toxoid  or  antitoxin  should  be  ad- 
ministered in  all  contaminated  cases  and 
should  never  be  overlooked  because  of  the 
real  danger  of  tetanus  developing  at  a later 
date. 

Because  of  the  marked  nitrogenous  loss  in 
the  severely  burned  patient,  a high  protein, 
high  carbohydrate  diet  adequate  in  vitamins 
should  be  encouraged  as  soon  as  tolerated. 

In  the  absence  of  clinical  sepsis,  the  initial 
dressings  are  removed  in  from  ten  to  twelve 
days.  This  should  be  done  in  the  operating 
room  under  strict  aseptic  conditions.  If  the 
wound  appears  clean,  grafting  may  be  un- 
dertaken at  once  or  planned  for  the  next 
dressing  to  prevent  the  inevitable  contract- 
ures occurring  from  extensive  scar  tissue 
formation. 

17.  Hirshfeld,  J.  W.  : Pilling.  M.  A.  : Buggs,  C.  W.,  and 
Abbott.  W.  E. : Pencillin  and  Skin  Grafting.  J.A.M.A.,  125: 
1017-1019,  1944. 


STUDY  DYE  FOR  USE  AGAINST  BLEED- 
ING IN  THROMBOPENIA 

Toluidine  blue,  a dye  used  to  combat  bleeding 
from  overexposure  to  radiation,  is  valuable  in  treat- 
ing selected  cases  of  the  blood  condition  throm- 
bopenia,  say  three  doctors  from  the  Shreveport, 
La.,  Charity  Hospital. 

In  thrombopenia  there  is  a decrease  in  platelets, 
colorless  cells  in  the  blood  that  help  in  forming 
blood  clots,  and  bleeding  from  tiny  blood  vessels 
may  result. 

Writing  in  the  Jan.  22  issue  of  The  Journal  of 
the  American  Medical  Association,  J.  E.  Holoubek, 


M.D.,  a fellow  of  the  American  College  of  Physi- 
cians, J.  V.  Hendrick,  M.D.,  and  W.  J.  Hollis,  M.D., 
describe  a trial  of  the  dye  on  three  patients  suf- 
fering from  bleeding  associated  with  thrombopenia. 

One  of  the  patients,  apparently  dying  despite 
repeated  blood  transfusions,  recovered  dramatically 
and  was  discharged  from  the  hospital  as  cured. 

Even  though  the  dye  did  not  save  the  lives  of 
the  two  other  patients,  it  stopped  bleeding  in  one, 
the  doctors  say.  Its  complete  failure  in  one  case 
may  be  explained  by  the  absence  of  anticoagulant 
substances  in  the  patient’s  blood,  they  suggest.  Re- 
search indicates  that  toluidine  blue  makes  at  least 
one  such  substance  inactive. 
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Sterility  is  a permanent  state  of  infertil- 
ity. 

Parenthood  is  the  chief  aspiration  of  ev- 
ery happily  married  couple.  In  spite  of  this 
fact  there  are  approximately  two  million 
childless  couples  in  the  United  States.  What 
can  be  done  for  these  couples?  With  our 
present  knowledge  some  endocrinological 
facts  are  well  established ; others  require 
substantiation.  They  are,  in  reality,  not 
facts.  They  remain  in  the  realm  of  theory. 
Until  we  have  adequate  clinical  proof  of 
favorable  results  from  the  use  of  one  or  a 
combination  of  hormones  to  eliminate  the 
possibility  of  coincidence,  too  much  hope  can- 
not be  held  out  for  one  or  the  other  marital 
partners. 

We  recognize  four  endocrine  products,  the 
proper  administration  of  which  offers  prom- 
ise when  their  use  is  indicated:  (1)  Thy- 
roxine, the  first  hormone  to  have  its  formula 
discovered  and  its  action  clinically  proved. 
(2)  Alpha-estradiol  is  well  known  as  are  the 
formulas  of  its  excretion  products,  estrone 
and  estriol.  (3)  Progesterone  and  its  excre- 
t i o n products,  anhydrohydroxy-progester- 
one,  and  (4)  testosterone  propionate  and  its 
excretion  products,  androsterone  and  dihy- 
droandrosterone.  We  may  add  a fifth  hor- 
mone: one  from  the  adrenal  cortex  which 
has  been  synthesized.  However,  its  specific 
relation  to  reproductive  function  of  either 
male  or  female  is  not  yet  too  well  known.  The 
adrenal  may  be  like  “Pandora’s  Box,” — the 
pituitary.  The  latter  is  known  as  the  master 
gland  of  the  endocrine  system  with  suf- 
ficient evidence  to  substantiate  this  state- 
ment. None  of  the  various  hormones  which 
have  been  ascribed  to  the  anterior  pituitary 
lobe  has  been  isolated,  formulated  or  syn- 
thesized. Some  promise  was  made  for  the 
lactogenic  hormone,  for  example,  but  in  my 
own  experience  I have  not  been  able  to  ob- 
tain clinical  proof.  And  so  it  is  with  the  oth- 
er hormones  ascribed  to  the  pituitary  and 
other  glands.  Further  mention  of  hormones 
will  be  made  under  treatment  of  sterility. 

Contrary  to  former  belief  it  is  known  now 
that  almost  half  of  barren  marriages  are 
due  directly  or  indirectly  to  conditions  of  the 

♦Discussed  before  the  Omaha  Mid-West  Clinical  Society, 
October,  1948. 


male  partner.  Hence  ample  study  of  male 
fecundity  is  of  primary  importance  in  every 
case  of  apparent  infertility  or  actual  sterili- 
ty. About  half  of  the  males  who  are  sterile 
are  deficient  in  their  reproductive  organs. 

Few  individuals  are  truly  sterile  and  few 
are  fully  fertile.  Meaker  points  out  that 
the  infertility  of  marriages  is  the  sum  of  the 
two  individual  infertilities. 

Fifty  per  cent  of  the  women  who  are  ster- 
ile have  blockage  of  their  reproductive  or- 
gans. Most  of  the  other  fifty  per  cent  of 
women  who  are  sterile  appear  to  have  func- 
tional deficiencies  of  their  corpus  luteum  or 
complete  failure  of  ovulation  as  shown  by 
results  of  biopsies  and  assays  of  pregnandiol. 
This  last  group,  as  a rule,  represents  the 
failures  in  therapy. 

A female  is  fertile  when  her  reproductive 
organs  show  freedom  from  vaginal  defects 
which  prevent  intromission,  an  endometrium 
in  which  nidation  of  the  ovum  can  easily  oc- 
cur, oviducts  free  from  obstruction,  and 
ovaries  which  produce  fertile  ova. 

A male  is  fertile  when  he  has  the  ability 
to  deposit  normal  spermatozoa  into  the  vag- 
inal passage. 

A marriage  should  not  be  classified  as 
sterile  until  three  years  have  passed  with- 
out conception  during  which  normal  cohab- 
itation has  taken  place  without  the  use  of 
contraceptives.  In  evaluating  the  individual 
problem  of  childless  marriages  it  is  best  to 
follow  a well  defined  plan  of  investigation 
rather  than  indulge  in  platitudes  over  who 
in  the  partnership  is  at  fault. 

First  the  female  partner  should  have  a 
complete  physical  examination,  including 
complete  hematological  and  serological 
studies  and  a basal  metabolic  test  along  with 
a detailed  history  of  any  data  related  to  her 
reproductive  organs.  The  examination  of 
the  reproductive  organs  should  include  re- 
peated Ruben  tests  and  one  or  more  hystero- 
salpingographies.  Pregnandiol  assays  and 
endometrial  biopsies  should  be  delayed  until 
a study  is  made  of  the  husband’s  semen. 

The  study  of  the  semen  should  include  a 
Huhner  post  coital  examination.  The  sem- 
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inal  specimen  must  meet  the  following  re- 
quirements to  be  within  normal  limits.  1. 
The  volume  range  should  be  at  least  2 cc.  and 
preferably  4 cc.  2.  There  should  be  not  less 
than  60  million  sperm  per  cc.  3.  There  should 
be  not  more  than  25%  of  the  sperm  cells  ab- 
normal in  size.  4.  Not  more  than  25%  of 
the  sperm  should  be  dead.  5.  Motility  should 
be  satisfactory.  PH  of  7.5  is  desirable  but 
not  as  important  as  formerly  thought.  Re- 
peated checks  of  semen  used  for  artificial  in- 
semination and  proved  satisfactory  showed  a 
pH  not  below  4.5. 

There  is  an  erroneous  impression  that  pus 
in  the  semen  is  likely  to  prevent  conception. 
It  has  been  demonstrated  many  times  that 
conception  can  take  place  when  the  semen  is 
loaded  with  pus. 

History  and  complete  examination  of  the 
male  partner  should  be  made,  including  blood 
studies  and  serology. 

Other  special  studies  are  at  times  neces- 
sary in  some  cases,  but  these  are  beyond 
the  scope  of  this  discussion. 

TREATMENT 

In  our  concentration  on  a complex  thera- 
peutic problem,  we  too  frequently  lose  sight 
of  the  simple  factors  which  interfere  wTith 
the  welfare  of  the  patient.  The  first  con- 
sideration therefore  should  be  directed  to  the 
patient’s  general  health,  with  organic  dis- 
turbances relieved  insofar  as  such  relief  may 
be  possible.  Favorable  results  may  be  ex- 
pected from  plastic  surgery  on  blocked  ovi- 
ducts provided  the  block  is  distal  to  the 
tubal  isthmus  and  the  patent  portion  of  the 
tube  presents  healthy  mucous  membrane 
and  reasonably  normal  peristalsis.  If  a new 
orifice  is  made  it  must  be  kept  open  by  re- 
peated Ruben  or  lipiodol  tests  beginning  not 
later  than  the  tenth  post-operative  day. 

Stein  recently  reported  favorable  results 
in  cases  where  the  sterility  was  due  to  poly- 
cystic ovaries.  The  capsule  of  the  ovary  is 
split  and  the  cysts  punctured.  He  stated 
that  better  than  40%  of  the  cases  operated 
upon  conceived  at  a later  date.  I have  em- 
ployed a similar  procedure  for  some  years, 
differing  only  in  that  fat  from  the  epiploic 
appendage  is  sutured  into  the  opening  of 
the  split  capsule  to  prevent  possible  bleeding, 
and  in  the  hope  that  the  fat  would  allow  the 
edges  of  the  incised  ovarian  capsule  to  heal 
and  leave  a fistula.  The  fat  disappears  with- 
in a few  months. 


Papanicolaou  vaginal  smears  may  offer  a 
clue  to  the  best  time  for  coitus  in  relation  to 
ovulation. 

Endometrial  biopsies  made  to  determine 
ovulation  time  have  proved  disappointing. 
The  conclusions  of  Edward  Farris  of  Phila- 
delphia on  studies  of  rectal  temperature 
charts  to  determine  ovulation  time  indicate 
that  the  present  method  of  interpreting  the 
charts  is  only  about  45%  dependable. 

E.  L.  King  recently  reported  favorable  re- 
sults with  repeated  lipiodol  injection  into  the 
uterus  and  tubes.  He  obtained  relief  from 
infertility  with  lipiodol  injections  when  re- 
peated Ruben  tests  with  gas  had  failed. 
Charles  L.  Martin  of  Dallas  also  reported  a 
large  number  of  cases  in  which  superior  re- 
sults were  obtained  when  lipiodol  was  used. 

Raphael  Kurzrok  writes  that  hyaluroni- 
dase  may  be  of  value  in  some  cases  of  infer- 
tility. Hyaluronidase  is  a component  of  se- 
men. One  of  its  functions  is  to  liquify  the 
gelatinous  envelope  which  holds  a viscid  out- 
er mass  of  follicular  cells  covering  the  mam- 
malian ovum.  The  solution  of  this  mass  scat- 
ters the  cells  without  harming  the  ovum. 
These  cells  must  be  removed  before  the 
sperm  can  penetrate  the  ovum.  It  is  thought 
that  when  the  pure  enzyme  is  placed  in  the 
cervix  shortly  before  coitus,  conception  is 
more  apt  to  occur. 

When  the  sperm  count  is  low  or  hyaluron- 
idase is  insufficient,  or  sometimes  when  in- 
fertility persists  in  spite  of  adequate  sperm 
and  enzyme  content,  and  no  cause  for  sterili- 
ty can  be  discovered,  additional  hyaluroni- 
dase may  be  an  effective  aid.  This  treatment 
was  followed  by  pregnancies  in  33  of  102 
cases  observed  by  Kurzrok.  15  to  20  mg.  of 
hyaluronidase  was  placed  in  the  cervical  ca- 
nal with  a cotton  applicator  the  day  before 
or  on  the  day  ovulation  was  expected. 

Surgery  on  the  male  for  blockage  of  the 
spermatic  duct  is  successful  at  times  when 
anastomosis  can  be  done  and  there  are  no 
other  genital  interferences. 

Except  for  thyroid  therapy  medication  for 
hormone  deficiencies  is  generally  disappoint- 
ing. Dessicated  thyroid  should  be  adminis- 
tered to  both  partners  when  indicated.  The 
value  of  vitamin  E in  humans  is  much  over- 
rated. 

Sex  education  is  important.  Five  days  are 
required  for  sperm  to  mature  and  reach  the 
most  potent  state.  This  five-day  rest  period 
should  be  observed  just  preceding  the  antici- 
pated date  of  ovulation. 
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SUMMARY 

1.  A marriage  should  not  be  classified  as 
sterile  until  there  has  been  three  years  of 
normal  cohabitation  without  conception. 

2.  The  causes  of  barren  marriages  are 
equally  distributed  between  the  male  and  the 
female  partners. 

3.  There  are  but  four  endocrine  products 
which  have  been  proven  to  be  of  value  in 
the  treatment  of  sterility. 

4.  Favorable  results  should  not  be  prom- 
ised from  any  endocrine  therapy  until  the 
action  of  the  endocrine  has  been  proven 
clinically. 

5.  Better  results  are  obtained  from  hys- 
tero  salpingography  than  from  Ruben  tests. 

6.  The  more  complex  examination  of  the 
female  partner  should  be  delayed  until  thor- 


ough examination  of  the  semen  of  the  hus- 
band has  been  completed. 

7.  Plastic  surgery  for  sterility  gives  de- 
sired results  in  only  a few  selected  cases. 

8.  The  enzyme  hyaluronidase  offers 
promise  of  benefit  when  its  use  is  indicated. 

9.  Education  of  both  partners  is  essen- 
tial. 
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Uterine  Displacements* 

EARL  C.  SAGE,  M.D. 
Omaha,  Nebraska 


Normally  the  uterus  occupies  a position  in 
the  pelvic  cavity  between  the  bladder  anteri- 
orly and  the  rectum  posteriorly.  Because  of 
the  proximity  of  the  bladder  and  rectum,  it 
is  easy  to  see  how  over-distention  of  either 
of  these  organs  can  produce  moderate  dis- 
placement of  either  the  body  or  the  cervix  of 
the  uterus. 

We  think  of  the  uterus  lying  in  the  an- 
terior part  of  the  pelvic  cavity  overlying 
the  bladder.  The  long  axis  of  the  uterus  is 
in  the  approximately  horizontal  plane,  and 
forms  an  approximate  right  angle  with  the 
long  axis  of  the  vagina. 

Normally  the  uterus  is  a movable  organ 
and  only  becomes  “fixed”  when  there  is  as- 
sociated surrounding  inflammatory  disease. 
The  position  of  the  uterus  is  maintained  by 
three  factors:  the  pelvic  floor,  the  uterine 
ligaments,  and  intra-abdominal  pressure. 

We  may  find  anteflexion,  lateroflexion  or 
retroflexion  of  the  body  of  the  uterus ; so  we 
have  anterior  displacements,  lateral  dis- 
placements, and  retrodisplacements.  Novak 
devotes  26  pages  to  the  discussion  of  this 
subject  in  his  textbook  of  gynecology:  Wil- 
lard Cooke  takes  22  pages,  Arthur  Curtis 
35  pages,  and  I have  15  minutes. 

■"Read  before  the  Omaha  Mid-West  Clinical  Society  Meeting, 
October  28,  1948. 


In  addition  we  have  prolapse  of  the  uterus 
of  various  degrees  resulting  from  a relaxa- 
tion of  the  structures  which  normally  sup- 
port the  uterus.  Also,  we  may  find  an  in- 
version of  the  uterus  consisting  of  a partial 
or  complete  turning  inside  out  of  the  uterus 
from  above  downward  through  the  cavity 
of  the  uterus  and  the  cervical  canal  occur- 
ing  during  abortion  or  labor. 

Having  outlined  the  tremendous  scope  of 
this  subject,  it  is  evident  that  in  the  time 
allotted  we  can  only  indulge  in  some  glit- 
tering generalities  concerning  uterine  dis- 
placements. 

First,  it  behooves  any  of  us  who  do  pelvic 
examinations  to  know  how  to  determine 
7 points  when  we  do  a bimanual  examina- 
tion. These  are:  position,  size,  shape,  con- 
sistency, mobility,  tenderness,  and  attach- 
ments of  whatever  we  palpate.  It  will  take 
several  years’  training  to  become  proficient 
in  attaining  these  facts.  To  correlate  the 
patient’s  complaints  with  what  you  find  in 
the  pelvis,  takes  the  experience  of  a life- 
time. 

For  example,  one  woman  complains  of  dys- 
menorrhea; you  do  your  pelvic  examination 
and  find  a uterine  displacement,  either  ante- 
flexion or  retrodisplacement.  It  takes  years 
to  learn  that  the  uterine  displacement  prob- 
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ably  plays  no  direct  causal  role  in  the  men- 
strual pain.  It  would  take  at  least  27  min- 
utes to  discuss  this  controversial  subject, 
and  then  it  would  not  be  settled  to  every- 
one’s satisfaction.  Perhaps  this  woman  also 
had  some  irritational  frustration. 

Another  woman  complains  of  sterility, 
and  on  examination  you  find  a second  de- 
gree retrodisplaced  uterus.  Maybe  that  is 
the  normal  position  for  this  patient,  as  we 
know  that  from  10  to  20  per  cent  of  women 
have  a congenital  retrodisplacement  of  the 
uterus.  Other  factors,  usually  some  form  of 
endocrinopathy,  play  more  important  roles  in 
this  patient’s  difficulties  than  her  so-called 
displaced  uterus.  Maybe  her  husband  had 
azospermia. 

Still  another  woman  consults  you  about  a 
backache.  She  has  been  told  that  her  “womb 
is  out  of  place.”  You  examine  her  and  find 
a third  degree  retrodisplacement.  Before 
you  call  the  hospital  to  schedule  your  oper- 
ation for  an  aterior  suspension  (and  there 
are  57  varieties  of  this  procedure)  you  had 
better  be  sure  this  patient  does  not  have 
flat  feet,  or  a prolapsed  kidney,  or  an  inter- 
vertebral disc  which  is  out  of  line,  or  ortho- 
pedic injuries,  or  just  plain  chronic  endo- 
cervicitis  or  endometriosis. 

I know  of  a druggists’s  wife  who  submit- 
ted to  two  pelvic  operations  for  the  relief 
of  backache  and  pain  down  her  right  leg, 
and  still  had  her  same  complaints  when  she 
came  to  my  office.  I could  tell  by  the  way 
in  which  she  sat  down  on  a chair  that  she 
probably  had  a lumbar  disc  protrusion.  She 
was  referred  to  a radiologist  who  confirmed 
my  diagnosis.  She  was  then  sent  to  Dr. 
Keegan  for  a laminectomy  and  the  removal 
of  this  nucleus  pulposus.  The  relief  of  her 
pain  was  dramatic;  the  following  morning 
she  started  to  take  a new  lease  on  life.  A 
uterus  that  is  normal  in  size,  shape  and  mo- 
bility, but  has  assumed  a retroposition, 
practically  never  gives  rise  to  back  pain. 

Practically  25  per  cent  of  women  who 
have  borne  children  will  have  a retrodis- 
placed uterus  and  never  know  it  so  far  as 
symptoms  are  concerned.  If  a uterus  in 
retroposition  is  suspected  of  causing  back 
pain,  the  patient  should  be  fitted  with  a 
Smith-Hodge  pessary.  Should  this  maneu- 
ver relieve  the  pain,  and  recur  when  the  pes- 
sary is  removed,  an  operation  may  be  con- 
sidered. 


Once  upon  a time  I had  enough  money  to 
get  out  of  town  for  a little  vacation.  I was 
gone  two  weeks,  and  upon  my  return  I was 
surprised  to  see  one  of  my  patients  in  the 
hospital.  Mrs.  Z.  had  a displaced  uterus 
and  had  consulted  one  of  my  colleagues  for 
the  purpose  of  having  her  pessary  changed. 
He  found  it  necessary  to  perform  some  emer- 
gency surgery  for  the  care  of  this  distress- 
ing pathological  condition.  In  other  words, 
he  had  performed  an  anterior  suspension  for 
reasons  which  to  say  the  least  are  open  to 
doubt. 

In  my  opinion,  too  many  unnecessary  an- 
terior suspension  operations  are  done  for  the 
“supposed  cure  of  backache.”  “Since  the 
uterus  is  a naturally  freely  movable  organ, 
too  enthusiastic  abdominal  shortening  of  the 
round  ligaments  or  fixation  of  the  uterus  to 
the  parietal  wall  with  resulting  adhesions 
only  prepares  the  patient  for  future  diffi- 
culties. In  Curtis  Tyrone’s  series  of  1,048 
hvsteroectomies  (Ann.  Surg.,  125,  May, 
1947)  there  were  62  cases  in  which  a previ- 
ous suspension  operation  either  failed  to 
relieve  the  patient  of  pain  and  bleeding  or 
later  led  to  such  symptoms  that  hysterec- 
tomy eventually  became  desirable;  in  25  of 
these  62  cases  abdominal  suspension  had 
failed  to  correct  a prolapsed  uterus.  In  two 
cases  besides  the  previous  suspension  opera- 
tion, intestinal  obstruction  necessitated  a 
serious  operation  before  the  uterus  could  be 
removed.” 

Lateral  displacement  of  the  uterus  is  of 
little  practical  importance  in  itself,  being  al- 
most always  caused  by  much  more  signifi- 
cant lesions  such  as  tumors  of  the  adnexae 
which  displace  the  uterus  to  the  opposite 
side.  Or  adnexal  inflammatory  disease  may 
draw  the  uterus  toward  the  affected  side. 

Of  medico-legal  importance  is  the  ques- 
tion of  whether  an  acute  displacement  of  the 
uterus  can  occur  as  a result  of  trauma,  such 
as  an  automobile  accident,  or  a fall  from  a 
streetcar.  The  protected  position  of  the 
uterus,  and  the  nature  of  its  supports,  make 
it  difficult  to  believe  that  any  but  the  most 
severe  trauma  could  bring  about  a displace- 
ment. 

And  now  comes  Mrs.  Applebottom  with 
the  story  that  for  the  last  five  years,  “every 
time  I go  to  the  toilet,  something  drops 
down.”  She  is  the  mother  of  eight  children ; 
they  were  all  big  babies  and  the  doctor  had 
to  use  forceps  to  pull  them  out.  This  type 
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of  patient  is  deserving  of  your  best  surgical 
skill.  On  examination  you  ask  the  patient 
to  bear  down ; first  comes  a cystocele,  then  a 
rectocele,  and  sometimes  the  cervix,  and 
practically  the  whole  body  of  the  uterus.  Di- 
agnosis: prolapse  or  descensus  uteri. 

The  important  factor  in  the  mechanism  of 
prolapse  is  injury  or  overstretching  of  the 
pelvic  floor,  and  especially  of  the  cardinal 
ligaments  in  the  bases  of  the  broad  liga- 
ments. In  passing  I should  like  to  point  out 
that  there  are  eleven  different  names  applied 
to  these  cervicopelvic  ligaments;  they  are: 

1.  The  parametrium  (Virchow) 

2.  The  cardinal  ligaments  (Kock) 

3.  The  vascular  sheath  (Pierre  Delbet) 

4.  The  uteroiliac  process  (Savage) 

5.  Transverse  cervical  ligament  (Mack- 
enrodt) 

6.  Tunica  vasorum  uteri  (Merkel) 

7.  Ligamentum  lata 

8.  Lateral  pelvic  ligaments 

9.  Ligamentum  transversale  colli 

10.  The  sustentacular  apparatus  (Bon- 
ney) 

11.  The  lateral  cervicopelvic  ligaments 

The  anglicized  version,  namely,  “the  lat- 
eral ligament  of  the  cervix  uteri”  is  a more 
meaningful  and  purposeful  terminology,  and 
in  keeping  with  the  principles  accepted  at 
Basle,  in  1895,  by  the  Anatomical  Society. 
(S.G.&O.,  Oct.,  1944,  Power,  Montreal,  Can- 
ada). We  try  to  teach  a simple  terminology 
and  help  keep  the  student’s  feet  on  the 
ground. 

In  addition  there  is  usually  extensive  in- 
jury to  the  perineal  body  producing  marked 
vaginal  relaxation,  and  also  frequent  injury 
to  the  fascia  of  the  anterior  and  posterior 
vaginal  walls,  with  the  production  of  cysto- 
cele or  rectocele,  or  even  an  enterocele.  A 
large,  bulging  cystocele  or  rectocele  is  often 
mistaken  by  the  patient  for  prolapse  of  the 
uterus,  and  I have  known  of  physicians  to 
make  the  same  error  when  the  examination 
is  too  superficial.  Such  a cystocele  or  recto- 
cele may  occur  with  no  uterine  prolapse 
whatsoever,  as  can  be  readily  determined  by 
the  examining  finger,  which  reveals  the 
cervix  high  in  the  vaginal  vault. 

In  my  opinion,  these  patients  are  entitled 
to  surgical  correction.  The  most  effective 
operative  attack  consists  of  an  attempt  to 
shorten  the  cardinal  ligaments  by  drawing 


them  together  in  the  midline,  (Manchester- 
Fathergill  operation)  with  or  without  vagin- 
al hysterectomy;  plus  restoration  of  the  sec- 
ondary supporting  structures,  perineoplasty 
and  colpoplasty.  Here  you  have  the  oppor- 
tunity to  “strut  your  stuff,”  and  the  mas- 
ter’s touch  is  evident  in  the  originality  of 
conception,  the  elegance  of  style,  and  perfec- 
tion of  detail  of  your  operation. 

SUMMARY 

1.  The  most  important  and  most  frequent 
indication  for  operation  in  retrodisplace- 
ments  of  the  uterus  is  the  presence  of  com- 
plicating pathology  — not  the  retrodisplace- 
ment  per  se.  Retrodisplacement  operations 
are  perhaps  more  unsatisfactorily  performed 
than  any  other  major  pelvic  procedure. 

2.  Surgery,  if  resorted  to,  may  require 
gynecological  correction  of  injuries  of  soft 
parts.  In  some  instances  an  orthopedist  is 
also  needed;  and  occasionally  the  patient 
may  require  a neurological  surgeon. 

3.  A consideration  of  details  of  surgical 
correction  of  retrodisplacements,  cystocele, 
uterine  prolapse,  and  perineal  lacerations 
will  be  found  in  any  good  textbook  of  gyne- 
cology. Suppport,  rather  than  suspension, 
should  be  a cardinal  principle,  whenever  pos- 
sible, in  all  corrective  pelvic  plastic  proce- 
dures. 

4.  The  proper  care  to  be  given  patients 
with  “uterine  displacements”  is  a contro- 
versial subject. 


EARLY  RISING  AFTER  OPERATION 
BENEFITS  PATIENT 

Early  rising  after  surgical  operation  tends  to  pre- 
vent the  onset  of  weakness,  to  diminish  wound  pain, 
to  accelerate  convalescence,  and  to  reduce  the  re- 
quired nursing  care,  says  an  editorial  in  a recent 
issue  of  the  Journal  of  the  American  Medical  Asso- 
ciation. 

Citing  a recent  report  by  Dr.  J.  B.  Blodgett,  Bos- 
ton, on  early  rising  at  Peter  Bent  Brigham  Hospital, 
the  editorial  points  out  that  he  found  early  rising 
is  without  apparent  ill  effect  on  wound  healing, 
wound  infection,  or  wound  disruption. 

Dr.  Blodgett  studied  504  cases  in  which  early 
rising  was  practiced  and  a control  series  of  680 
cases  in  which  the  patients  remained  in  bed  at  least 
seven  days  after  operation.  Wound  disruption  after 
abdominal  operations  in  the  late  rising  group  oc- 
curred in  2.7  per  cent.  In  the  early  rising  group  it 
occurred  in  1.2  per  cent. 

Incidence  of  wound  infection  was  2.8  per  cent  in 
the  early  rising  group  and  4.4  per  cent  in  the  late 
rising  group. 


Functional  Uterine  Bleeding* 

JOHN  J.  FREYMANN,  M.D. 

Omaha,  Nebraska 


Functional  uterine  bleeding  is  abnormal 
bleeding  which  is  unrelated  to  any  demon- 
strable, organic  pelvic  lesion.  It  is  a symp- 
tom which  points  to  a disordered  endometri- 
al physiology.  Functional  uterine  bleeding 
is  characterized  by  bleeding  which  is  exces- 
sive in  quantity  or  duration  or  which  occurs 
with  abnormal  frequency.  It  differs  from 
normal  menstruation  in  that  the  loss  of  blood 
is  excessive,  either  because  bleeding  is  too 
profuse,  lasts  too  long  or  occurs  too  frequent- 
ly. 

Before  uterine  bleeding  can  be  regarded  as 
functional  in  origin,  it  is  necessary  to  ex- 
clude organic  diseases  of  the  uterus,  gesta- 
tional processes,  other  organic  pelvic  disor- 
ders and  diseases  causing  hemorrhagic  ten- 
dencies. The  common  non-functional  causes 
of  uterine  bleeding  are  fibro-myoma,  carcin- 
oma, polypi,  abortion,  ectopic  pregnancy, 
hydatidiform  mole,  chorionepithelioma,  pel- 
vic inflammatory  diseases,  blood  dyscrasias 
and  hypertension. 

NORMAL  MENSTRUATION 

Normal  menstruation  is  evidence  of  a normal  hor- 
monal relationship  between  the  pituitary  gland  and 
the  ovary  and  between  the  ovary  and  the  endome- 
trium. During  the  course  of  a normal  cycle,  the  en- 
dometrium grows,  undergoes  progestational 
changes,  regresses  and  disintegrates.  Cell  prolifer- 
ation and  endometrial  growth  occur  in  response  to 
estrogen  stimulation.  Conversion  of  the  endometri- 
um to  the  secretory  phase  is  induced  by  progestin. 
The  integrity  of  the  endometrium  is  maintained  by 
estrogen.  When  estrogen  support  is  withdrawn,  en- 
dometrial regression,  disintegration  and  shedding 
will  follow. 

Normal  menstruation,  therefore,  depends  upon 
normal  ovarian  function  which  comprises  follicular 
growth,  ovulation,  luteinization  and  corpus  luteum 
regression.  Normal  ovarian  function,  in  turn,  de- 
pends upon  normal  stimuli  from  the  pituitary 
gland,  including  the  follicle-stimulating  hormone 
and  the  luteinizing  hormone  and  prolactin,  supplied 
in  adequate  quantity  and  in  proper  sequence. 

In  discussing  the  physiology  of  menstruation,  it  is 
necessary  to  point  out  that  estrogen  and  progestin 
themselves  play  an  important  part  in  the  regulation 
of  hormone  levels.  Although  these  hormones  are 
the  result  of  pituitary  action  on  the  ovary,  they,  in 
turn,  exercise  a reciprocal  regulating  influence  on 
the  pituitary.  As  the  estrogen  or  progestin  con- 
tent of  the  blood  increases,  the  gonadotropic  activi- 
ty of  the  pituitary  is  proportionately  depressed  or 
completely  inhibited.  On  the  other  hand,  when  the 
ovarian  hormone  level  is  low,  pituitary  activity  be- 
comes accelerated.  On  about  the  fourteenth  day 

♦Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1948. 
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after  ovulation,  when  the  corpus  luteum  regresses, 
there  is  a drop  in  the  estrogen  level.  This  initiates 
menstruation.  At  the  same  time,  this  low  estrogen 
level  favors  renewed  follicle-stimulating  activity  in 
the  pituitary  and  so  sets  the  stage  for  a new  cycle. 

The  corpus  luteum  is  probably  the  most  import- 
ant mediary  in  the  maintenance  of  a normal  pitui- 
tary-ovarian-endometrial relationship.  In  addition 
to  the  progestational  changes  which  it  induces  in 
the  endometrium  and  its  inhibitory  influence  on  the 
pituitary,  progestin  aids  in  the  conversion  of  es- 
trogen U)  and  in  the  elimination  of  estrogen  end- 
products  from  the  body. 

Estrogen  is  the  immediate  determining  factor  in 
endometrial  bleeding.  When  there  is  a normal, 
physiological  drop  in  the  estrogen  level,  normal 
menstruation  occurs.  When  the  drop  is  sudden  or 
excessive,  hemorrhage  may  result.  Here  it  should 
also  be  noted  that  estrogen  serves  as  the  essential, 
physiological  hemostatic  which  terminates  normal 
menstruation.  Toward  the  end  of  menstruation  the 
reactivated  pituitary  stimulates  follicular  growth 
and  a rise  in  the  estrogen  level.  This,  in  turn,  in- 
itiates new  endometrial  growth  and  stops  bleeding. 
Should  follicular  activity  and  new  estrogen  produc- 
tion be  delayed,  prolonged  and  excessive  bleeding 
will  result. 

ETIOLOGY  OF  FUNCTIONAL  BLEEDING 

Abnormal  fluctuations  in  the  estrogen 
level  constitute  the  proximate  cause  of  func- 
tional uterine  bleeding.  Such  abnormal  fluc- 
tuations may  be  due  to  a number  of  causes. 
In  most  instances  they  are  due  to  pituitary 
or  ovarian  dysfunction.  The  pituitary  may 
produce  excessive  follicle-stimulating  hor- 
mone or  insufficient  luteinizing  hormone  or 
no  luteinizing  hormone  at  all. 

Assuming  that  pituitary  function  is  nor- 
mal, there  is  then  the  possibility  that  the 
ovary  may  be  incapable  of  responding  nor- 
mally to  pituitary  stimuli.  The  graafian  fol- 
licle may  not  reach  maturity.  Several  fol- 
licles may  develop  simultaneously  and,  fail- 
ing to  mature  and  rupture,  these  persistent 
follicles  may  pour  out  excessive  estrogen  and 
so  overstimulate  endometrial  growth. 

The  corpus  luteum  may  fail  to  develop,  or, 
having  formed,  may  fail  to  elaborate  an  ade- 
quate supply  of  progestin.  As  a result,  nor- 
mal secretory  changes  will  not  occur  in  the 
endometrium,  follicle-stimulating  activity  of 
the  pituitary  will  not  be  suppressed,  and  sat- 
isfactory conversion  of  estrogen  and  elim- 
ination of  estrogen  end-products  cannot  take 
place. 

1.  Hamblen,  E.  C. : Endocrine  Gynecology,  Springfield,  111., 
Charles  C.  Thomas,  1939. 
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Thyroid  disorders  may  affect  the  pitui- 
tary-ovarian-endometrial mechanism.  A com- 
mon example  is  the  functonal  bleeding  which 
is  so  frequently  seen  in  women  with  a low 
basal  metabolic  rate,  particularly  in  thy- 
roidectomized  women. 

The  nutritional  state  of  the  patient  may 
have  a direct  bearing  on  her  endocrine  bal- 
ance. The  liver  and  the  B vitamin  complex 
play  an  important  role  in  the  maintenance 
of  estrogen  balance.  It  has  been  shown  that 
the  liver  inactivates  estrogen(2>,  but  only  in 
the  presence  of  an  adequate  supply  of  thia- 
min and  riboflavin(3)  (4).  When  these  B com- 
plex elements  are  absent  or  reduced  below 
an  essential  level,  estrogen  cannot  be  inac- 
tivated by  the  liver  and  hyper-estrinization 
may  result. 

There  is  clinical  evidence  that  emotional 
states  may  disturb  endocrine  balance  and 
menstrual  physiology.  Fremont-Smith  and 
Meigs(5)  recently  reported  the  history  of  a 
patient  in  whom  frequent  bleeding  episodes 
coincided  closely  with  episodes  of  acute  anx- 
iety or  with  periods  during  which  the  pa- 
tient was  overwhelmed  by  frustration  and 
sense  of  personal  inadequacy.  Bleeding  was 
brought  under  control  through  psychiatric 
discussion,  relief  of  anxiety  and  the  restora- 
tion of  self-confidence  and  personal  inde- 
pendence. It  was  thought  that  in  this  pa- 
tient the  endocrine  balance  might  have  been 
disturbed  by  emotional  stimuli  relayed 
through  the  hypothalamic-pituitary  path- 
ways, or  that  endometrial  vascularity  might 
have  been  disturbed  through  the  autonomic 
nervous  system (6>. 

DIAGNOSIS 

A clinical  diagnosis  of  functional  uterine 
bleeding  is  usually  accurate  only  to  the  ex- 
tent that  organic  disease  has  been  ruled  out. 
Functional  bleeding  occurs  when  there  is  a 
defective  link  or  a break  in  the  complex  en- 
docrine reaction-chain  which  governs  endo- 
metrial physiology.  It  is  often  impossible 
to  determine  accurately  the  location  and  the 
nature  of  the  defect.  A careful  history  may 
contribute  important  information.  In  addi- 
tion to  data  relating  to  the  past  and  current 
menstrual  patterns,  the  history  should  aim 

2.  Biskind,  G.  R.,  and  J.  M. : Bull.  Johns  Hopkins  Hosp., 
65:212.  1939. 

3.  Segaloff,  A.:  Endocrinal.,  34:46,  1944. 

4.  Singher.  H.  O.  ; Kensler.  S.  J.  ; Taylor,  H.  C.  ; Rhoads, 
C.  P.,  and  Unna.  K.  : J.  Biol.  Chem.,  154:79,  1944. 

5.  Fremont-Smith.  M.,  and  Meigs.  J.  V.:  Am.  J.  Obst.  & 
Gynec..  55:1047,  1948. 

6.  Sookin.  S.  ; Waehtel,  H.,  and  Hechter,  O.  : J.A.M.A.,  114: 
2090.  1940. 


to  uncover  nutritional,  occupational,  social 
and  emotional  factors  which  might  affect 
endocrine  physiology. 

/ 

In  the  adolescent  girl  and  in  the  young 
woman  excessive  bleeding  is  practically  al- 
ways functional  in  origin.  In  the  married 
woman  it  is  more  apt  to  result  from  inflam- 
matory disease  or  from  gestational  disorders 
or  from  benign  tumors  or  cysts.  In  the  wom- 
an who  is  over  35,  the  possibility  of  malig- 
nancy is  an  important  consideration. 

Endometrial  biopsy  will  furnish  evidence 
as  to  whether  or  not  a patient  ovulates.  This 
is  a simple  office  procedure.  In  adolescents 
and  in  young  unmarried  women,  functional 
bleeding  is  predominantly  of  the  anavulatory 
type.  In  the  endometrium  of  such  patients 
no  progestin  influence  can  be  detected.  If 
biopsy  indicates  that  ovulation  has  occurred, 
the  degree  and  character  of  the  secretory 
changes  may  furnish  valuable  information 
regarding  the  efficiency  of  the  corpus 
luteum. 

In  any  woman  who  is  over  35,  the  diag- 
nosis of  functional  bleeding  cannot  be  estab- 
lished until  malignancy  has  been  ruled  out 
by  curettage  and  a careful  examination  of  , 
the  tissues  then  obtained.  The  characteris- 
tics of  the  endometrium  obtained  through 
curettage,  its  thickness,  the  presence  or  ab- 
sence of  progestational  changes,  and  other 
histological  peculiarities  may  be  of  definite 
diagnostic  importance. 

During  these  times  when  stilbestrol  or  the 
natural  estrogens  are  being  used  so  freely, 
bleeding  due  to  over-estrinization  is  a very 
common  occurrence.  In  every  instance  of 
abnormal  bleeding,  the  physician  should  de- 
termine whether  the  patient  has  been  taking 
estrogenic  hormones. 

Careful  laboratory  studies  also  constitute 
an  important  part  of  the  examination.  The 
blood  picture  may  determine  the  choice  be- 
tween conservative  medical  treatment  or 
prompt  arrest  of  bleeding  by  curettage.  The 
patient’s  basal  metabolic  rate  may  implicate 
the  thyroid  gland  as  an  etiological  factor 
which  must  be  dealt  with  in  the  management 
of  functional  bleeding. 

TREATMENT 

There  is  no  specific  formula  for  the  man- 
agement of  a bleeding  patient.  Since  the 
exact  etiology  or  the  specific  defect  in  the 
complex  endocrine  reaction-chain  can  usual- 
ly not  be  definitely  determined,  efforts  to 
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restore  a missing-  or  defective  link  would  ob- 
viously be  a hit  or  miss  procedure.  Fortu- 
nately, however,  Nature  will  almost  inva- 
riably accomplish  its  own  repair  if  afforded 
time  to  do  so.  If  we  secure  hemostasis,  at- 
tend to  the  patient’s  general  health  and  place 
her  endocrine  system  at  rest  for  a reasonable 
period  of  time,  normal  glandular  function 
will  usually  be  restored  automatically. 

HEMOSTASIS 

Curettage  stops  bleeding  promptly.  It 
should  be  employed  whenever  rapid  hemos- 
tasis is  imperative.  When  a patient  has  lost 
much  blood  and  is  still  bleeding  profusely, 
slow,  conservative  treatment  entails  too 
great  a risk.  In  a patient  over  35,  curettage 
is  indicated  regardless  of  the  amount  of 
blood  which  has  been  or  is  being  lost.  In 
younger  patients  curettage  is  rarely  neces- 
sary. 

Hemostasis  may  also  be  accomplished  by 
intensive  stimulation  of  the  endometrium  to 
new  and  healthy  growth.  This  can  be  ac- 
complished by  raising  the  estrogen  level. 
Large  doses  of  conjugated  estrone  sulphate*, 
7.5  or  more  milligrams  a day,  are  adminis- 
tered orally.  By  this  method  bleeding  can 
usually  be  stopped  in  4 to  7 days.  The  rate 
and  duration  of  flow  may  often  be  further 
reduced  by  the  oral  administration  of  vita- 
min K in  5 to  10  milligram  doses,  three  times 
a day.  Excepting  curettage,  intensive  es- 
trinization  is  the  most  effective  means  at 
our  command  for  initial  hemostasis  in  func- 
tional bleeding. 

CYCLIC  ESTROGEN-PROGESTIN  THERAPY 

As  soon  as  hemorrhage  has  been  brought 
under  control,  a treatment  program  must  be 
instituted  to  re-establish  normal  menstrual 
cycles.  A plan  of  treatment  which  has  been 
widely  accepted  as  both  physiological  and 
effective  is  the  cyclic  estrogen-progestin 
treatment  described  by  Hamblen(7).  It  is 
based  upon  the  assumption  that,  given  time, 
Nature  will  accomplish  its  own  cure.  The 
aim  is  to  place  the  patient’s  glandular  mech- 
anism completely  at  rest.  The  demands 
upon  the  ovary  and  upon  the  pituitary  are 
reduced  to  zero  by  administering  estrogen 
and  progestin  in  accordance  with  a dosage 
and  sequence  and  withdrawal  program  which 
will  closely  conform  to  the  natural  pattern. 

Beginning  with  the  cessation  of  bleeding, 

* “Premarin”  (Ayerst,  McKenna  and  Harrison)  ; “Conestron” 
(Wyeth  Incorporated). 

7.  Hamblen.  E.  C. : Progress  in  Gynecology.  New  York, 

1946.  Grune  and  Stratton,  pp  125-126. 


estrogen  in  the  form  of  conjugated  estrone 
sulphate  is  administered  orally  for  a period 
of  20  days.  The  dosage  is  2.5  milligrams 
three  times  a day.  During  the  last  ten  days 
of  this  20-day  period,  oral  progestin*  is  ad- 
ministered in  doses  of  10  milligrams  three 
times  a day.  For  effective  control  of  bleed- 
ing it  may  at  times  be  necessary  to  employ 
even  larger  doses  of  both  hormones.  Men- 
struation usually  begins  2 or  3 days  after 
treatment  is  stopped.  Should  bleeding  set 
in  before  the  20-day  course  is  completed, 
medication  is  stopped  at  once.  On  the  fifth 
day  after  the  onset  of  bleeding,  another  20- 
day  course  of  treatment  is  started.  This 
program  should  be  continued  for  three  or 
four  months.  After  such  a series  of  courses, 
most  patients  will  have  recovered  their 
glandular  equilibrium  and  they  should  then 
continue  to  menstruate  normally. 

The  basic  rationale  of  this  treatment  has 
already  been  mentioned.  It  should  be  am- 
plified further  by  stating  that,  by  raising 
the  estrogen  level,  pituitary  activity  is  sup- 
pressed and  the  ovary  is  therefore  placed  at 
rest.  Without  further  gonadrotropic  stimu- 
li, ovarian  elements  which  are  responsible  for 
the  hormonal  imbalance  (usually  multiple, 
immature,  hyper-secreting  follicles),  under- 
go complete  regression.  At  the  same  time, 
normal,  cyclic  growth  and  regression  of  the 
endometrium  is  re-established  and  main- 
tained by  the  hormones  which  the  patient  is 
taking  orally.  While  the  ovary  is  kept  at 
rest,  the  pituitary  also  has  an  opportunity  to 
regain  its  functional  equilibrium. 

CORPUS  LUTEUM  HORMONE  THERAPY 

The  use  of  progestin  alone  for  the  relief 
of  functional  bleeding  is  favored  by  some 
clinicians.  This  method  of  treatment  is 
best  suited  to  those  patients  in  whom  men- 
orrhagia occurs  at  normal  intervals  or  in 
whom  hemorrhage  follows  long  periods  of 
amenorrhea.  In  these  women  the  endometri- 
um is  almost  always  hyperplastic  as  a result 
of  prolonged  and  excessive  estz'ogen  stimu- 
lation. Secretory  changes  are  either  absent 
or  incomplete  and  not  conducive  to  normal 
regression  and  shedding.  Progestin  is  em- 
ployed to  produce  secretory  conversion  of 
the  endometrium.  Large,  25  to  50  milli- 
gram, doses  of  progestin  are  administered 
intramuscularly  daily  for  3 or  4 days.  When 
conversion  is  complete,  bleeding  will  slow 
down  or  stop  completely.  Two  to  5 days 
after  cessation  of  treatment,  withdrawal 

* "Progestoral”  (Roche  Organon.  Inc.)  ; “Pranone”  (Scher- 
ing  Corp.)  ; ‘'Lutocycal”  (Ciba  Pharmaceutical  Products,  Inc.). 
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bleeding,  simulating  normal  menstruation, 
will  follow.  Since  its  object  is  to  stop  bleed- 
ing by  inducing  normal  and  complete  shed- 
ding of  the  endometrium,  progestin  therapy 
has  been  rather  appropriately  referred  to  as 
“medical  curettage”(8). 

After  hemorrhage  has  been  terminated  in 
the  manner  described,  further  efforts  should 
be  directed  toward  the  reestablishment  of 
normal  cyclic  menstruation.  Beginning  on 
the  tenth  day  following  the  cessation  of 
bleeding,  progestin  is  administered  daily  for 
a period  of  10  days.  In  this  manner  proges- 
tin influence  is  brought  to  bear  upon  the 
proliferating  endometrium  at  a time  when  it 
would  be  felt  in  the  course  of  a normal  men- 
strual cycle.  Here  progestin  may  be  admin- 
istered either  orally,  in  doses  of  30  to  60 
milligrams  daily,  or  intramuscularly  in  doses 
of  5 to  10  milligrams  every  second  day.  With- 
drawal bleeding  usually  sets  in  within  2 to 
5 days  after  treatment  is  stopped. 

PROLACTIN  (LACTOGENIC  HORMONE) 
THERAPY 

Prolactin*,  the  lactogenic  pituitary  hor- 
mone, has  been  shown  to  possess  luteotroph- 
ic  properties.  It  does  not  induce  ovulation 
or  corpus  luteum  formation.  It  does,  how- 
ever, augment  corpus  luteum  activity  and  the 
production  of  progestin.  It  has,  therefore, 
been  employed  with  considerable  success  in 
the  treatment  of  functional  bleeding.  Since 
the  beneficial  influence  of  prolactin  appears 
to  depend  upon  its  luteotrophic  effect,  this 
hormone  would  obviously  be  ineffective  in 
anovulatory  patients,  particularly  in  teen- 
age girls  in  whom  functional  bleeding  is  us- 
ually associated  with  anovulatory  cycles. 

According  to  published  reports,  prolactin 
has  been  used  almost  exclusively  during 
bleeding  episodes.  It  would  appear  that  bet- 
ter results  might  be  anticipated  if  its  admin- 
istration were  started  with  the  corpus  luteum 
phase  of  the  menstrual  cycle  and  stopped  at 
a time  coinciding  with  the  estimated  onset 
of  corpus  luteum  regression. 

ANDROGEN  THERAPY 

The  androgens  have  been  extensively  em- 
ployed to  control  functional  bleeding.  The 
male  sex  hormone  suppresses  ovarian  activi- 
ty and  the  production  of  estrogen.  In  so  do- 
ing, it  induces  endometrial  atrophy <9>.  Al- 
though effective  as  a hemostatic,  the  employ- 

8.  Jones,  G.  E.  S.,  and  Te  Linde,  R.  W. : Bull.  Johns 
Hopkins  Hosp.,  71 :382,  November,  1942. 

* “Luteotrophin”  (E.  R.  Squibb  & Sons). 

9.  Hamblen,  E.  C. : Neb.  St.  M.  J.,  31:497,  1946. 


ment  of  androgens  does  not  fit  into  any  plan 
which  aims  to  restore  a normal  menstrual 
pattern.  However,  in  menopausal  patients 
with  functional  bleeding,  there  may  be  indi- 
cations for  the  use  of  androgens.  In  these 
patients  complete  suppression  of  ovarian  and 
endometrial  activity  is  the  best  insurance 
against  recurrence  of  bleeding.  This  can 
readily  be  accomplished  by  the  use  of  andro- 
gens. Androgens  impart  to  the  patient  a 
feeling  of  well-being  and  afford  relief  from 
the  common  distressing  symptoms  of  the 
menopause(10).  Therefore,  the  androgens 
may  be  employed  in  the  menopausal  patient 
for  the  dual  purpose  of  permanent  hemo- 
stasis and  the  relief  of  menopausal  symp- 
toms. 

THYROID  THERAPY 

In  the  endocrine  sphere,  the  thyroid  gland 
occupies  an  important  position.  Thyroid  ex- 
tract alone  will  often  relieve  functional 
bleeding.  Its  use  should  not  be  restricted  to 
patients  with  frank  thyroid  deficiency.  Thy- 
roid gland  extract  should  be  included  in  the 
therapy  of  all  patients  with  functional  bleed- 
ing except  those  in  whom  the  thyroid  is  ob- 
viously hyperactive.  Dosage  must  be  adjust- 
ed to  the  patient’s  tolerance.  Unless  there  is 
other  evidence  of  hyperthyroidism,  tachy- 
cardia is  in  itself  no  contra-indication  to  the 
use  of  thyroid  extract.  In  spite  of  thyroid 
medication,  the  pulse  rate  will  often  return 
to  normal  when  bleeding  stops  and  other  dis- 
turbing elements  have  been  brought  under 
control. 

GENERAL  HEALTH  MEASURES 

Attention  has  already  been  directed  to 
the  relationship  between  general  health  and 
menstrual  physiology.  The  correction  of  nu- 
tritional disorders  is  essential  in  the  treat- 
ment of  functional  bleeding.  Even  in  a pa- 
tient who  appears  well-nourished,  inquiry 
into  dietary  habits  will  often  reveal  gross  de- 
ficiencies in  such  essential  elements  as  pro- 
tein, calcium,  iron  and  vitamins.  Recalling 
the  role  of  the  liver  as  an  inactivator  of  es- 
trogen^), and  the  need  of  vitamin  B com- 
plex for  the  discharge  of  that  function(3), 
the  administration  of  thiamin  and  riboflavin 
should  be  included  in  the  treatment  program. 
If  bleeding  is  severe,  B complex  vitamins 
may  be  administered  intravenously  and  in 
large  doses  to  insure  satisfactory  estrogen 
inactivation  by  the  liver. 

Psychosomatic  factors  must  also  receive 
due  attention  in  the  management  of  func- 

10.  Greenblatt.  R.  B. : Mortara,  F„  and  Torpin,  R. : Am. 
J.  Obst.  & Gynec.,  50:502,  1945. 
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tional  bleeding.  Corrective  adjustments  must 
be  accomplished  whenever  there  is  evidence 
of  emotional  stress,  anxiety,  inadequacy  01 
any  other  psychic  factors  which  are  incom- 
patible with  good  general  health  and  normal 
endocrine  balance. 

SUMMARY 

Functional  uterine  bleeding  has  been  de- 
fined. The  mechanism  of  menstruation  has 
been  briefly  described.  The  principal  etio- 
logical factors  which  may  disturb  the  pitui- 


tary - ovarian  - endometrial  relationship  and 
lead  to  abnormal  bleeding  have  been  dis- 
cussed. Emphasis  has  been  placed  upon  the 
recognition  of  nutritional  and  emotional  fac- 
tors as  well  as  upon  careful  physical  exam- 
ination and  laboratory  studies  as  essential 
for  a working  diagnosis  in  functional  uterine 
bleeding.  Measures  for  the  arrest  of  hemor- 
rhage and  therapeutic  measures  designed  to 
re-establish  normal  menstrual  cycles  have 
been  described. 


❖ ❖ * 


Ectopic  Pregnancy* 

HARLEY  E.  ANDERSON,  M.D. 

Omaha,  Nebraska 

Department  of  Obstetrics  and  Gynecology,  University  of  Nebraska 
College  of  Medicine,  Omaha,  Nebraska 


Extrauterine  pregnancy  with  its  often 
bizarre  symptoms  and  its  rapidly  moving 
dramatic  sequence  of  events,  deserves  a 
place  on  a panel  discussion  of  gynecological 
problems  such  as  presented  here  this  morn- 
ing. A clear  cut  text  book  picture  of  this 
condition  is  well  known  to  all  physicians,  and 
ordinarily  gives  no  difficulty  in  establishing 
a correct  diagnosis.  However,  the  text  book 
picture  is  so  seldom  seen  that  it  may  be  con- 
sidered a rarity.  No  one  single  gynecological 
entity  is  so  often  misinterpreted  as  this 
symptom  complex.  Because  of  its  high  in- 
cidence of  mortality  and  in  order  that  proper 
treatment  may  be  promptly  instituted,  there 
are  few  pelvic  conditions  that  demand  a cor- 
rect diagnosis  with  such  speed  as  extra- 
uterine  gestation. 

In  a presentation  of  this  sort  it  is  not  nec- 
essary to  dwell  long  upon  the  various  theo- 
ries surrounding  the  etiology  of  ectopic  preg- 
nancy. It  is  sufficient  to  say  that  some  ob- 
struction exists  which  hinders  the  passage 
of  the  fertilized  ovum  from  its  point  of  con- 
ception in  the  fallopian  tube  enroute  to  the 
uterine  cavity.  According  to  Schumann(1), 
extrauterine  pregnancy  occurs  in  a ratio  of 
1 to  300  intrauterine  pregnancies,  so  it  can 
be  plainly  seen  that  the  incidence  is  not  too 
infrequent  to  escape  our  attention. 

It  is  of  interest  to  note  the  various  sites 
of  location  wherein  the  aberrant  ovum  may 
be  implanted.  Not  only  of  interest,  but 
very  often  the  severity  of  symptoms  may  be 
directly  proportional  to  the  site  of  location. 

As  a didactic  classification,  it  may  be 

*Read  before  the  Omaha  Mid-West  Clinical  Society.  October. 
1948. 


stated,  that  when  nidation  proceeds  at  the 
point  of  first  arrest  of  the  fertilized  ovum, 
it  is  designated  as  a primary  extrauterine 
pregnancy,  but  when  its  position  is  changed 
by  a rupture  or  further  development,  it  is 
designated  as  secondary.  The  primary  types 
are  located  in  the  intramural  (interstitial) 
portions  of  the  tube,  the  isthmus,  the  ampul- 
la and  the  ovary  itself.  If  the  ovum  is  sec- 
ondarily implanted,  it  may  be  found  any- 
where in  the  abdominal  cavity,  the  posterior 
leaf  of  the  broad  ligament,  the  parietal  peri- 
toneum being  the  most  common  area.  In 
15%  of  women  who  have  had  one  tube  re- 
moved for  extrauterine  gestation,  this  con- 
dition may  recur  in  the  remaining  tube.  Very 
likely  the  etiological  factor  that  produced  an 
ectopic  pregnancy  in  the  first  tube,  also  ex- 
ists in  the  remaining  tube.  Multiple  preg- 
nancies of  tubal  origin  have  been  described 
but  are  of  little  consequence  with  regard  to 
diagnostic  or  therapeutic  importance.  About 
300  combined  intrauterine  and  tubal  preg- 
nancies have  also  been  reported. 

This  subject  is  fascinating  because  every 
suspected  case  of  ectopic  pregnancy  offers  a 
challenge  in  diagnosis.  Errors  are  constant- 
ly being  made,  both  in  the  suspected  unrup- 
tured as  well  as  ruptured  tubal  pregnancies. 
Often  during  the  early  part  of  an  ectopic 
gestation,  the  patient  complains  of  the  symp- 
toms ordinarily  noted  in  the  normal  intra- 
uterine pregnancy  and  usually  upon  pelvic 
examination  the  unruptured  tube  is  as  soft 
as  a loop  of  intestine  and  for  that  reason  the 
true  condition  goes  unrecognized.  Also,  dur- 
ing an  examination  of  an  early  tubal  preg- 
nancy the  uterine  corpus  is  somewhat  en- 


Volume  34 
Number  7 


ECTOPIC  PREGNANCY:  ANDERSON 


255 


larged  and  this  obviously  confuses  the  ex- 
aminer. Usually  it  is  not  until  the  time  the 
patient  begins  to  show  signs  of  tubal  rup- 
ture or  tubal  abortion  that  the  symptoms 
differ  a great  deal  from  an  intrauterine 
pregnancy.  The  actual  mechanism  which 
causes  acute  abdominal  pain,  syncope  and/or 
collapse,  and  frequently  shoulder  pain,  is  due 
to  peritoneal  irritation  produced  by  intraper- 
itoneal  hemorrhage.  If  this  hemorrhage  is 
of  large  enough  amount  and  a sufficiently 
large  vessel  has  been  involved  in  the  tubal 
rupture,  all  of  the  signs  and  symptoms  of 
acute  shock  will  be  apparent.  The  initial 
hemorrhage  may  be  severe  enough  to  be  fa- 
tal. Fortunately  this  is  not  often  the  case. 
Ordinarily  the  patient  bleeds  into  the  peri- 
toneal cavity  until  her  blood  pressure  is  low 
enough  to  cause  a cessation  of  bleeding.  Ac- 
companying this,  of  course,  the  blood  coagu- 
lates so  that  soon  there  is  a hematoma  sur- 
rounding the  tubal  rupture  and  this  is  in  it- 
self a temporary  protective  measure  against 
further  bleeding.  However,  a pelvic  exam- 
ination or  violent  exercise  on  the  part  of  the 
patient  often  produces  a resumption  of  bleed- 
ing. 

Tubal  rupture  is  usually  found  when  the 
ovum  is  implanted  in  the  interstitial  portion 
or  in  the  isthmus  of  the  tube.  Whenever  it  is 
implanted  in  the  interstitial  portion,  severe 
bleeding  takes  place,  as  the  entire  cornu  of 
the  uterus  is  usually  involved  in  the  rupture 
and  hence  produces  a rapidly  exsanguinating 
hemorrhage.  These  cases  are  the  ones  that 
so  often  are  fatal  with  their  first  episode 
of  bleeding.  However,  if  the  ovum  is  im- 
planted in  the  ampulla  of  the  tube,  a rup- 
ture usually  does  not  take  place,  but  instead 
a tubal  abortion  results.  When  abortion 
takes  place  the  loss  of  blood  and  subsequent 
symptoms  are  as  a rule  not  as  severe  as 
when  tubal  rupture  is  encountered.  Schu- 
mann* !>,  has  noted  in  his  series  of  cases  that 
tubal  rupture  occurs  nearly  twice  as  fre- 
quently as  tubal  abortion.  Upon  extremely 
rare  occasion  the  tube  may  rupture  along  its 
inferior  aspect,  the  hemorrhage  thereby  tak- 
ing place  extraperitoneally  and  dissecting 
between  the  layers  of  the  broad  ligament, 
thereby  producing  a broad  ligament  hema- 
toma. This  is  usually  accompanied  by  much 
less  bleeding  than  rupture  of  the  tube  into 
the  peritoneal  cavity. 

The  end  result  of  a tubal  abortion  may  be 
a tubo-abdominal,  a secondary  abdominal,  a 
tu'oo-ovarian,  or  an  intra-ligamentous  preg- 
nancy. Needless  to  say,  these  are  all  quite 


rare,  although,  in  the  literature  in  the  last 
few  years  a number  of  abdominal  pregnan- 
cies have  been  reported.  Most  of  these  have 
not  gone  on  to  full  term,  but  surprisingly 
enough,  a large  number  have  done  so  and  the 
fetuses  have  been  delivered  by  laporatomy. 
In  the  majority  of  cases  of  extrauterine  ges- 
tation, the  embryo  is  destroyed  during  the 
early  weeks  of  its  development. 

As  has  already  been  stated,  the  diagnosis 
of  ectopic  pregnancy  is  difficult  to  make,  pri- 
marily, because  the  picture  is  clouded  by  an 
indefinite  history  accompanied  by  physical 
findings  that  are  far  from  classical.  How- 
ver,  when  the  history  points  to  previous  at- 
tacks of  pelvic  inflammation,  either  post- 
partum or  postabortal  and  followed  by  a pe- 
riod of  sterility,  a tubal  gestation  should  be 
considered.  Also,  previous  pelvic  operations 
with  their  sequellae  of  possible  peritubal  ad- 
hesions are  also  suggestive.  There  is  usually 
uterine  spotting  for  a few  days  or  even  a 
few  weeks  before  an  attack  of  tubal  rupture, 
and  after  this,  physical  findings  become 
much  more  definite  than  they  were  before. 

The  ruptured  tube  with  its  spindle  shaped 
hematoma  existing  in  the  adnexal  region  is 
ordinarily  easily  felt  and  quite  tender  upon 
palpation.  Prior  to  this  time  physical  ex- 
amination of  the  adnexal  region  is  not  too 
revealing.  TeLinde(2)  has  suggested  that  a 
great  deal  of  information  may  be  gained  by 
culdoscopic  examination  in  a suspected  tubal 
pregnancy  which  has  not  ruptured.  In  56 
cases  of  culdoscopy,  37  cases  were  done  for 
the  diagnosis  of  tubal  pregnancy.  From  these 
37  cases  which  from  history  and  physical 
findings  were  suggestive  of  tubal  pregnancy, 
5 proved  to  be  extrauterine  gestation.  He 
points  out  that  this  simple  procedure  will 
consummate  a diagnosis  prior  to  rupture  and 
thus  save  the  patient  a great  deal  of  time 
and  needless  expense  by  having  her  sub- 
jected to  laporatomy  if  a tubal  pregnancy 
does  not  exist.  Of  course,  finding  blood  in 
the  cul-de-sac  by  use  of  a needle  and  syringe, 
often  will  make  a diagnosis  of  rupture.  How- 
ever, bleeding  from  other  organs,  such  as  a 
hemmorhage  from  a corpus  luteum  cyst, 
may  produce  enough  blood  in  the  cul-de-sac 
to  sometimes  confuse  the  diagnosis.  Usually, 
after  rupture,  also,  the  patient  complains 
bitterly  if  the  cervix  is  moved  upward 
toward  the  abdomen.  Blood  examinations 
shortly  after  the  onset  of  symptoms  are  us- 
ually negative.  Later,  signs  of  progression 
of  an  acute  anemia  is  observed  accompanied 
by  leukocytosis. 
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While  difficulty  is  encountered  in  making 
a correct  diagnosis  of  ectopic  gestation,  no 
problem  presents  itself  in  deciding  upon  the 
proper  method  of  treatment.  Immediate 
surgical  intervention  is  imperative  as  soon 
as  the  diagnosis  of  rupture  has  been  estab- 
lished. Suitable  whole  blood  for  transfusion 
should  be  given  as  replacement  for  the 
amount  lost  by  the  patient  as  soon  as  pos- 
sible. If  whole  blood  is  not  immediately  avail- 
able, plasma  can  be  used  until  blood  becomes 
available.  The  existence  of  shock  should  not 
preclude  immediate  surgery  As  soon  as  the 
abdomen  is  opened  and  the  bleeding  fallopian 
tube  is  located,  hemorrhage  should  be  im- 
mediately controlled  by  clamping  the  blood 
supply  to  the  offending  organ  with  a hemo- 


stat.  As  soon  as  this  is  accomplished  the  pa- 
tient’s blood  pressure  and  pulse  volume  be- 
gin to  improve.  In  removing  the  affected 
tube,  care  should  be  exercised  in  avoiding  the 
accompanying  ovary.  Occasionally  this  is 
not  possible,  due  to  the  site  of  rupture  and 
the  ovary  must  also  be  sacrificed.  The  ab- 
domen should  be  closed  as  quickly  as  pos- 
sible and  the  removal  of  other  organs,  such 
as  the  appendix,  is  not  advisable.  If  symp- 
toms are  due  to  tubal  abortion,  generally  not 
such  great  speed  in  operative  interference  is 
indicated  and  more  time  in  preoperative 
preparation  can  be  allowed. 
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Common  Benign  Lesions  of  the  Cervix* 
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Benign  lesions  of  the  cervix  are  so  com- 
mon that  too  frequently  they  are  passed  over 
without  treatment.  Evidently  the  frequency 
with  which  they  are  encountered  makes 
them  appear  simple  and  not  necessarily  in 
need  of  treatment.  This  certainly  is  not 
true,  for  many  of  these  lesions  become  more 
serious  with  the  passage  of  time.  Most  of 
them  give  rise  to  local  effects  which  the 
patient  some  times  considers  incident  to  her 
sex  and  endures,  not  knowing  that  a simple 
corrective  treatment  would  greatly  alleviate 
their  annoying  symptoms. 

Erosion  is  perhaps  the  most  common  le- 
sion of  the  cervix.  This  is  an  outgrowth  of 
the  columnar  epithelium  of  the  cervical  canal 
onto  the  vaginal  portion  of  the  cervix.  It 
may  be  congenital  in  origin,  in  which  case  it 
appears  as  a symetrical  circular  reddened 
area  surrounding  the  external  os.  It  may  be 
the  result  of  cervical  infection,  wherein  the 
discharge  causes  a desquamation  of  the 
normal  stratified  vaginal  type  epithelium 
followed  by  covering  of  this  area  with  the 
faster  growing  columnar  epithelium  from 
the  cervical  canal.  In  this  type  the  erosion 
may  be  asymmetrical  in  outline  and  may  be 
confined  to  the  area  where  the  cervical 
drainage  has  made  most  contact  with  the 
vaginal  portion  of  the  cervix.  It  is  common- 
ly seen  in  conjunction  with  laceration  of  the 

•Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1948. 


cervix  where  secondary  infection  has  devel- 
oped. 

Cervical  erosions  cause  vaginal  discharge 
which  at  times  become  excessive.  The  acid 
character  of  the  vaginal  content  is  the  irri- 
tant to  the  columnar  epithelium  of  the  ero- 
sion. This  causes  a stimulation  of  cervical 
glands  to  produce  an  excess  of  counter-acting 
alkaline  mucus.  The  excess  alkaline  cervical 
secretion  raises  the  pH  of  the  vagina  and 
favors  the  growth  of  pathogenic  bacteria  as 
well  as  the  Trichomonas  Vaginalis  and  the 
Monilia  fungus. 

In  this  way,  then,  erosions  of  the  cervix 
become  troublesome  to  the  patient.  Very 
often  she  attempts  to  treat  these  symptoms 
herself  and  fails  to  seek  the  advice  of  her 
physician.  On  the  other  hand  these  lesions 
are  too  often  left  untreated  by  the  physician 
at  a time  when  a simple  office  procedure 
would  suffice  to  return  the  cervix  to  normal. 

Treatment  consists  of  lightly  cauterizing 
the  eroded  area  with  the  actual  cautery.  One 
may  literally  skim  off  the  erosion  with  the 
cautery  tip,  avoiding  deep  cautery  of  the 
cervical  tissue.  Following  a preliminary 
sloughing  of  the  cauterized  field  the  vaginal 
type  epithelium  grows  in  to  cover  the  af- 
fected area.  When  definite  infection  of  the 
cervix  is  present,  a preliminary  treatment 
consisting  of  tamponade  and  hot  acid  solu- 
tion douches  will  prepare  the  cervix  for  cau- 
tery. Cautery  of  the  cervical  canal  is  done 
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only  when  this  area  is  the  seat  of  chronic 
infection. 

Cervical  lacerations  are  caused  most  fre- 
quently in  child  birth.  A thin,  well  effaced 
cervix  may  split  rather  than  dilate  under  the 
force  of  the  expellant  powers.  A lacerated 
cervix  may  soon  become  infected  resulting 
in  discharge,  eversion  and  erosion  and  pra- 
cervical  induration. 

Treatment  of  this  lesion  is  best  done  at 
the  time  of  delivery  if  circumstances  allow. 
The  cervix  is  inspected  and  lacerations  are 
repaired  by  carefully  approximating  the 
torn  edges.  Ragged  edges  may  be  trimmed 
in  order  to  secure  better  approximation.  If 
this  can  be  accomplished  it  will  save  the  pa- 
tient the  additional  expense  and  inconveni- 
ence of  subsequent  hospital  care.  Repair 
after  the  cervix  has  involuted  consists  of  ex- 
cising a wedge  shaped  piece  at  the  lacerated 
area  and  then  approximating  the  fresh  clean 
tissue  edges. 

Chronic  cystic  cervicitis  develops  as  a re- 
sult of  occlusion  of  the  tiny  ducts  of  the  na- 
bothian glands  of  the  cervix.  This  occlusion 
follows  infection  of  the  cervix  or  lacerations 
or  even  deep  cautery.  The  resulting  fibrous 
change  in  the  tissue  causes  constriction  of 
the  gland  ducts  and  consequently  an  accumu- 
lation of  mucus  in  the  gland.  The  small 
cystic  areas  may  appear  superficial  but  often 
they  are  scattered  deeper  throughout  the 
lower  one-third  of  the  cervix. 

Such  cysts  contain  clear  mucus  except 
when  infection  is  present  and  the  mucus  then 
is  purulent.  There  is  frequently  an  accom- 
panying chronic  cervical  inflammation,  and 
often  cervical  laceration  is  present. 

Treatment  consists  of  puncturing  the  vis- 
ible cysts  with  a fine  tipped  cautery  and 
thoroughly  cauterizing  the  cyst  lining.  If 
the  cystic  change  is  extensive,  a low  amputa- 
tion of  the  cervix  may  be  required  to  com- 
pletely remove  the  diseased  tissue. 

Cervical  polyps  are  seen  occasionally  and 
frequently  are  the  cause  of  intermenstrual 
bleeding,  contact  bleeding  and  vaginal  dis- 
charge. When  attached  high  in  the  canal 
it  may  retract  and  not  be  visible  at  a sub- 
sequent examination.  It  begins  as  a papil- 
lary projection  on  the  cervical  canal  wall 
which  then  becomes  elongated  due  to  the  ef- 
fort of  the  cervix  and  uterus  to  expel  it  as 
if  it  were  a foreign  body. 

In  most  instances  a cervical  polyp  may  be 
twisted  thereby  severing  the  pedicle  at  the 


base.  The  area  where  the  polyp  was  at- 
tached is  then  well  cauterized  with  the  ac- 
tual cautery.  It  must  be  remembered  that 
often  polyps  are  multiple  and  that  a polyp 
may  protrude  at  the  cervix  and  be  of  endo- 
metrial origin,  so  that  treatment  sometimes 
must  inclule  a dilatation  of  the  cervix  and 
curretage  of  the  canal  and  uterine  cavity. 

Stenosis  of  the  cervical  canal  results  from 
infection,  deep  cauterization  or  conization 
and  other  surgical  operations  on  the  cervix. 
It  causes  an  inadequate  drainage  from  the 
cervix  and  uterine  cavity.  This  may  be  evi- 
denced by  delayed  periods,  painful  menses 
and  the  passage  of  an  unusually  dark  or  even 
black  menstrual  flow.  Mucopurulent  ac- 
cumulation in  the  cervix  and  purulent  collec- 
tion in  the  uterus  may  result  from  inade- 
quate drainage  through  the  cervix. 

In  some  cases  treatment  is  best  accom- 
plished in  the  hospital  where  adequate  prob- 
ing and  dilation  of  the  cervical  canal  may  be 
done.  It  is  best  to  leave  a canalized  stem 
pessary  in  the  cervix  for  several  days  in  or- 
der to  prevent  immediate  contraction  of  tfie 
canal.  Following  the  removal  of  this  pes- 
sary the  cervical  canal  should  be  dilated  at 
weekly  intervals  until  the  caliber  of  the 
canal  shows  indication  of  remaining  ade- 
quate. 

The  milder  cases  of  stenosis  may  be  cor- 
rected in  the  office  by  passing  cervical  di- 
lators at  weekly  intervals  until  the  canal  re- 
mains normal  in  diameter. 

While  all  of  these  lesions  have  been  con- 
sidered benign  it  must  be  remembered  many 
are  or  may  become  malignant  and  therefore 
one  should  make  certain  examinations  of 
any  suspicious  lesion. 

The  Papanicolaou  smear  or  cystologic  ex- 
amination is  an  office  procedure  and  should 
be  done  in  many  of  these  lesions.  If  any  sig- 
nificant cells  are  found  in  this  examination 
a biopsy  of  the  cervix  and  uterine  cavity 
should  be  performed.  Polypi  that  are  re- 
moved should  be  dropped  in  fixing  solution 
for  biopsy  examination  to  rule  out  malig- 
nancy. Any  lesion  that  fails  to  heal  properly 
after  what  seems  to  be  adequate  treatment 
should  be  investigated  for  possible  malignant 
change. 

Adequate  treatment  of  these  benign  le- 
sions in  their  early  stages  returns  the  cervix 
to  normal,  eliminates  troublesome  symptoms, 
and  lessens  the  danger  of  malignant  change 
in  the  cervix  at  a later  age. 
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ANNOUNCEMENTS 


The  annual  mid-summer  conference  of  the 
Rocky  Mountain  Radiological  Society  will 
be  held  in  Denver,  Colorado,  August  1.8,  19, 
and  20  at  the  Shirley-Savoy  Hotel. 


The  third  annual  Rocky  Mountain  Cancer 
Conference  will  be  held  in  Denver,  July  14 
and  15.  Headquarters,  Shirley-Savoy  Hotel. 


The  Department  of  the  Army  needs  pub- 
lic health  officers  to  serve  in  a civilian  ca- 
pacity with  the  occupation  forces  in  Japan. 
Minimum  requirements  are  M.  D.  Degree 
plus  one  year  internship.  Salary  is  $6,235.20 
plus  10%,  plus  differential  with  quarters 
provided  at  no  cost  for  the  employee.  If  in- 
terested write  to  Department  of  Army,  Of- 
fice of  the  Secretary  of  the  Army,  Wash- 
ington 25,  D.  C. 


THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 


The  American  Congress  of  Physical  Medi- 
cine will  hold  its  next  session  September 
6-10,  1949  at  the  Netherland  Plaza  Hotel  at 
Cincinnati,  Ohio.  Further  information  may 
be  obtained  by  writing  to  the  American  Con- 
gress of  Physical  Medicine,  30  North  Michi- 
gan Avenue,  Chicago  2,  Illinois. 


The  next  Scientific  Assembly  of  the 
American  Academy  of  General  Practice  will 
be  held  in  St.  Louis,  Missouri,  February  20- 
21-22-23,  1950.  Headquarters  will  be  in  the 
Kiel  Auditorium. 


The  United  States  Civil  Service  Commis- 
sion has  announced  a Medical  Officer  exam- 
ination for  filling  rotating  intern  psychiatric 
resident,  and  surgical  resident  position  in  St. 
Elizabeth’s  Hospital,  Washington,  D.  C.  The 
salaries  for  rotating  interns  are  $2,200  for 
the  first  year  and  $2,400  for  the  second 
year;  the  salaries  for  psychiatric  resident 
range  from  $2,400  to  $4,100  a year;  and  for 
surgical  resident,  from  $3,400  to  $4,150. 

Further  information  and  application  forms 
may  be  obtained  from  the  U.  S.  Civil  Service 
Commission,  Washington  25,  D.  C. 


Be  sure  to  read  the  Minutes  of  the 
House  of  Delegates?  You  will  find  them 
on  page  260. 
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NEWS  and  VIEWS 


Dr.  Roy  Fouts  of  Omaha,  retiring-  vice- 
president  of  the  American  Medical  Associa- 
tion, was  honored  at  a breakfast  during  the 
annual  convention  of  the  A.M.A.  at  Atlantic 
City.  Among  the  guests  attending  were 
Lord  Thomas  Horder  of  London,  England, 
Dr.  Ernest  B.  Irons,  president  of  the  A.M.A., 
Dr.  E.  L.  Henderson,  president  elect  of  the 
A.M.A. , Dr.  R.  L.  Sensenich,  retiring  presi- 
dent of  the  A.M.A.,  Dr.  Morris  Fishbein, 
editor  of  the  Journal  of  the  A.M.A.  and 
many  other  notables  in  American  medicine. 


The  office  of  the  Air  Surgeon  has  an- 
nounced the  establishment  of  a general  prac- 
tice branch  professional  division  of  that  of- 
fice. This  is  the  first  time  in  recent  military 
history  that  any  of  the  armed  forces  has  had 
a general  practice  branch  in  its  medical  serv- 
ice. The  Deparment  of  the  Air  Force  also 
announces  the  establishment  of  an  air  force 
medical  reserve.  Physicians  and  other  med- 
ical personnel  who  served  with  the  army  air 
force  during  the  war,  may  make  application 
through  the  Air  Adjutant  General  at  Wash- 
ington. 


Dr.  Roy  B.  Henline,  New  York  City  urolo- 
gist, whom  many  of  our  readers  will  remem- 
ber as  a guest  speaker  of  the  Omaha  Mid- 
West  Clinical  Society,  died  suddenly  in  New 
York.  Dr.  Henline  was  born  and  reared  in 
Kearney,  Nebraska. 


Dr.  L.  E.  Moon  of  Omaha  was  elected 
president  of  the  American  Proctologic  Soci- 
ety at  its  50th  annual  meeting  in  Columbus, 
Ohio,  early  in  June. 


At  their  annual  commencement,  Univer- 
sity of  Nebraska  Medical  College  and  Creigh- 
ton University  Medical  School  graduated  58 
and  39  students  respectively. 


THE  ACADEMY  OF  GENERAL  PRACTICE 

The  Nebraska  Academy  of  General  Practice  at 
its  annual  meeting  at  the  Paxton  Hotel,  May  2, 
passed  the  following  resolution: 

WHEREAS,  There  is  now  pending  in  the  Congress  of  the 
United  States  certain  bills  calling  for  the  enactment  of  legisla- 
tion to  impose  a compulsory  insurance  sickness  tax  upon  our 
citizens  ; and 

WHEREAS,  Such  a compulsory  system  would  result  in  the 
formation  of  a vast  political  bureacracy ; and 

WHEREAS,  Any  form  of  compulsion  is  distinctly  un- 
American  and  inconsistent  with  the  American  system  of  free 
enterprise  and  the  American  way  of  life ; 


THEREFORE,  BE  IT  RESOLVED,  by  the  Nebraska  Chapter 
of  the  American  Academy  of  General  Practice  that  we  are 
opposed  to  any  form  of  compulsory  insurance  and  any  system 
of  Medical  Care  designed  for  National  Bureaucratic  control. 

BE  IT  FURTHER  RESOLVED,  That  copies  of  this  resolution 
be  transmitted  to  the  President  of  the  United  States  of 
America,  the  presiding  officers  of  the  United  States  Senate 
and  the  House  of  Representatives,  and  to  each  Senator  and 
Congresman  from  Nebraska. 

Officers  elected  May  2,  1949: 

President — Dr.  Harry  W.  Benson,  Oakland 
Vice  President — Dr.  Bernard  V.  Kenney,  Omaha 
Two  Delegates — Dr.  Carl  Amick,  Loup  City,  and 
Dr.  Adin  H.  Webb,  Lincoln 

Two  Alternates — Dr.  Wm.  J.  Gentry,  Gering,  and 
Dr.  Harlan  Moore,  Sutherland 

Board  of  Director — Dr.  Chales  Way,  Wahoo 
Twelve  new  membes  have  been  added  to  the  roster 
of  the  American  Academy  of  General  Practice 
since  the  last  meeting  at  the  Paxton  Hotel. 


ORGANIZATION  SECTION 


In  submitting  its  report  to  the  House  of  Dele- 
gates, your  Planning  Committee  suggested  that  an 
“Organization  Page”  should  appear  in  each  issue 
of  the  Journal.  This  is  the  first  of  those  pages 
and  they  will  be  continued  in  every  edition  of  the 
Nebraska  State  Medical  Journal. 

This  page  was  deemed  necessary  by  the  Planning 
Committee  in  order  that  every  member  of  the  state 
association  may  be  kept  informed  on  the  activities 
of  his  organization.  It  was  believed  by  the  Com- 
mittee that  this  organization  page  was  particularly 
essential  in  the  implementation  of  the  eight-point 
expanded  program  submitted  by  the  Planning  Com- 
mittee and  adopted  at  the  1949  annual  session  of 
the  Nebraska  State  Medical  Association.  The 
eight-point  expanded  program,  designed  to  give  bet- 
ter medical  service  to  the  people  of  Nebraska,  can 
function  properly  only  if  every  doctor  in  the  state 
is  aware  of  the  work  being  done.  This  page  is 
aimed  at  that  achievement. 

NEW  PUBLIC  RELATIONS  COMMITTEE 

One  of  the  first  steps  taken  under  the  expanded 
program  was  the  formation  of  a Public  Relations 
Committee.  Chairman  of  this  new  committee  is 
Dr.  H.  S.  Morgan,  Lincoln.  Members  of  the  com- 
mittee are  Drs.  John  McGreer,  Lincoln;  Leroy  W. 
Lee,  Omaha;  J.  P.  Gilligan,  Nebraska  City;  Harold 
N.  Neu,  Omaha;  Houghton  F.  Elias,  Beatrice;  and 
D.  B.  Wengert,  Fremont.  Ex-officio  members  are 
Dr.  J.  D.  McCarthy,  Omaha,  and  Dr.  Charles  Sheets, 
Cozad. 

This  committee  will  for  the  first  time  give  the 
state  organization  an  active,  responsible  body  to 
deal  with  problems  and  activities  in  the  PR  field. 
The  pressure  from  Washington  for  the  socialization 
of  the  medical  profession  calls  peculiar  attention  to 
the  necessity  of  having  a group  within  the  associa- 
tion that  can  properly  consider  current  problems 
and  situations  pertaining  to  doctors.  And  it  is 
necessary,  also,  that  these  problems  confronting  the 
profession  be  handled  without  undue  hesitation. 

In  setting  up  the  eight-point  expanded  program, 
the  Planning  Committee  felt  that  a sound  public 
relations  policy  was  the  most  important  part  in 
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that  all  points  of  the  expanded  program  will  be 
channeled  through  public  relations  in  tilling  the 
story  of  medicine  to  the  people. 

The  PR  committee  has  held  three  meetings  to 
date.  At  the  first  meeting,  it  was  decided  that  the 
medical  profession  in  Nebraska  should  make  every 
effort  to  improve  relationships  with  the  press  and 
radio  groups.  To  accomplish  this,  a Press-Radio- 
Medical  conference  was  held  June  17th  at  the  Pax- 
ton Hotel  in  Omaha.  (A  detailed  story  of  this  meet- 
ing can  be  found  on  page  238.  As  another  means 
of  perfecting  better  relations  with  the  press  and 
radio,  the  committee  is  now  making  plans  for  the 
establishment  of  a Code  of  Cooperation  with  these 
groups.  By  establishing  this  Code,  the  committee 
feels  that  activities  of  your  association  can  better 
be  told  to  the  general  public. 

Another  action  soon  to  be  taken  by  the  committee 
will  be  the  request  for  each  county  society  presi- 
dent to  appoint  a Public  Relations  Committee  to 
promote  the  activities  in  each  component  society. 
These  county  society  committees  will  be  charged 
with  doing  the  real  “grass  roots”  work. 

MEETING  OF  COMMITTEE  CHAIRMEN 

A meeting  of  all  committee  chairmen  was  held 
at  Omaha  following  the  medical-press  conference. 
The  purpose  of  this  meeting  was  to  coordinate  the 
actions  of  the  various  committees  as  outlined  in 
the  eight-point  expanded  program.  Each  chair- 
man outlined  the  proposed  program  of  his  commit- 
tee for  the  coming  year.  The  meeting  was  very 
beneficial  in  getting  closer  correlation  between  the 
work  of  all  committees. 

NATIONAL  EDUCATION  CAMPAIGN 

The  national  education  campaign  is  now  in  “high 
gear.”  Clem  Whitaker  and  Leone  Baxter  have 
done  an  outstanding  job,  under  the  supervision  of 
the  Board  of  Trustees  of  the  American  Medical  As- 
sociation, in  the  preparation  of  literature  to  be 
used  in  the  fight  against  socialized  medicine.  The 
firm  of  Whitaker  and  Baxter  came  highly  recom- 
mended to  the  A.M.A.  after  it  had  played  an  im- 
portant pai’t  in  defeating  Governor  Warren’s 
scheme  for  compulsory  health  insurance  in  Cali- 
fornia. 

The  organizational  foundation  they  have  laid  in  a 
few  short  months  is  credited  with  having  been  a 
big  influence  in  the  administration’s  decision  to  take 
compulsory  health  insurance  off  the  “must”  list  in 
this  session  of  Congress.  But  as  Whitaker  pointed 
out,  the  tempo  of  the  national  education  campaign 
will  not  be  reduced  between  now  and  the  next  con- 
gress onal  session — it  will  be  intensified. 

He  said  at  the  annual  meeting  of  the  A.M.A.  at 
Atlantic  City,  June  6-10,  that  the  advantage  now 
seems  to  be  with  the  medical  profession,  but  that 
any  let  up  in  the  battle  might  be  “disastrous.”  In 
order  to  continue  your  fight  against  compulsion, 
please  write  your  headquarters  office  for  campaign 
literature,  including  pictures  of  “The  Doctor,” 
which  have  been  very  effective.  These  pictures  come 
in  two  sizes,  19x20  inches  and  36x35  inches.  Write 
for  this  material  at  once! 


MINUTES  OF  THE  BOARD  OF  COUNCILORS 
May  3,  1949 

The  first  meeting  of  the  Board  of  Councilors  was 
called  to  order  by  Dr.  C.  H.  Sheets  at  5 o’clock  in 
Parlor  G,  Hotel  Paxton,  Omaha,  Nebraska. 

The  following  members  were  present:  Drs.  James 
F.  Kelly,  W.  E.  Wright,  W.  R.  Neumarker,  C.  W. 
Way,  A.  A.  Ashby,  R.  R.  Brady,  C.  H.  Sheets,  Earl 
F.  Leininger,  Harvey  L.  Clarke,  Jr.,  Ted  Riddell, 
J.  D.  McCarthy,  President. 

Also  present  were  Drs.  R.  B.  Adams,  Secretary- 
Treasurer  and  R.  F.  Decker,  Speaker  of  the  House 
of  Delegates. 

A motion  was  made  by  Dr.  Earl  Leininger  that 
the  minutes  of  the  February  midwinter  session  be 
accepted  as  published.  The  motion  was  seconded 
by  Dr.  W.  E.  Wright  and  carried. 

General  discussion  relative  to  the  formation  of 
the  new  Council  on  Professional  Ethics  followed  and 
the  following  names  were  suggested  as  possible 
members:  Drs.  Morris  Nielsen,  K.  S.  J.  Hohlen, 

Joseph  Kuncl,  C.  F.  Heider  and  J.  R.  Kleyla.  It 
was  the  opinion  of  the  Council  that  this  matter 
should  remain  open  for  further  contemplation  and 
later  disposal. 

Dr.  Sheets  asked  Secretary  Way  to  read  requests 
from  the  following  county  medical  societies  for 
honorary  memberships  for  the  physicians  listed: 
Box  Butte  County  Medical  Society — Chas.  E. 
Slagle,  Alliance. 

Gage  County  Medical  Society — J.  A.  Hodam,  Fii- 
ley. 

Phelps  County  Medical  Society — W.  A.  Shreck, 
Holdrege. 

Omaha-Douglas  County  Medical  Society — Drs. 
Frank  P.  Murphy  and  Louis  Carl  Bleick. 

Franklin  County  Medical  Society — Hal  Smith, 
Franklin. 

A motion  was  made  by  Dr.  A.  A.  Ashby,  second- 
ed by  Dr.  R.  R.  Brady,  that  the  Council  recommend 
to  the  House  of  Delegates  that  the  above  men  be 
made  honorary  members  of  the  Nebraska  State 
Medical  Association.  The  motion  carried.- 

The  election  of  a member  of  the  Board  of  Trus- 
tees was  the  next  order  of  business. 

Dr.  J.  E.  M.  Thomson  was  nominated. 

A motion  was  made  by  Dr.  W.  E.  Wright,  sec- 
onded by  Dr.  R.  R.  Brady,  that  the  nominations  be 
closed.  The  motion  carried. 

A motion  was  made  by  Dr.  Ted  Riddell  that  the 
chair  be  instructed  to  cast  the  ballot  of  the  Council 
for  Dr.  J.  E.  Thomson  as  a member  of  the  Board 
of  Trustees.  The  motion  was  seconded  and  carried. 

Nominations  were  called  for  by  Dr.  Sheets  for  a 
member  of  the  Medicolegal  Advice  Committee. 

Dr.  R.  W.  Fouts  was  nominated  for  this  office. 

A motion  was  made  by  Dr.  R.  R.  Brady,  sec- 
onded by  Dr.  Earl  Leininger,  that  the  nominations 
be  closed.  The  motion  carried. 

A motion  was  made  that  the  secretary  cast  the 
ballot  of  the  Council  for  Dr.  R.  W.  Fouts  as  a 
member  of  the  Medicolegal  Advice  Committee.  The 
motion  was  seconded  and  canned. 

It  was  the  opinion  of  the  Council  that  a letter  of 
appreciation  be  sent  to  Dr.  Geo.  W.  Covey  for  his 
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untiring  service  on  the  Board  of  Trustees,  and  a 
motion  was  made  by  Dr.  W.  E.  Wright  that  the 
chairman  and  secretary  of  the  Council  should  write 
such  a letter  and  bring  it  in  for  signature  at  the 
next  meeting  of  the  Council.  The  motion  was  sec- 
onded by  Dr.  A.  A.  Ashby  and  carried. 

A motion  was  made  and  seconded  to  adjourn. 
The  motion  carried. 


May  9,  1949 

The  Board  of  Councilors  held  their  second  ses- 
sion in  Parlor  G,  Paxton  Hotel,  Omaha.  The  meet- 
ing was  called  to  order  by  Dr.  C.  H.  Sheets, 
chairman. 

The  following  members  were  present:  Drs.  James 
Kelly,  W.  E.  Wright,  C.  W.  Way,  A.  A.  Ashby, 
R.  R.  Brady,  C.  H.  Sheets,  Earl  F.  Leininger,  Har- 
vey L.  Clarke,  Jr.,  Ted  Riddell. 

Also  present  were  Dr.  H.  M.  Jahr  and  Mr.  Sid- 
ney Bradley. 

The  minutes  of  the  first  session  were  read  and 
approved. 

The  nominations  for  members  of  the  Council  on 
Professional  Ethics  was  again  discussed  and  the 
following  names  suggested  to  be  added  to  the  list 
of  May  3 as  possible  members  of  this  council:  H. 
H.  Humphrey,  George  Covey,  Earle  Johnson,  F.  W. 
Niehaus,  G.  E.  Charlton. 

The  matter  of  election  of  this  council  was  again 
left  open  for  consideration  and  the  chair  stated  it 
would  be  taken  care  of  at  the  next  session. 

A motion  was  made  to  adjourn  until  tomorrow 
at  9 o’clock.  The  motion  was  seconded  and  carried. 


May  5,  1949 

The  Board  of  Councilors  held  their  final  meeting 
of  the  Annual  Session  in  Parlor  G,  Paxton  Hotel, 
Omaha.  The  meeting  was  called  to  order  by  Dr. 
C.  H.  Sheets,  chairman. 

The  following  members  were  present:  Drs.  James 
F.  Kelly,  W.  E.  Wright,  W.  R.  Neumarker,  Chas. 
Way,  A.  A.  Ashby,  R.  R.  Brady,  C.  H.  Sheets, 
Earl  F.  Leininger,  Harvey  L.  Clarke,  Ted  Riddell, 
and  J.  D.  McCarthy,  President. 

Also  present  were  Drs.  R.  E.  Harry,  R.  T.  Van 
Metre,  R.  B.  Adams,  R.  F.  Decker,  and  Messrs.  M. 
C.  Smith  and  Sidney  R.  Bradley. 

The  minutes  of  the  previous  session  were  ap- 
proved. 

The  secretary  read  the  following  names  which 
had  been  presented  for  membership  on  the  Coun- 
cil on  Professional  Ethics: 

H.  H.  Humphrey.  M.D.,  Daykin 
Geo.  W.  Covey,  M.D.,  Lincoln 
Morris  Nielsen,  M.D.,  Blair 
C.  F.  Heider,  M.D.,  North  Platte 

J.  R.  Kleyla,  M.D.,  Omaha 
Joseph  Kuncl,  M.D.,  Alliance 

K.  S.  J.  Hohlen,  M.D.,  Lincoln 
Earl  Johnson,  M.D.,  Grand  Island 
G.  E.  Charlton,  M.D.,  Norfolk 

F.  W.  Neihaus,  M.D.,  Omaha 

Dr.  Sheets  appointed  Drs.  James  Kelly  and  Wm. 
Wright  as  tellers  to  count  the  votes  on  the  names 
submitted,  and  election  for  five  members  of  the 
Council  on  Professional  Ethics  followed. 

Final  tally  showed  the  following  to  be  elected  as 
members  of  the  Council  on  Professional  Ethics: 


Morris  Nielsen,  M.D.,  Blair  (5  year  term) 

John  r Kleyla,  M.D.,  Omaha  (4  year  term) 
n-.  E.  Charlton,  M.D.,  Norfolk  (3  year  term) 

C.  F.  Heider,  M.D.,  North  Platte  (2  year  term) 

K.  S.  J.  Hohlen,  M.D.,  Lincoln  (1  year  term) 

Dr.  Sheets  asked  the  secretary  of  the  Council  to 
take  the  chair,  and  then  stated  that  due  to  the  fact 
he  had  just  been  made  President-Elect  he  wished 
to  submit  his  resignation  as  Councilor  of  the  9th 
District. 

General  discussion  followed  and  it  was  the  opin- 
ion of  the  Council  that  Dr.  Sheets’  resignation 
should  not  be  accepted  at  this  time. 

A motion  was  made  that  the  Council  extend  Dr. 
Sheets  a vote  of  confidence  and  ask  that  he  remain 
as  Councilor  from  the  9th  District  until  such  time 
as  his  duties  of  the  association  make  it  necessary 
that  a successor  be  elected.  The  motion  was  sec- 
onded and  carried. 

A motion  wras  made  and  seconded  to  adjourn. 
The  motion  carried. 


MINUTES  OF  THE  HOUSE  OF  DELEGATES 
May  2,  1949 

The  first  meeting  of  the  House  of  Delegates  was 
held  in  Parlor  B,  Hotel  Paxton,  Omaha,  Nebraska. 
Forty-four  members  were  present.  .+■ 

The  meeting  was  called  to  order  by  Dr.  Rudolph 
F.  Decker,  Speaker  of  the  House  of  Delegates  at 
2:15  p.m. 

*1 

First  order  of  business  was  the  report  of  the 
Committee  on  Credentials,  and  Dr.  E.  W.  Hancock 
read  the  following  report: 

May  2,  1949 

The  Credentials  Committee  met  and  examined 
the  credentials  as  sent  in  by  the  county  soci- 
eties and  recommends  to  the  House  of  Dele- 
gates that  the  list,  as  corrected,  made  from  the 
credentials  be  accepted  as  the  official  roll  call 
of  the  House  of  Delegates. 

E.  W.  Hancock,  M.D. 

A motion  was  made  and  seconded  that  the  re- 
port of  the  Credentials  Committee  be  accepted. 
The  motion  carried. 

The  minutes  of  the  last  session  were  called  for 
and  it  was  called  to  the  attention  of  the  House  that 
they  had  been  printed  in  the  Journal. 

A motion  was  made  and  seconded  that  the  min- 
utes be  accepted  as  published  in  the  Nebraska  State 
Medical  Journal.  The  motion  carried. 

Dr.  Bradley,  Vice  Speaker,  was  asked  to  take  the 
chair  and  granted  permission  of  the  floor  to  Dr. 
Rudolph  Decker. 

Dr.  Decker  stated  that  in  view  of  the  large 
amount  of  work  required  of  the  House  of  Dele- 
gates, and  also  in  view  of  the  tremendous  impor- 
tance of  some  of  the  problems  confronting  organ- 
ized medicine  today,  the  officers  and  the  Council 
felt  that  the  work  of  the  House  of  Delegates  would 
be  expedited  and  it  could  work  more  efficiently 
and  more  intelligently  by  creating  reference  com- 
mittees to  consider  the  various  reports,  give  them 
careful  consideration,  and  then  report  back  to  the 
House  of  Delegates  with  definite  recommenda- 
tions. He  called  attention  to  two  committee  re- 
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ports  that  were  not  published;  and  also  to  the 
fact  that  the  Constitution  and  By-Laws  provides 
for  the  appointing  of  such  reference  committees  to 
handle  the  reports. 

Dr.  Bradley  stated  he  heartily  agreed  and  con- 
curred with  the  speaker  and  a motion  was  made 
that  the  speaker  be  authorized  to  appoint  such 
reference  committees  as  he  deems  necessary.  The 
motion  was  seconded  and  carried. 

Dr.  Decker  then  read  the  list  of  six  committees 
he  thought  necessary  in  order  to  handle  the  re- 
ports. They  were: 

Reference  Committee  No.  1 — Report  of  Officers. 

Reference  Committee  No.  2 — Council. 

Reference  Committee  No.  3 — Constitution  and 
By-Laws. 

Reference  Committee  No.  4 — Voluntary  Prepay- 
ment Plans. 

Reference  Committee  No.  5 — Planning  Committee. 

Reference  Committee  No.  6 — Miscellaneous  Re- 
ports. 

General  discussion  followed  relative  to  the  num- 
ber thought  necessary  for  each  committee  and  it 
was  the  opinion  of  the  members  that  the  committee 
should  be  kept  relatively  small.  Too,  the  ques- 
tion was  raised  as  to  whether  or  not  this  appoint- 
ing of  reference  committees  would  in  any  way 
conflict  with  the  work  of  the  Council  and  the  chair 
stated  it  would  in  no  manner  take  away  any  of 
the  duties  of  the  Council. 

A motion  was  made  and  seconded  that  the  number 
of  members  on  each  committee,  except  the  Refer- 
ence Committee  No.  5 — Planning  Committee,  con- 
sist of  three;  that  Reference  Committee  No.  5 — 
Planning  Committee  to  consist  of  5 for  this  year. 
The  motion  carried. 

Dr.  R.  B.  Adams  was  granted  permission  of  the 
floor  and  stated  that  if  any  of  the  delegates  had 
not  signed  a slip  for  roll  call  to  he  sure  and  do  so 
before  they  left  the  session;  he  also  called  attention 
to  the  fact  that  the  delegates  were  invited  to  the 
sportsman’s  dinner  at  the  Field  Club  and  asked  for 
hands  to  ascertain  just  how  many  would  attend. 

Dr.  Decker  then  l-ead  the  following  committee 
appointments: 

Committee  No.  1 — Report  of  Officers : F.  A.  Mountford, 

Davenport ; R.  D.  Bryson,  Callaway  ; Donald  Wilson,  Omaha. 

Committee  No.  2 — Council : Walter  Benthack.  Wayne ; E. 
W.  Hancock,  Lincoln  : Harley  Anderson,  Omaha. 

Committee  No.  3 — Constitution  and  By-Laws : J.  D.  Brad- 

ley. Omaha  ; Fay  Smith,  Imperial  ; Paul  J.  Huber,  Crete. 

Committee  No.  4 — Voluntary  Prepayment  Plans : W.  Max 

Gentry,  Gering ; W.  D.  McGrath.  Grand  Island  : E.  E.  Koebbe, 
Columbus. 

Committee  No.  5 — Planning  Committee:  R.  S.  Wycoff. 

Lexington  : Fritz  Teal.  Lincoln  : A.  C.  Barry.  Norfolk  ; F.  W. 
Niehaus,  Omaha  ; H.  A.  McConahay,  Holdrege. 

Committee  No.  6 — Miscellaneous  Reports : V.  V.  Smrha. 

Milligan  : W.  W.  Noyes,  Ceresco  : O.  Kostal,  Hastings. 

The  question  was  raised  as  to  when  the  com- 
mittees should  report  back  to  the  house  and  it  was 
the  opinion  of  the  delegates  that  this  should  be 
done  at  the  Wednesday  session;  also  that  announce- 
ments should  be  made  as  to  when  and  where  each 
committee  would  meet  and,  if  possible,  a bulletin 
board  should  be  set  up  showing  this  information. 

Dr.  Decker  called  attention  to  the  fact  that  two 
reports — one  for  the  Fracture  Committee,  and  a 
supplemental  report  of  the  M.C.H.  Committee — 
had  been  received  and  asked  the  delegates  opinion 


as  to  whether  they  should  be  read  or  referred  to 
committee. 

It  was  the  concensus  of  the  House  that  these 
two  committee  reports  should  go  to  the  reference 
committee  on  Miscellaneous  Reports. 

A question  was  raised  as  to  the  life  of  these  com- 
mittees and  the  chair  stated  that  all  reference 
committees  appointed  for  this  session  would  expire 
with  the  adjournment  of  the  House  of  Delegates  on 
May  5. 

A suggestion  was  made  that  all  committees  be 
furnished  a folder  on  the  material  needed  for  each 
committee,  and  the  chair  said  this  would  be  carried 
out. 

A five  minute  recess  was  called  by  the  chair  for 
the  purpose  of  selecting  a Nominating  Committee. 

The  meeting  was  again  called  to  order  by  the 
chair. 

Delegates  from  each  councilor  district  were 
asked  to  name  their  selection  for  their  district. 
These  selections  were  as  follows: 

1st  District — Harley  Anderson.  Omaha 

2nd  District — E.  W.  Hancock.  Lincoln 

3rd  District — D.  H.  Penner.  Beatrice 

4th  District — C.  A.  Pierson.  Pender 

5th  District — G.  W.  Sullivan.  St.  Edward 

6th  District — W.  W.  Noyes.  Ceresco 

7th  District — Paul  J.  Huber,  Crete 

8th  District — Wilber  P.  Johnson.  Valentine 

9th  District — W\  D.  McGrath,  Grand  Island 

10th  District — Fay  Smith.  Imperial 

11th  District — R.  T.  Takenaga.  North  Platte 

12th  District — B.  H.  Grimm,  Sidney 

A motion  was  made  that  these  men  be  selected 
as  the  Nominating  Committee.  The  motion  was 
seconded  and  carried. 

Mr.  M.  C.  Smith  was  given  permission  of  the 
floor  and  called  attention  to  the  fact  that  other 
meetings  and  parties  were  tending  to  interfere 
with  the  program  as  set  up  by  the  Scientific  As- 
sembly Committee  for  both  the  Tuesday  and  Wed- 
nesday evening  meetings.  He  also  stated  that  he 
thought  some  official  action  should  be  taken  by  che 
House  so  that  outside  activities  on  these  nights 
might  be  curtailed. 

Considerable  discussion  ensued  relative  to  wheth- 
er or  not  a resolution  should  be  presented  which 
would  state  that  the  House  did  not  favor  any 
meetings  or  private  parties  that  would  conflict 
with  the  program  as  outlined  by  the  Scientific  As- 
sembly Committee. 

A motion  was  made  that  this  matter  be  referred 
to  the  reference  committee  No.  6 — Miscellaneous 
Reports.  The  motion  was  seconded  and  carried. 

The  chair  called  for  any  other  business  to  be  pre- 
sented to  the  House. 

Dr.  Bradley  presented  the  following  resolution 
from  the  Omaha-Douglas  County  Medical  Society: 

WHEREAS.  Victims  of  drowning,  electrocution,  inhalation  of 
fumes,  or  other  conditions  which  produce  asphyxia  require 
prompt  technical  emergency  care  in  order  to  survive,  and 

WHEREAS.  Many  of  the  fire  departments  of  metropolitan 
areas  throughout  the  United  States  maintain  rescue  squads 
and  equipment  to  furnish  this  emergency  service  at  all  hours 
of  the  day,  and 

WHEREAS.  Such  rescue  aid  to  be  effective  requires  training 
of  personnel  in  the  use  of  the  laryngoscope,  and 

WHEREAS.  The  Rescue  Squad  of  the  Omaha  Fire  Depart- 
ment has  requested  the  Omaha-Douglas  County  Medical  So- 
ciety to  cooperate  in  this  important  task  by  urging  its  mem- 
bers to  help  in  the  training  of  Fire  Department  personnel  in 
the  proper  use  of  the  laryngoscope,  and 

WHEREAS,  The  Omaha-Douglas  County  Medical  Society  con- 
siders this  service  by  the  Fire  Department  a most  worthy 
project  in  that  it  is  designed  to  save  human  lives.  Be  It 
Therefore 
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RESOLVED.  That  the  Omaha-Douglas  County  Medical  So- 
ciety go  on  record  urging  every  member  of  the  Society  to 
exercise  whatever  help  he  can  in  promoting  such  instructional 
effort  for  the  Fire  Department  of  the  City  of  Omaha.  Be  It 
Further 

RESOLVED,  That  this  Society  recommend  to  the  Nebraska 
State  Medical  Association  that  said  Association  urge  and  en- 
courage all  county  and/or  district  medical  societies  to  per- 
suade local  fire  departments  throughout  the  State  of  Ne- 
braska to  establish  similar  rescue  squads  in  order  that  prompt 
and  effective  emergency  care  of  asphyxia  may  be  available 
to  all  the  areas  in  this  State. 

This  resolution  was  referred  to  Reference  Com- 
mittee No.  6 — Miscellaneous  Reports. 

Dr.  W.  E.  Johnson  read  the  following  resolution 
from  the  Holt  and  Northwest  County  Medical  So- 
ciety: 

Resolution 

Be  it  resolved  that  the  Holt  and  Northwest 
County  Medical  Society  of  Nebraska  go  on 
record  as  being  opposed  to  the  excessive  fees 
charged  by  certain  physicians;  believing  that 
such  fees  are  unfair  and  a definite  cause  for 
the  development  of  Socialized  Medicine.  We 
believe  that  the  present  program  is  useless  un- 
less this  practice  be  corrected. 

W.  D.  LEAR,  M.D., 

DONALD  E.  WYRENS,  M.D., 
J.  P.  BROWN.  M.D., 

N.  P.  McKEE.  M.D.. 

HAROLD  PANZER,  M.D., 

J.  E.  FARNER.  M.D., 

W.  E.  JOHNSON.  M.D., 

E.  B.  BRADLEY,  M.D., 

O.  W.  FRENCH.  M.D. 

R.  E.  KRIZ,  M.D., 

W.  J.  DOUGLAS,  M.D., 
THOMAS  W.  DEAKIN,  M.D., 

R.  C.  REEDER.  M.D. 

This  resolution  was  referred  to  Reference  Com- 
mittee No.  5 — Planning  Committee. 

The  chair  appointed  Dr.  E.  W.  Hancock  tempor- 
ary chairman  of  the  Nominating  Committee. 

Further  business  was  called  for  and  Dr.  R.  W. 
Fouts  read  the  report  of  the  committee  on  revision 
of  the  By-Laws  appointed  by  Dr.  J.  E.  M.  Thom- 
son. The  proposed  amendments  were  as  follows: 
Amend  Chapter  XII,  Section  2,  by  adding  at  the 
end  of  the  section — 

N.  Committee  on  Public  Relations 

O.  Council  on  Professional  Conduct 

P.  Committee  on  Uniform  Fee  Schedule 

Amend  Chapter  XII,  Section  2 of  the  By-Laws 
by  adding  paragraph  N to  read  as  follows: 

The  Committee  on  Public  Relations  shall  con- 
sist of  a Chairman  and  six  members.  Each 
term  of  office  shall  be  for  six  years  unless 
terminated  in  accordance  with  the  Constitu- 
tion and  By-Laws.  The  orginal  chairman  and 
personnel  shall  be  appointed  by  the  President 
to  serve  for  one,  two,  three,  four,  five  and  six 
years  respectively.  Thereafter,  one  member 
shall  be  appointed  each  year  by  the  President- 
Elect  and  confirmed  by  the  Council.  This  com- 
mittee shall  be  in  charge  of  all  public  relations 
programs  set  up  by  the  Nebraska  State  Medical 
Association  Planning  Committee.  The  Execu- 
tive Secretary  of  the  Nebraska  State  Medical 
Association  shall  be  secretary  of  this  commit- 
tee. An  annual  budget  shall  be  set  up  by  the 
Board  of  Trustees  to  defray  the  expense  of 
this  committee. 

Amend  Chapter  XII,  Section  2 of  the  By-Laws  by 
adding  paragraph  O to  read  as  follows: 


The  Council  on  Professional  Conduct  shall  con- 
sist of  five  members.  They  shall  be  elected  by 
the  Council  of  the  Nebraska  State  Medical  As- 
sociation for  a term  of  five  years.  Their  orig- 
inal terms  of  office  shall  be  fof  one,  two,  three, 
four  or  five  years;  thereafter  for  five  years. 

Qualifications:  The  personnel  should  be 

chosen  from  the  older,  respected  members  of 
the  profession  who  have  demonstrated  from 
time  to  time  their  interest  in  questions  of  an 
ethical  nature  and  are  outstanding  examples 
of  sobriety  and  good  judgment  in  matters  per- 
taining to  the  welfare  of  the  profession  and  the 
interest  of  the  public  at  large.  Their  function 
shall  be  to  investigate  all  complaints  relating 
to  or  involving  the  ethical  or  professional  prac- 
tice of  any  physician  in  the  State  of  Nebraska. 

Any  and  all  complaints  or  accusations 
against  any  member  of  the  Nebraska  State 
Medical  Association  relative  to  irregular  prac- 
tice, excessive  fees,  habitual  failure  to  respond 
to  call  without  adequate  reason,  extravagant  or 
questionable  statements  made  as  witnesses  in 
a court  of  law,  or  any  act  calling  for  disci- 
plinary measures  of  a member,  shall  become 
the  concern  of  this  Council.  Complaints  may 
be  made  by  an  individual  patient,  physician, 
Board  of  Censors  of  any  local  medical  society, 
attorney,  or  any  officer  of  a regular  constituted 
court  of  law. 

Duties:  Upon  receipt  of  notice  of  such  com- 

plaint, the  Council  on  Professional  Conduct, 
through  its  individual  members  or  some  com- 
petent person  designated  by  them,  shall  im- 
mediately investigate  the  charges,  and  if  the 
Council  is  convinced  that  there  is  sufficient 
justification  for  a hearing,  the  physician  shall 
be  requested  to  appear  before  at  least  three 
members  of  said  Council  to  answer  the  charges. 
Such  hearing  shall  be  conducted  in  private  and 
the  source  of  information  and  charges  will  not 
be  divulged — only  at  such  hearing. 

After  deliberation,  the  Council  shall  have  a 
choice  of  one  of  the  five  following  dispositions: 

1.  Dismiss  the  case  because  of  insufficient 
grounds  for  a legitimate  complaint. 

2.  Attempt  a satisfactory  ' adjudication  of 
the  complaint. 

3.  Suggest  to  the  physician  changes  in  his 
conduct  and  relationship  with  his  patients  in 
order  that  he  may  not  bring  unfavorable  criti- 
cism upon  his  profession. 

4.  Refer  to  the  Council  of  the  Nebraska 
State  Medical  Association  all  cases  in  which 
action  by  the  Council  is  deemed  necessary,  to- 
gether with  recommendations  as  to  disciplinary 
measures  to  be  taken  by  the  Council  of  the 
Nebraska  State  Medical  Association. 

5.  Refer  the  case  to  the  Director  of  the  Ne- 
braska State  Department  of  Health  with  rec- 
ommendation that  appropriate  action  be  taken 
by  that  office. 

The  Board  of  Trustees  shall  provide  the  nec- 
essary budget  for  the  expenses  incurred  in  such 
activities. 

Amend  Chapter  XII,  by  adding  a new  section— 
Section  4,  to  read  as  follows: 

All  committees  of  the  Nebraska  State  Medical 
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Association  shall  have  a chairman  and  secre- 
tary to  be  selected  by  the  members  of  the  in- 
dividual committee,  unless  otherwise  provided 
for  in  the  By-Laws.  Complete  records  shall  be 
kept  of  attendance,  matters  discussed  and  ac- 
tion taken  by  the  committee.  If  any  member 
shall  absent  himself  from  more  than  40%  of 
the  meetings  in  any  one  year,  without  just 
cause,  he  shall  be  automatically  dropped  from 
the  committee  and  the  President  shall  appoint 
his  successor  to  serve  the  unexpired  term  or 
until  otherwise  disqualified. 

George  H.  Misko,  M.D. 

Paul  S.  Read,  M.D. 

Roy  W.  Fouts,  M.D. 

The  chair  ruled  that  these  amendments  would  lay 
on  the  table  for  a day,  and  that  they  be  referred 
to  Reference  Committee  No.  3 — Constitution  and 
By-Laws. 

General  discussion  relative  to  the  agitation  for 
socialized  medicine  which  is  now  so  prevalent  fol- 
lowed. The  subjects  of  scarcity  of  doctors;  the 
need  for  more  medical  schools;  and  federal  legis- 
lation now  being  introduced  which  could  prove 
dangerous  to  the  profession  were  also  discussed 
by  various  members  of  the  House. 

Dr.  A.  J.  Offerman  presented  the  report  of  the 
Blue  Shield.  This  report  was  referred  to  Refer- 
ence Committee  No.  4 — Voluntary  Prepayment 
Plans. 

The  House  stood  adjourned  until  12:30  Tuesday, 
May  3rd. 


HOUSE  OF  DELEGATES 
May  3,  1949 

The  second  session  of  the  House  of  Delegates 
was  called  to  order  at  12:45  p.m.  by  Dr.  Rudolph 
F.  Decker,  Speaker  of  the  House  of  Delegates,  in 
Parlor  B,  Paxton  Hotel,  Omaha.  Forty-four  mem- 
bers were  present. 

Dr.  Adams  read  the  minutes  of  the  preceding  ses- 
sion. Attention  was  called  by  Drs.  Teal  and  Smrha 
to  two  resolutions  referred  to  their  reference  com- 
mittees. With  the  correction  of  these  items,  the 
chair  ruled  the  minutes  would  stand  approved  as 
read  and  corrected. 

Dr.  Adams  was  granted  permission  of  the  floor 
and  read  two  communications  from  the  firm  of 
Whitaker  and  Baxter  relative  to  the  public  rela- 
tions program. 

The  chair  ruled  these  two  letters  would  be  re- 
ferred to  Committee  No.  5 — Planning  Committee. 

Dr.  G.  E.  Charlton  was  granted  permission  of  the 
floor  and  read  a telegram  to  the  memory  of  Dr. 
Lucien  Stark. 

A motion  was  made  that  the  house  stand  in  mem- 
ory to  Dr.  Lucien  Stark,  Norfolk,  who  had  recently 
passed  away.  The  motion  was  seconded  and  car- 
ried. 

The  House  of  Delegates  rose  in  memory  of  Dr. 
Stark. 

Dr.  B.  H.  Grimm  read  the  following  resolution: 

WHERAS,  The  Lions  Club  and  Community  of  Dalton,  Ne- 
braska, set  aside  Tuesday,  April  26,  as  a day  of  celebration 
honoring  Dr.  and  Mrs.  J.  B.  Pankau  on  the  completion  of 
their  20  years  service  in  the  community,  and 

WHEREAS.  Dr.  Pankau’s  fellow  members  in  the  Cheyenne- 
Kimball-Deuel  Counties  Medical  Society  were  invited  to  and 
honored  at  said  celebration,  and 


WHEREAS,  said  celebration  did  much  to  demonstrate  and 
further  public  appreciation  of  free,  unregimented  practice  of 
medicine  and  true  community  service  rendered  by  the  medical 
profession, 

BE  IT  THEREFORE  RESOLVED,  That  the  Dalton  Lions 
Club  be  officially  commended  by  the  Nebraska  State  Medical 
Association  for  their  fine  work  in  promoting  and  sponsoring 
“Dr.  Pankau  Day”. 

A motion  was  made  and  seconded  that  the  House 
of  Delegates  adopt  this  resolution.  The  motion 
carried. 

A motion  was  made  that  a copy  of  the  resolu- 
tion be  sent  to  the  Lions  Club  at  Dalton,  Nebraska. 
The  motion  was  seconded  and  carried. 

Dr.  Bradley  read  the  following  resolution: 

Resolution  Opposing  Compulsory  Health  Insurance 
WHEREAS,  There  are  now  pending  in  the  United  States 
Congress  various  bills  affecting  the  health  and  welfare  of  our 
people,  and 

WHEREAS.  Senate  S1679.  H.R.  4312,  H.R.  4313,  proposes 
a system  of  compulsory  health  insurance,  and 

WHEREAS,  Any  system  of  compulsion  is  not  consistent 
with  American  ideas  and  the  American  way  of  life. 

THEREFORE  BE  IT  RESOLVED,  by  the  House  of  Dele- 
gates of  the  Nebraska  State  Medical  Association,  meeting  in 
Annual  Session,  May  3,  1949,  that  we  unalterably  oppose  any 
form  of  compulsory  insurance  and  any  system  of  medical  care 
designed  for  national  bureaucratic  control. 

BE  IT  FURTHER  RESOLVED.  That  a copy  of  this  resolu- 
tion be  transmitted  to  the  President  of  the  United  States,  to 
the  presiding  officer  of  the  United  States  Senate,  the  United 
States  House  of  Representatives,  and  to  each  Senator  and  Rep- 
resentative from  Nebraska. 

A motion  was  made  that  the  House  of  Dele- 
gates adopt  this  resolution.  The  motion  was  sec- 
onded. 

Discussion  was  called  for  and  a motion  was  made 
that  the  word  “affecting”  in  the  first  paragraph  be 
changed  to  “pertaining  to”.  This  amendment  was 
seconded  and  carried. 

The  chair  called  for  the  question  on  the  adoption 
of  the  resolution  as  amended  and  the  motion  car- 
ried. 

Dr.  H.  S.  Morgan  read  the  following  resolution 
pertaining  to  the  A.M.A.  educational  campaign: 

WHEREAS.  The  American  Medical  Association  has  launched 
an  educational  campaign  to  acquaint  the  public  with  the  evils 
of  compulsory  medical  insurance,  and 

WHEREAS,  This  educational  campaign  depends  upon  the 
financial  and  moral  support  of  all  physicians,  and 

WHEREAS,  The  American  Medical  Association  has  asssessed 
its  membership  $25.00  each  to  carry  out  this  educational  cam- 
paign. 

BE  IT  RESOLVED.  That  the  Nebraska  State  Medical  As- 
sociation. thru  its  House  of  Delegates,  affirms  its  support  of 
the  educational  campaign  of  the  American  Medical  Associa- 
tion and  of  the  $25.00  assessment,  and 

BE  IT  FURTHER  RESOLVED.  That  a copy  of  this  resolu- 
tion be  sent  to  the  President  of  the  United  States,  and  to 
the  Senators  and  Representatives  from  Nebraska,  as  well  as 
to  the  Board  of  Trustees  of  the  American  Medical  Association. 

A motion  was  made  that  the  House  of  Delegates 
adopt  this  resolution.  The  motion  was  seconded. 

After  some  discussion,  the  suggestion  was  made 
to  delete  the  words  in  the  last  paragraph  begin- 
ning “as  well  as  to  the  Board  of  Trustees  of  the 
American  Medical  Association”  and  add  “to  the 
presiding  officer  of  the  United  States  Senate  and 
House  of  Representatives.” 

Dr.  Morgan  accepted  this  substitution  and  the 
motion  was  unanimously  carried. 

It  was  the  opinion  of  the  House  that  a copy  of 
this  resolution  should  also  be  sent  to  the  Secretary 
of  the  A.M.A. 

Dr.  J.  D.  Bradley  read  the  report  of  the  Refer- 
ence Committee  No.  3 — Constitution  and  By-Laws. 

The  chair  ruled  that  each  amendment  would  be 
taken  up  separately  as  it  was  read. 


Volume  34 
Number  7 


MINUTES  OF  THE  HOUSE  OF  DELEGATES 


265 


Dr.  Bradley  read  the  amendments  to  Chapter 
XII,  Section  2,  which  were  as  follows: 

Amend  Chapter  XII,  Section  2,  by  adding  at  the 
end  of  the  section — 

N.  Committee  on  Public  Relations 

O.  Council  on  Professional  Ethics 

P.  Committee  on  Uniform  Fee  Schedule 
Amend  Chapter  XII,  Section  2 of  the  By-Laws 

by  adding  paragraph  N to  read  as  follows: 

The  Committee  on  Public  Relations  shall  con- 
sist of  six  members.  Each  term  of  office  shall 
be  for  six  years  unless  terminated  in  accord- 
ance with  the  Constitution  and  By-Laws.  The 
personnel  of  the  original  committee  shall  be 
for  six  years  unless  terminated  in  accordance 
with  the  Constitution  and  By-Laws.  The  per- 
sonnel of  the  original  committee  shall  be  ap- 
pointed by  the  President  to  serve  for  one,  two, 
three,  four,  five  and  six  years  respectively. 
Thereafter,  one  member  shall  be  appointed  each 
year  by  the  President-Elect  and  confirmed  by 
the  Council.  This  committee  shall  be  in  charge 
of  all  public  relations  programs  set  up  by  the 
Nebraska  State  Medical  Association.  The 
Executive  Secretary  of  the  Nebraska  State 
Medical  Association  shall  be  secretary  of  this 
committee.  An  annual  budget  shall  be  set  up 
by  the  Board  of  Trustees  to  defray  the  ex- 
pense of  this  committee. 

Mr.  M.  C.  Smith  was  granted  permission  of  the 
floor  and  introduced  a guest,  Dr.  Paul  Ludwig, 
Lincoln,  President  of  the  Nebraska  Dental  Associ- 
ation. 

A motion  was  made  that  the  House  of  Delegates 
adopt  the  first  amendments  to  the  By-Laws  as  read 
by  Dr.  Bradley.  The  motion  was  seconded  and  car- 
ried. 

Dr.  Bradley  then  read  the  second  amendment  to 
Chapter  XII,  Section  2,  of  the  By-Laws,  which  was 
as  follows: 

Amend  Chapter  XII,  Section  2 of  the  By-Laws 
by  adding  paragraph  O to  read  as  follows: 

The  Council  on  Professional  Ethics  shall  con- 
sist of  five  members.  They  shall  be  elected 
by  the  Council  of  the  Nebraska  State  Medical 
Association  for  a term  of  five  years.  Their 
original  terms  of  office  shall  be  for  one,  two, 
three,  four  or  five  years;  thereafter  for  five 
years. 

Qualifications:  The  personnel  should  be  chos- 
en from  the  older,  respected  members  of  the 
profession  who  have  demonstrated  from  time  to 
time  their  interest  in  questions  of  an  ethical  na- 
ture and  are  outstanding  examples  of  sobriety 
and  good  judgment  in  matters  pertaining  to  the 
welfare  of  the  profession  and  the  interest  of 
the  public  at  large.  Their  function  shall  be  to 
investigate  all  complaints  relating  to  or  in- 
volving the  ethical  or  professional  practice  of 
any  physician  in  the  State  of  Nebraska. 

Any  and  all  complaints  or  accusations  against 
any  member  of  the  Nebraska  State  Medical 
Association  relative  to  irregular  practice,  ex- 
cessive fees,  habitual  failure  to  respond  to  call 
without  adequate  reason,  extravagant  or  ques- 
tionable statements  made  as  witnesses  in  a 
court  of  law,  or  any  act  calling  for  disciplinary 


measures  of  a member,  shall  become  the  con- 
cern of  this  Council.  Complaints  may  be  made 
by  an  individual  patient,  physician,  Board  of 
Censors  of  any  local  medical  society,  attorney, 
or  any  officer  of  a regular  constituted  court 
of  law. 

Duties:  Upon  receipt  of  notice  of  such  com- 

plaint, the  Council  on  Professional  Ethics, 
through  its  individual  members  or  some  com- 
petent person  designated  by  them,  shall  im- 
mediately investigate  the  charges,  and  if  the 
Council  is  convinced  that  there  is  sufficient 
justification  for  a hearing,  the  physician  shall 
be  requested  to  appear  before  at  least  three 
members  of  said  Council  to  answer  the  charges. 
Such  hearing  shall  be  conducted  in  private  and 
the  source  of  information  and  charges  will  not 
be  divulged — only  at  such  hearing. 

No  member  of  this  Council  on  Professional 
Ethics  shall  sit  in  a hearing  involving  a phy- 
sician from  his  Councilor  District. 

After  deliberation,  the  Council  shall  have  a 
choice  of  one  of  the  five  following  dispositions: 

1.  Dismiss  the  case  because  of  insufficient 
grounds  for  a legitimate  complaint. 

2.  Attempt  a satisfactory  adjudication  of 
the  complaint. 

3.  Suggest  to  the  physician  changes  in  his^ 
conduct  and  relationship  with  his  patients  in 
order  that  he  may  not  bring  unfavorable 
criticism  upon  his  profession. 

4.  Refer  to  the  Council  of  the  Nebraska 
State  Medical  Association  all  cases  in  which 
action  by  the  Council  is  deemed  necessary,  to- 
gether with  recommendations  as  to  disclipinary 
measures  to  be  taken  by  the  Council  of  the 
Nebraska  State  Medical  Association. 

5.  Refer  the  case  to  the  Director  of  the  Ne- 
braska State  Department  of  Health  with  rec- 
ommendation that  appropriate  action  be  taken 
by  that  office. 

The  Board  of  Trustees  shall  provide  the  nec- 
essary budget  for  the  expenses  incurred  in 
such  activities. 

A motion  was  made  and  seconded  that  this  pro- 
posed amendment  be  adopted.  The  motion  carried. 

Dr.  Bradley  read  the  amendment  to  Chapter  XII 
which  added  a new  section,  Section  4,  which  was 
as  follows: 

All  committees  of  the  Nebraska  State  Medical 
Association  shall  have  a chairman  and  secre- 
tary to  be  selected  by  the  members  of  the  in- 
dividual committee,  unless  otherwise  provided 
for  in  the  By-Laws.  Complete  records  shall  be 
kept  of  attendance,  matters  discussed  and  action 
taken  by  the  committe.  If  any  member  shall 
absent  himself  from  more  than  40%  of  the 
meetings  in  any  one  year,  without  just  cause, 
he  shall  be  automatically  dropped  from  the 
committee  and  the  President  shall  appoint  his 
successor  to  serve  the  unexpired  term  or  until 
otherwise  disqualified. 

Discussion  followed  and  it  was  suggested  that  the 
words,  “or  until  otherwise  disqualified”  at  the  end 
of  the  paragraph  be  deleted.  Dr.  Bradley  accepted 
this  correction. 

A motion  was  made  that  the  House  of  Delegates 
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adopt  this  amendment.  The  motion  was  seconded 
and  carried. 

A motion  was  made  that  the  House  of  Delegates 
adopt  the  complete  report  of  Reference  Committee 
No.  3 as  read  by  Dr.  Bradley.  The  motion  was 
seconded  and  carried. 

The  attention  of  the  chair  was  called  to  the  fact 
that  the  delegate  on  the  nominating  committee 
from  the  5th  District,  Dr.  G.  W.  Sullivan,  had  been 
called  away,  and  Dr.  Decker  asked  for  a repre- 
sentative  from  that  district  to  fill  the  vacancy. 

A motion  was  made  that  Dr.  E.  E.  Koebbe  be 
selected  to  substitue  for  Dr.  Sullivan  on  the  Nom- 
inating Committee.  The  motion  was  seconded  and 
carried. 

The  House  stood  adjourned  until  8 o’clock  Wed- 
nesday, May  4,  1949. 


HOUSE  OF  DELEGATES 
May  4,  1949 

The  third  session  of  the  House  of  Delegates  was 
called  to  order  by  Dr.  Rudolph  F.  Decker,  Speaker 
of  the  House  of  Delegates,  at  8:15  a.m.  in  Parlor 
B,  Hotel  Paxton,  Omaha.  Forty-six  members 
were  present. 

The  minutes  of  the  May  3 session  were  read  by 
Dr.  R.  B.  Adams,  and  approved  as  read. 

Dr.  J.  D.  McCarthy  was  granted  permission  of 
the  floor  and  introduced  Dr.  J.  S.  Lawrence,  Direc- 
tor, Washington  Office,  American  Medical  Associ- 
ation. 

The  chair  stated  the  next  order  of  business  would 
be  the  reports  of  the  reference  committees  and 
called  for  the  report  of  Committee  No.  1 — Report  of 
Officers. 

Dr.  F.  A.  Mountford  gave  the  committee  report 
stating  they  endorsed  the  recommendations  of  the 
Council  that  these  reports  be  approved. 

A motion  was  made  that  the  report  of  Reference 
Committee  No.  1 — Report  of  Officers,  be  accepted. 
The  motion  was  seconded  and  carried. 

Report  of  Reference  Committee  No.  2 — Council, 
was  called  for  by  the  Chair. 

Dr.  Walter  Benthack  gave  the  report  of  this  com- 
mittee. He  first  read  the  recommendations  on  the 
Medicolegal  committee  as  follows:  “This  committee 
concurs  in  the  action  of  the  Council  on  the  Medico- 
legal committee’s  report  and  recommends  that  it 
be  accepted.  We  further  recommend  that  all  mem- 
bers of  the  Nebraska  State  Medical  Association  co- 
operate with  the  Medicolegal  committee  in  reporting 
to  them  complaints  or  threats  that  might  lead  to 
suits.” 

A motion  was  made  that  the  House  adopt  this 
section  of  the  report.  The  motion  was  seconded 
and  carried. 

Dr.  Benthack  read  the  following  recommendation 
on  the  Medical  Service  Committee  Report:  “This 
committee  concurs  in  the  action  of  the  Council  on 
the  Medical  Service  Committee  report  and  recom- 
mends that  it  be  accepted.” 

A motion  was  made  that  this  section  of  the  re- 
port be  adopted  by  the  House.  The  motion  was 
seconded  and  carried. 

Dr.  Benthack  read  the  names  of  Drs.  F.  J. 
Weame,  L.  B.  Bushman,  J.  F.  Lauvetz,  Joe  Pestal 


and  A.  N.  Compton  who  had  been  recommended  for 
Honorary  membership  by  the  Council.  He  stated 
that  the  committee  concurred  with  the  recommenda- 
tions of  the  Council. 

A motion  was  made  that  we  accept  this  section  of 
the  report. 

Dr.  Chas.  Sheets  asked  for  permission  of  the 
floor  and  stated  that  the  following  additional  men 
had  been  recommended  by  the  Council  for  Honor- 
ary Memberships  but  that  the  Council  had  met  after 
the  meeting  of  the  committee  and,  consequently, 
they  had  not  been  turned  over  to  them:  Drs.  Chas. 
E.  Slagle,  Alliance;  J.  A.  Hodam,  Filley;  W.  A. 
Shreck,  Holdrege,  Frank  P.  Murphy,  and  Louis  C. 
Bleick,  Omaha;  and  Hal  Smith,  Franklin. 

An  amendment  to  the  motion  was  offered  which 
made  the  original  motion  read:  “A  motion  was 

made  that  this  entire  section  of  the  report  be  re- 
ferred to  the  committee  for  later  report.” 

The  amendment  was  accepted  and  the  motion  was 
seconded  and  carried. 

Dr.  Benthack  read  the  next  section  of  his  repox-t 
which  stated:  “This  committee  concurs  in  the 

Council’s  action  and  recommends  that  the  name  of 
Dr.  Morris  Nielsen  of  Blair  be  submitted  to  the 
Board  of  Trustees  of  the  A.M. A.  to  receive  the 
1949  General  Practitioner’s  Award.” 

A motion  was  made  that  we  adopt  this  section 
of  the  report.  The  motion  was  seconded  and  car- 
ried. , 

Dr.  Benthack  read  the  following  recommenda- 
tions relative  to  parts  of  the  Planning  Committee 
report  referred  to  this  committee: 

“a.  This  committee  concurs  in  the  Council’s  ac- 
tion and  recommends  that  no  Nebraska  State  Med- 
ical Association  General  Practitioner  Award  be 
made  at  this  time.” 

A motion  was  made  that  we  adopt  this  section 
of  the  report.  The  motion  was  seconded  and  car- 
ried. 

“b.  In  the  matter  of  rearranging  Councilor 
Districts,  no  recommendation  was  made  by  the 
Planning  Committee.  We  recommend  further  study 
and  a definite  recommendation  when  completed.” 

A motion  was  made  that  the  House  adopt  this 
section  of  the  report.  The  motion  was  seconded 
and  carried. 

“c.  In  the  matter  of  a method  whereby  the  As- 
sociation may  act  between  meetings  of  the  House 
of  Delegates  and  a method  to  more  adequately 
and  uniformly  inform  members  of  the  House  of 
Delegates  as  to  questions  on  which  they  decide,  we 
recommend  further  study  and  submission  of  defin- 
ite recommendations.” 

A motion  was  made  that  we  adopt  this  section 
of  the  report.  The  motion  was  seconded  and  car- 
ried. 

The  chair  called  for  the  report  of  Reference  Com- 
mittee No.  3 — Constitution  and  By-Laws,  and  Dr. 
J.  D.  Bradley  said  the  committee  had  nothing  furth- 
er to  report. 

The  chair  called  for  the  report  of  Reference  Com- 
mittee No.  4 — Voluntary  Prepayment  Plans. 

Dr.  W.  Max  Gentry  stated  the  committee  had 
met  and  that  first  he  would  like  the  House  to  con- 
sider the  general  report  of  the  Blue  Shield  submit- 
ted by  Dr.  Offerman.  He  said  they  had  studied  the 
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report  and  it  was  their  opinion  the  organization 
was  in  good  condition  and  this  report  should  be  ac- 
cepted. 

A motion  was  made  that  we  accept  this  section 
of  the  report.  The  motion  was  seconded  and  car- 
ried. 

Dr.  Gentry  stated  they  had  made  a very  careful 
study  of  the  report  of  the  Prepayment  Medical 
Care  Committee  and  read  the  Recapitulation  of 
Recommendations.  He  further  stated  that  it  was 
their  opinion  the  Council  had  endorsed  these  rec- 
ommendations with  the  exception  of  No.  3 and  that 
the  committee  too  felt  that  the  figure  designating 
the  upper  limit  of  the  low  income  group  should  be 
maintained  at  the  present  level  for  at  least  another 
year.  Otherwise,  his  committee  concurred  with 
the  Council  in  accepting  these  recommendations. 

A motion  was  made  that  the  House  adopt  this 
part  of  the  report  with  the  changes  as  indicated. 
The  motion  was  seconded. 

Dr.  H.  S.  Morgan  asked  for  information  relative 
to  individual  contracts  to  be  written  by  Nebraska 
Medical  Service  and  Dr.  Offerman  stated  they 
were  working  on  this  matter  and  hoped  to  have  it 
worked  out  whereby  individual  contracts  could  be 
written. 

There  being  no  further  discussion,  the  motion 
carried. 

Dr.  Gentry  discussed  Part  VII — Nebraska  Med- 
ical Service — of  the  Planning  Committee  report  and 
moved  its  adoption.  The  motion  was  seconded  and 
carried. 

Dr.  Gentry  next  discussed  Part  VIII  of  the  pam- 
phlet on  the  Expanded  Program  of  the  Planning 
Committee  and  suggested  the  following  changes  in 
the  paragraph: 

Add,  after  the  words  “specific  purpose”  the  fol- 
lowing: “and  shall  be  composed  of  five  or  more 

members  at  the  discretion  of  the  President  of  the 
Nebraska  State  Medical  Association.”  Also,  add  at 
the  end  of  the  paragraph  the  words:  “of  any  chang- 
es”. This  would  then  make  the  paragraph  on  Uni- 
form Fee  Schedule  for  Governmental  Agencies 
read  as  follows: 

“This  important  and  far  reaching  effort  shall 
be  kept  active.  A new  standing  committee 
shall  be  appointed  for  this  specific  purpose 
and  shall  be  composed  of  five  or  more  members 
at  the  discretion  of  the  President  of  the  Ne- 
braska State  Medical  Association.  A plan  for 
education  of  the  profession  shall  be  developed 
and  governmental  agencies  kept  informed  of 
any  changes.” 

A motion  was  made  to  adopt  this  section  of  the 
report. 

General  discussion  brought  out  the  point  that 
the  creation  of  a new  committee  at  this  time  would 
present  a number  of  problems  which  could  be 
avoided  by  leaving  the  fee  schedule  for  the  time  be- 
ing with  the  Planning  Committee. 

With  the  consent  of  his  committee,  Dr.  Gentry 
withdrew  the  committee’s  recommendations  on  this 
section  of  the  report. 

A motion  was  made  that  this  part  of  the  report 
be  referred  back  to  the  reference  committee  for  re- 
consideration and  report  to  the  House  at  the  meet- 
ing tomorrow.  The  motion  was  seconded  and  car- 
ried. 


Dr.  Gentry  said  his  committee  had  one  more 
statement  to  make  and  that  it  was  their  opinion 
that  Dr.  A.  J.  Offerman  and  all  the  members  of 
the  Prepayment  Medical  Care  Committee  should 
be  sincerely  commended  for  their'  excellent  work. 

A motion  was  made  and  seconded  that  Dr.  Of- 
ferman and  the  members  of  the  Prepayment  Med- 
ical Care  Committee  be  commended  for  their  serv- 
ices. The  motion  carried. 

Permission  of  the  floor  was  granted  to  Dr.  W.  D. 
McGrath  who  introduced  Dr.  E.  E.  Irons,  President- 
Elect  of  the  A.M.A. 

Dr.  Irons: 

“Dr.  McGrath,  Chairman  and  other  mem- 
bers of  the  House  of  Delegates.  The  main 
problem  before  American  medicine  today  is, 
‘Are  we  going  to  accept  governmental  regimen- 
tation of  medicine?’  I think  you  will  all  agree 
with  me  that  we  are  not  going  to  accept  it. 
The  question  as  to  whether  it  will  come  out  as 
we  think  depends  not  upon  what  some  of  your 
leaders  do  but  upon  what  the  individual  doctor 
does  in  his  own  community.  That  is  the  hard- 
est thing  we  have  to  combat — an  inertia  of  the 
average  doctor  practicing  medicine.  The  great- 
est service  that  the  members  of  this  House 
could  do  for  medicine  would  be  to  enthuse  the 
doctors  at  home  whom  you  represent  to  get 
out  and  tell  their  patients  and  their  friends  the^' 
real  situation  and  ask  them  also  to  take  meas- 
ures to  see  that  their  representatives  in  Con- 
gress here  know  how  they  feel  about  it.  You 
have  a wonderful  representative  here  from  Ne- 
braska and  he  has  done  fine  service,  but  that  is 
not  enough.  The  Representatives  in  Congress 
are  very  sensitive  to  what  the  people  back 
home  have  to  say  and  that  is  the  approach  we 
hope  you  will  all  use  in  order  to  get  enough 
pressure  in  Congress  to  see  to  it  that  they  don’t 
pass  any  vicious  socialistic  program.  I have 
one  suggestion  to  make  regarding  your  plan 
for  prepayment  medical  care.  I was  in  Balti- 
more last  week  and  heard  the  House  of  Dele- 
gates of  the  state  organization  there  approve 
a state  prepayment  plan  which,  as  I remember 
it,  is  very  much  along  the  lines  you  referred  to 
this  morning.  I think  you  might  profit  a great 
deal  by  getting  a hold  of  this  plan  and  you 
might  get  some  ideas. 

“I  thank  you.” 

The  report  of  the  Reference  Committee  No.  5 — 
Planning  Committee,  was  read  by  Di\  R.  S.  Wycoff. 

A motion  was  made  to  approve  the  recommenda- 
tions of  the  committee  on  the  first  part  of  the  Plan- 
ing Committee  report  which  included  items  I thru 
VI,  and  that  the  details  be  carried  out  as  provided 
by  the  Constitution  and  By-Laws.  The  motion  was 
seconded  and  carried. 

Dr.  Wycoff  stated  that  this  committee  recom- 
mended that  the  report  of  the  Committee  on  Ne- 
braska Medical  Foundation  be  approved  as  published 
and  that  the  committee  be  discharged. 

A motion  was  made  that  the  House  adopt  this 
section  of  the  report.  The  motion  was  seconded 
and  carried. 

The  third  recommendation  of  the  committee  stat- 
ed that  they  recommended  the  matter  of  the  Holt 
and  Northwest  County  Medical  Society  resolution 
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be  referred  to  the  Council  on  Professional  Ethics, 
and  that  action  be  carried  out  according  to  the 
By-Laws. 

A motion  was  made  that  the  House  adopt  this 
section  of  the  report.  The  motion  was  seconded 
and  carried. 

The  fourth  recommendation  of  the  committee 
dealing  with  encouragement  of  all  hospitals  to  set 
up  a public  relations  plan  was  next  read  by  Dr.  Wy- 
coff. 

The  suggestion  was  made  that  the  following 
words  should  be  added  at  the  end  of  the  recommen- 
dation: “and  that  it  be  referred  to  the  standing 
committee  on  Public  Relations.”  Dr.  Wycoff  ac- 
cepted this  addition,  and  motion  was  made  that  the 
House  adopt  the  fourth  section  of  the  report.  The 
motion  was  seconded  and  carried. 

A motion  was  made  that  the  House  adopt  the 
report  of  Reference  Committee  No.  5 — Planning 
Committee.  The  motion  was  seconded  and  carried. 

Dr.  E.  W.  Hancock  made  the  announcement  that 
the  Nominating  Committee  would  meet  today  at 
11:00  and  4:00  in  Parlor  B. 

An  announcement  was  made  that  Reference  Com- 
mittee No.  4 would  meet  immediately  after  ad- 
journment of  the  House. 

A motion  was  made,  seconded  and  carried  to  ad- 
journ and  the  House  stood  adjourned  until  8 o’clock 
tomorrow  morning. 


HOUSE  OF  DELEGATES 
May  5,  1949 

The  fourth  and  final  session  of  the  House  of 
Delegates  was  called  to  order  by  Dr.  Rudolph  F. 
Decker  at  8 o’clock,  May  5,  1949,  in  Parlor  B,  Pax- 
ton Hotel,  Omaha,  Nebraska.  Registration  showed 
30  members  present. 

The  minutes  of  the  previous  session  were  read 
by  Dr.  R.  B.  Adams.  Dr.  Walter  Benthack  stated 
that  the  entire  list  of  Honorary  members  was  re- 
ferred back  to  the  reference  committee  and  asked 
that  this  correction  be  made. 

With  the  correction  of  this  item,  the  chair  ruled 
the  minutes  would  stand  approved  as  corrected. 

Report  of  the  Nominating  Committee  was  called 
for  and  Dr.  B.  H.  Grimm  read  the  following  report: 
“Mr.  Speaker: 

The  Committee  on  Nominations  met  in  ac- 
cordance with  instructions  and  now  makes  the 
following  report: 

President-Elect — Chas.  H.  Sheets,  Cozad 

Vice  President — William  E.  Wright,  Creigh- 
ton 

Councilor  1st  District — James  F.  Kelly,  Oma- 
ha 

Councilor  5th  District — R.  T.  Van  Metre,  Fre- 
mont 

Councilor  6th  District — Robert  Harry,  York. 

Councilor  7th  District — A.  A.  Ashby,  Geneva 

Councilor  8th  District — R.  R.  Brady,  Ains- 
worth 

Councilor  10th  District — E.  F.  Leininger,  Mc- 
Cook 

Delegate  to  A.  M.  A. — K.  S.  J.  Hohlen,  Lin- 
coln 


Alternate  Delegate  to  A.M.A. — E.  F.  Lein- 
inger, McCook 

Committee  on  Journal  and  Publication — F.  W. 
Niehaus,  Omaha 

Delegate  to  North  Central  Conference  — 
Floyd  Rogers,  Lincoln 

Board  of  Directors,  Nebraska  Medical  Serv- 
ice— J.  J.  Keegan,  Omaha;  Arthur  J.  Offerman, 
Omaha;  Don  Steenburg,  Aurora;  Chas.  Way, 
Wahoo 

E.  W.  HANCOCK,  Chairman 
A motion  was  made  and  seconded  that  the  House 
accept  the  Nominating  Committee  report.  The 
motion  carried. 

Nominations  from  the  floor  were  called  for  for 
each  office  but  none  was  offered  for  any  of  the 
offices. 

A motion  was  made  that  the  rules  be  suspended 
and  the  secretary  cast  the  unanimous  ballot  of  the 
House  of  Delegates  for  the  nominees.  The  mo- 
tion was  seconded  and  carried. 

The  secretary  cast  the  unanimous  ballot  for  the 
nominees  and  the  following  became  the  newly 
elected  officers  of  the  Nebraska  State  Medical  As- 
sociation: 


President-Elect — Chas.  Sheets,  Cozad 

Vice-  President— William  Wright,  Creighton 

Councilors:  1st  District — James  F.  Kelly, 

Omaha 

Councilors:  5th  District — R.  T.  Van  Metre, 
F remont 

Councilors:  6th  District — Robert  Harry,  York 

Councilors:  7th  District  — A.  A.  Ashby, 

Geneva 

Councilors:  8th  District — R.  R.  Brady,  Ains- 
worth 

Councilors:  10th  District — E.  F.  Leininger, 

McCook 

Delegate  to  A.  M.  A. — K.  S.  J.  Hohlen,  Lin- 
coln 


Alternate  Delegate  to  A.  M.  A. — E.  F.  Lein- 
inger, McCook 

Committee  on  Journal  and  Publication — F.  W. 
Niehaus,  Omaha 

Delegate  to  North  Centx-al  Conference — Floyd 
Rogers,  Lincoln 

Board  of  Directors,  Nebraska  Medical  Serv- 
ice— J.  J.  Keegan,  Omaha;  Arthur  J.  Offerman, 
Omaha;  Don  Steenburg,  Aurora;  Charles  Way, 
Wahoo 

The  chair  appointed  Drs.  Grimm  and  Noyes  to 
bring  the  President-Elect  before  the  House  and  al- 
so asked  Dr.  Grimm  to  present  him  to  the  general 
session. 


The  supplementary  report  of  Reference  Commit- 
tee No.  2 was  called  for  and  Dr.  Walter  Benthack 
read  the  following  report: 

The  reports  of  the  Council  on  Honorary 
Memberships  were  studied.  The  committee  rec- 
ommends that  the  following  be  elected  to  Hon- 
orary Membership:  F.  J.  Wearne,  M.D.,  Oma- 
ha; Louis  B.  Bushman,  M.D.,  Omaha;  J.  F. 
Lauvetz,  M.D.,  Wahoo;  Joe  Pestal,  M.D.,  Wa- 
hoo; A.  N.  Compton,  M.D.,  Valentine;  Chas. 

E.  Slagle,  M.D.,  Alliance;  W.  A.  Shreck,  M.D., 


Volume  34 
Number  7 


MINUTES  OF  THE  HOUSE  OF  DELEGATES 


269 


Holdrege;  J.  A.  Hodam,  M.D.,  Filley;  Hal 
Smith,  M.D.,  Franklin. 

E.  W.  HANCOCK,  Chairman, 
HARLEY  ANDERSON, 

WALTER  BENTHACK,  Secy. 

A motion  was  made  that  we  adopt  this  section 
of  the  report.  The  motion  was  seconded  and  ear- 
ned. 

The  supplementary  report  of  Reference  Commit- 
tee No.  4 was  called  for.  Dr.  Gentry  stated  the 
committee  had  met  again  and  that  Dr.  Floyd  Rog- 
ers had  met  with  the  committee;  also  that  Dr.  J.  D. 
McCarthy  was  consulted.  He  then  presented  the 
following  paragraph  relative  to  the  Uniform  Fee 
Schedule: 

Paragraph  VIII — Uniform  Fee  Schedule  for 
Governmental  Agencies. 

This  important  and  far  reaching  effort  must 
be  kept  active.  At  the  discretion  of  the  Pres- 
ident of  the  Nebraska  State  Medical  Associa- 
tion, a standing  committee  of  five  or  more 
members  shall  be  appointed  or  the  existing 
committee  shall  continue.  A plan  shall  be  de- 
veloped for  the  education  of  the  profession  and 
governmental  agencies  shall  be  kept  informed 
of  any  changes  in  this  schedule.  This  commit- 
tee shall  be  authorized  to  make  such  minor 
alterations  as  may  be  required  to  complete  ne- 
gotiations with  governmental  agencies  and 
other  groups. 

W.  MAX  GENTRY,  M.D.,  Chm., 

E.  E.  KOEBBE, 

W.  D.  McGRATH. 

A motion  was  made  and  seconded  that  we  accept 
this  section  of  the  report.  The  motion  carried. 

The  report  of  Reference  Committee  No.  6 was 
read  by  Dr.  V.  V.  Smrha  as  follows: 

Report  of  the  Committee  on  Miscellaneous  Re- 
ports— 

We  recommend  the  adoption  of  the  report 
of  the  Cancer  Committee;  Public  Health  Com- 
mittee; Rural  Health  Committee;  Cardio-Vascu- 
lar  Committee  (with  the  suggestion  the  sub- 
ject is  deserving  of  more  consideration);  Tu- 
berculosis Committee;  Arthritis  Committee  (as 
given  to  the  Council);  The  Maternal  and  Child 
Welfare  Administration  should  be  left  as  it  is 
at  present — we  are  adverse  to  that  commit- 
tee’s recommendation;  Mental  Hygiene  report 
should  omit  the  1st  paragraph;  It  is  the  opin- 
ion of  this  committee  that  other  functions  in 
conflict  with  those  recommended  by  the  Plan- 
ning Committee  should  be  discouraged. 

We  approve  the  adoption  of  the  resolution 
concerning  the  training  of  rescue  squads  in 
giving  first  aid  in  emergencies  such  as  drown- 
ing, electrocution,  inhalation  of  fumes,  etc.  We 
deem  it  better  not  to  mention  the  laryngoscope. 

V.  V.  SMRHA,  Chairman, 

W.  W.  NOYES, 

O.  KOSTAL. 

General  discussion  followed  and  the  chair  stated 
the  House  would  take  up  the  first  section  of  the 
report  dealing  with  the  committee  reports. 

A motion  was  made  that  this  section  of  the  re- 
port be  approved.  The  motion  was  seconded  and 
carried. 


Dr.  Noyes  next  presented  Dr.  William  Wright, 
new  Vice  President,  to  the  House,  and  Dr.  Grimm 
presented  Dr.  C.  H.  Sheets,  new  President-Elect. 
Dr.  Sheets  spoke  briefly  to  the  House  thanking 
them  for  the  honor  bestowed  uppn  him. 

Discussion  ensued  on  the  second  part  of  Refer- 
ence Committee  No.  6 report  and  it  was  the  opin- 
ion of  the  House  that  the  resolution  as  presented 
using  the  term  laryngoscope  should  not  be  adopted. 

A motion  was  made  and  seconded  that  the  House 
adopt  this  section  of  the  report.  The  motion  lost. 

A motion  was  made  that  the  report  of  Reference 
Committee  No.  6,  as  amended,  be  accepted.  The 
motion  was  seconded  and  carried. 

The  next  order  of  business  was  the  fixing  of  the 
place  for  the  1950  meeting. 

A motion  was  made  by  Dr.  Fritz  Teal  that  the 
1950  Annual  Session  of  the  Nebraska  State  Med- 
ical Association  be  held  in  Lincoln,  Nebraska.  The 
motion  was  seconded  and  carried. 

A motion  was  made  that  the  secretary  send  the 
proper  letters  of  appreciation  to  the  Paxton  Hotel 
and  the  Omaha-Douglas  County  Medical  Society 
and  its  committees  for  the  fine  manner  in  which 
the  1949  session  was  handled.  The  motion  was 
seconded  and  carried. 

A motion  was  made  and  seconded  to  adjourn. 
The  motion  carried. 


HOUSE  OF  DELEGATES 
May  2,  3,  4.  and  5,  1949 


Session 

County  1st  2nd  3rd  4th 

ADAMS— 

O.  A.  Kostal,  Hastings  (D) P P P 

G.  L.  Pinney,  Hastings  (A) 

BOONE— 

G.  W.  Sullivan.  St,  Edward  (D) P 

J.  E.  Davis,  Albion  (A) 

BOX  BUTTE— 

R.  J.  Morgan.  Alliance  (D) P 


W.  L.  Howell,  Hyannis  (A)  — 
BUFFALO— 

Wm.  Nutzman,  Kearney  (D)_. 
B.  R.  Bancroft,  Kearney  (A) 
BURT— 


R.  H.  Tibbels,  Oakland  (D) P P P 

H.  W.  Benson,  Oakland  (A) 

BUTLER— 

L.  J.  Ekeler,  David  City  (D) P 

D.  E.  Burdick,  David  City  (A) 

CASS— 

R.  R.  Anderson,  Nehawka  (D) P 

FIVE-COUNTY— 

C.  A.  Pierson,  Pender  (D) P P P 

C.  E.  Buhl,  Pender  (A) 

Walter  Benthack,  Wayne  (D) P P 

R.  M.  Matson,  Wayne  (A) 

R.  P.  Carroll,  Laurel  (D) P P P 

F.  P.  Dorsey,  Jr.,  Hartington  (A) 

C.  M.  Coe,  Wakefield  (D) P P P 

R.  E.  Bray,  Ponca  (A) 

CHEYENNE-KIMBALL-DEUEL— 

B.  H.  Grimm,  Sidney  (D) P P P P 

H.  Cook,  Sidney  (A) 

CLAY— 

H.  V.  Nuss,  Sutton  (D) 

CUSTER— 

R.  D.  Bryson,  Callaway  (D) P P P P 

Theo.  Koefoot,  Jr.,  Broken  Bow  (A)  — 

DAWSON— 

R.  S.  Wycoff,  Lexington  (D) P P P P 

A.  W.  Anderson,  Lexington  (A) 

DODGE— 

R.  T.  Van  Metre,  Fremont  (D) P P P 

D.  B.  Wengert,  Fremont  (A) 

FILLMORE— 

V.  V.  Smrha,  Milligan  (D) P P P P 

GAGE— 

D.  H.  Penner,  Beatrice  (D) P P P P 

H.  D.  Runty,  DeWitt  (A) 
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GARDEN-KEITH-PERKINS— 

W.  G.  Seng,  Oshkosh  (D) 

J.  L.  McFee,  Ogallala  (A) 

HALL— 

W.  D.  McGrath.  Grand  Island  (D) P 

K.  F.  McDermott.  Grand  Island  (A) 

HARLAN— 

K.  C.  MeGrew,  Orleans  (D) 

HOLT  and  NORTHWEST— 

Wilber  Johnson,  Valentine  (Dl P 

JEFFERSON— 

Roscoe  P.  Luce,  Fairbury  |D) 

D.  B.  Kantor,  Fairbury  (Al 

JOHNSON— 

E.  Van  Ackeran,  Tecumseh  (D) 

J.  A.  Lanspa,  Tecumseh  (A) 

LANCASTER— 


H.  S.  Morgan,  Lincoln  ID) P 

W.  W.  Carveth,  Lincoln  (A) 

E.  W.  Hancock,  Lincoln  |D| P 

E.  E.  Angle,  Lincoln  (A) 

E.  S.  Wegner,  Lincoln  (D) 

R.  E.  Garlinghouse,  Lincoln  I A) 

Fritz  Teal,  Lincoln  (D) p 

J.  C.  Peterson.  Lincoln  (A) 

LINCOLN— 

Edw.  Stevenson,  North  Platte  ID) 

R.  T.  Takenago,  North  Platte  (A) P 

MADISON-SIX  COUNTY— 

W.  I.  Devers,  Pierce  (D) P 


J.  A.  Calvert,  Pierce  (A) 

F.  X.  Rudloff.  Battle  Creek  (Dl 

A.  C.  Barry.  Norfolk  (A) 

John  D.  Reid,  Pilger  ID) 

S.  G.  Allen.  Stanton  (A) 

C.  C.  Curtis.  Neligh  (D) 


W.  W.  Graham,  Elgin  (A) P 

R.  H.  Kohtz,  Bloomfield  (D) P 

R.  E.  Johnson.  Wausa  (A) 

I.  L.  Thompson,  West  Point  ID) P 

J.  W.  Vincent,  West  Point  (A) 

NANCE— 

Homer  Davis,  Genoa  (D) P 

NEMAHA— 

Edgar  Cline,  Auburn  (D) : 


R.  C.  Fenstermacher,  Auburn  (A) 

NORTHWEST  NEBRASKA— 

H.  V.  Crum,  Rushville  (D) 

NUCKOLLS— 

A.  I.  Webman,  Superior  (D) 

J.  E.  Ingram,  Nelson  (A) 

OMAHA-DOUGLAS— 


Louis  Moon.  Omaha  (D) P 

Sven  Isaacson.  Omaha  (A) 

M.  E.  Grier,  Omaha  ID) 

Payson  Adams.  Omaha  lAl P 

Donald  Wilson.  Omaha  (D) P 

Paul  Read.  Omaha  (A) 

F.  W.  Niehaus,  Omaha  (D) P 

Charles  Schremek,  Omaha  (A) 

W.  J.  McMartin.  Omaha  (Dl P 

C.  R.  Hankins,  Omaha  (Al P 

A.  J.  Offerman.  Omaha  (D| P 

H.  J.  Lehnhoff,  Omaha  (A) 

Harley  Anderson.  Omaha  ID) P 

Frank  Iwer-en.  Omaha  (A) 

James  Bradley.  Omaha  (D) P 

T.  T.  Smith,  Omaha  (A) 

OTOE— 

W.  C.  Kenner.  Nebraska  City  (D) P 


PAWNEE— 

A.  B.  Anderson,  Pawnee  City  (Dl 


H.  C.  Stewart.  Pawnee  City  (A) 

PHELPS— 

H.  A.  McConahay,  Holdrege  (D) P 

Robert  Best,  Holdrege  (A) 

PLATTE— 

E.  E.  Koebbe,  Columbus  (D) P 


C.  H.  Campbell.  Columbus  (A) 
POLK— 

Richard  Delfs,  Shelby  (Dl 

H.  S.  Eklund.  Osceola  (A) 

RICHARDSON— 

H.  R.  Miner,  Falls  City  (Dl 

W.  E.  Shook.  Shubert  (A) 

SALINE— 


Paul  J.  Huber.  Crete  (Dl P 

F.  J.  Travnicek,  Wilbur  (A) 

SAUNDERS— 

W.  W.  Noyes.  Ceresco  (D) P 

Donald  C.  Kent,  Wahoo  (A) 

SCOTTS  BLUFF— 

W.  Max  Gentry,  Gering  (D) P 


H.  A.  Blackstone,  Biidgeport  (A) 
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2nd  3rd  4th 
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SEWARD— 

C.  F.  Hille.  Beaver  Crossing  (D) 

J.  T.  Stanard,  Seward  (A) 

SOUTHWESTERN  NEBRASKA— 

F.  M.  Karrer,  McCook  (D) 

J.  M.  "Willis,  McCook  I A) 

Fay  Smith,  Imperial  (D) 

D.  H.  Morgan,  McCook  (A) 

B.  I.  Mills,  Maywood  ID) 

Van  Magill,  Curtis  (A) 

Clarence  Minnick.  Cambridge  (Dl 

H.  I.  Stearns,  Cambridge  (A) 

J.  F.  Premer,  Benkelman  (D| 

G.  A.  Morehouse.  Benkelman  (A) 

A.  B.  Fellers.  Palisade  (Dl 

L.  E.  Dickinson,  McCook  (A) 

THAYER— 

F.  A.  Mountford,  Davenport  (D) 

Paul  A.  Reed.  Deshler  (A) 

WASHINGTON— 

Morris  Nielsen,  Blair  (D) 

C.  D.  Howard,  Blair  (A) 

YORK— 

H.  O.  Bell,  York  (Dl 

R.  E.  Harry,  York  (A) 


ALLERGY  CAUSED  BY  PERVERSION  OF 
BODY’S  DEFENSE  MECHANISM 

An  allergy  is  produced  by  an  over-zealous  body 
defense  mechanism  which  battles  food  or  pollen,  or 
other  substances,  as  well  as  microbes,  according  to 
a Louisville,  Ky.,  doctor. 

Writing  in  a recent  issue  of  the  Journal  of  the 
American  Medical  Association,  Frank  A.  Simon, 
M.D.,  says  that,  literally,  everyone  is  allergic  to 
many  things.  Everyone  is  beset  every  day  by 
threatened  invasion  of  microbes,  and  in  mobilizing 
body  defenses  to  overcome  such  invasions,  develops 
numerous  altered  reaction  capacities.  Such  allergies 
usually  are  beneficial  in  overcoming  disease. 

But  some  persons’  defenses  are  over-zealous,  and, 
misdirected  against  usually  harmless  substances, 
develop  what  are  commonly  called  allergies. 

Doctors  do  not  know  why  allergies  develop  in 
some  persons  so  much  more  readily  than  in  others 
or  why  the  allergy  is  directed  toward  certain  sub- 
stances rather  than  toward  others,  Dr.  Simon  points 
out. 

In  one  type  of  allergy,  however,  a hereditary  pre- 
disposition exists,  he  says.  It  is  not  the  allergy  it- 
self that  is  inherited,  but  the  predisposition  to  be- 
come sensitized.  Even  babies  may  become  sen- 
sitized, before  or  after  birth. 
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SUMMER  DIARRHEA  IN  BABIES 

Casec  (Calcium  caseinate)  which  is  almost  whol- 
ly a combination  of  protein  and  calcium,  offers 
a quickly  effective  method  of  treating  all  types  of 
diarrhea,  both  in  bottle-fed  and  breast-fed  infants. 
For  the  former,  the  carbohydrate  is  temporarily 
omitted  from  the  24-hour  formula  and  replaced  with 
4 packed  level  tablespoonfuls  of  Casec.  Within  a 
day  or  two  the  diarrhea  will  usually  be  arrested, 
and  carbohydrate  in  the  form  of  Dextri-Maltose  may 
safely  be  added  to  the  formula  and  the  Casec 
gradually  eliminated.  One  to  three  packed  level 
teaspoonfuls  of  a thin  paste  of  Casec  and  water, 
given  before  each  nursing,  is  well  indicated  for 
loose  stools  in  breast-fed  babies.  For  further  in- 
formation, write  to  Mead  Johnson  & Company, 
Evansville  21,  Indiana. 


Volume  34 
Number  7 


IN  MEMORIAM 


271 


In  'JMemorianLs 

ALLINGHAM,  HENRY  T 

.....Omaha 

March  13,  1949 

ANDREWS,  THOMAS  J 

....Fairbury 

April  10,  1948 

BURRELL,  R.  H 

Creighton 

March  19,  1949 

CYPHERS,  F.  B. 

Duncan  

March  22,  1949 

DAY,  ROBERT  JEROME 

....  Imperial 

April  14,  1949 

DORWART,  HARRY  E.  ._ 

....Lexington 

...December  22.  1948 

EBY,  CHARLES  D 

....Leigh 

July  30,  1948 

EVERETT,  HARRY  II.  

...Lincoln 

March  30,  1949 

HANISCH,  LOUIS  E 

... Omaha.... 

March  13,  1949 

HARRIS,  GEO.  A. 

....Valley 

September  23,  1948 

HENRICH,  LEO  C 

Lincoln..... 

—February  16,  1949 

HOSTETTER,  ALLEN  H 

...  Douglas 

December  4,  1948 

KING,  HENRY  E. 

...Fullerton 

....  September  1,  1948 

MALOTT,  RALPH  J 

....Scottsbluff .... 

...  February  15,  1949 

MARTIN,  OTIS  W 

.... Papillion 

November  7,  1948 

McKEAN,  JAMES  W.  

...Omaha 

....February  10,  1949 

McLEAN,  ROBERT  F 

...Gibbon 

..  November  25,  1948 

McMAHON,  EMMETT  E 

...Omaha 

August  19,  1948 

MEDDERS,  DAVID  A....... 

.Omaha 

Julv  8,  1948 

OWEN,  DONALD  R 

...Omaha 

September  23,  1948 

PHELAN,  L.  D. ..... 

....Grand  Island. 

- December  17,  1948 

PLUMB,  JAMES  N 

...York 

Mav  8,  1948 

POTTS,  JOHN  B 

...Omaha 

October  29,  1948 

REINHARD,  OTTO  A 

...Lincoln 

...  February  12,  1949 

ROYER,  HOWARD 

....Grand  Island. 

October  15,  1948 

RUZICKA,  M.  J.  

...Prague 

March  22,  1949 

SCHOWENGERDT,  FRANKLIN  T._._ 

...  Cortland 

September  12,  1948 

STANSBERRY,  DON  CARLOS 

...  Hastings 

...December  25,  1948 

STEVENSON,  E.  C 

...Gothenburg— 

April  3,  1949 

SWOBODA,  FRANZ  J 

...Omaha 

June  18,  1948 

THOMAS,  JAMES  W 

...Lincoln 

... ..  September,  1948 

TRAYNOR,  RAYMOND  L 

...Omaha.-- 

. November  10,  1948 

TWINEM,  JOHN  S 

...North  Platte.. 

June  26,  1948 

VAN  FLEET,  EDWARD  A.  

...Omaha 

February  3,  1949 

WHALEY-DORFLER,  ADDA  M 

...Omaha 

August  2,  1948 
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IN  MEMORIAM 


Nebr.  S.  M.  Jour. 
July,  1949 


In  >JVlemoriani-s 


JOSEPH  BIXBY 


Born  1875 
Died  June  25,  1948 


President,  Nebraska  State 
Medical  Association  1934 
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( 


In » JMemoriam. j 


LUCIEN  STARK 

Born  1882 

Died  January  11,  1949 


President,  Nebraska  State 
Medical  Association  1931 


274 


STATE  DEPARTMENT  OF  HEALTH 


Nebr.  S.  M.  Jour. 
July,  1949 


REPORTS  OF  MEDICAL  EXAMINATIONS  FOR 
VETERANS  ADMINISTRATION 
RATING  AGENCIES 

The  National  Rehabilitation  Commission  of  the 
American  Legion  wishes  to  call  to  the  attention  of 
the  medical  profession  that  many  veterans  who  are 
attempting  to  get  disability  claims  adjudicated  be- 
fore Veterans  Administration  rating  agencies  are 
experiencing  delays  and  handicaps  in  accomplish- 
ment of  final  rating  because  of  physicians’  reports 
and  statements  which  are  unsatisfactory  or  not  ac- 
ceptable to  the  Veterans  Administration  for  one 
reason  or  another.  The  purpose  of  this  statement 
is  to  clarify  what  the  Veterans  Administration  de- 
sires of  physicians’  reports  to  adjudicate  claims 
properly.  The  Veterans  Administration  regula- 
tions require  that  the  physician’s  statement  be  no- 
tarized only  in  initial  establishment  of  service  con- 
nection for  a specific  disease  or  condition.  While 
this  requirement  is  considered  a waste  of  time  by 
most  physicians,  it  is  a Veterans  Administration  re- 
quirement in  establishing  initial  service  connection. 
However,  most  doctors  will  be  examining  and  work- 
ing on  reports  for  veterans  who  have  already  had 
service  connection  established,  and  are  conducting 
the  examination  to  determine  whether  the  condi- 
tion has  improved,  regressed  or  remained  stationary. 
In  such  cases,  the  statement  on  the  physician’s  let- 
terhead is  sufficient.  Notarization  is  not  required 
in  these  cases. 

Since  claims  may  be  made  months,  or,  in  some 
cases,  years  after  the  physician  has  examined  or 
treated  the  veteran  for  a given  condition,  the  doc- 
tor should  state  in  the  body  of  his  report  whether 
the  information  is  from  his  office  or  clinic  records, 
or  from  memory.  Since  Veterans  Administration 
adjudication  personnel  have  among  their  number 
physicians,  or  they  can  obtain  the  advice  of  Veter- 
ans Administration  doctors,  the  reports  should  be 
in  professional  language  with  no  attempt  to  sim- 
plify the  terminology  for  lay  interpretation.  Inter- 
pretation of  the  validity  of  the  doctor’s  data  in  rela- 
tion to  the  veteran’s  claim  will  be  made  by  medical 
personnel.  Therefore  the  reports  should  be  as  com- 
plete and  detailed  as  possible. 

In  the  report,  the  date  of  first  treatment  and  the 
length  of  thne  the  veteran  has  been  observed  by  the 
doctor  should  be  included.  Details  of  the  pertinent 
history  and  physical  examination  are  essential.  The 
detailed  medical  findings,  both  physical  and  labora- 
tory, should  be  included.  For  instance,  degree  of 
extension  or  flexion  of  an  ankle  may  be  very  im- 
portant in  determining  adjudication  results.  Such 
detailed  medical  findings  should  be  listed  by  the 
reporting  physician.  When  this  is  done,  the  final 
diagnosis  made  by  the  doctor  can  be  interpreted 
in  the  light  of  the  data  that  led  to  the  making  of 
the  diagnosis.  It  is  not  sufficient  merely  to  state 
that  the  veteran  was  treated  for  a given  condition, 
without  giving  some  of  the  pertinent  facts  relative 
to  the  condition  in  the  particular  veteran.  If  lab- 
oratory tests  or  roentgenologic  or  other  special 
examinations  are  done,  reports  of  these  should  be 
included,  if  such  reports  are  available.  Some  of 
these  data  may  be  valuable  to  aid  the  Veterans 
Administration  in  establishing  the  merit  of  a vet- 
eran’s claim. 


NEBRASKA  STATE  DEPARTMENT 
OF  HEALTH 

DR.  PETTY  RESIGNS 

Governor  Val  Peterson  announced  the  res- 
ignation of  Dr.  W.  S.  Petty,  Director  of 
Health,  effective  August  1. 

The  Governor  says  of  Dr.  Petty,  “In  my 
judgment  Dr.  Petty  has  done  a very  fine  job 
as  Director,  and  I have  been  particularly 
pleased  with  the  work  he  did  in  setting  up 
the  Nebraska  hospital  program.  I regret 
greatly  that  I cannot  hold  him  in  the  state 
service.” 

The  state  of  Nebraska  loses  a fine  Direc- 
tor of  Health.  It  cannot,  however,  expect  to 
hold  efficient  men  in  the  medical  profession 
unless  the  salaries  are  increased  to  measure 
up  to  other  states.  Nebraska  is  fourth  from 
the  end,  or  forty-fifth  in  the  list  of  states, 
as  to  salaries  paid  directors  of  health. 

Dr.  Petty  joined  the  State  Health  Depart- 
ment in  1942,  coming  to  Lincoln  from  the 
directorship  of  the  health  department  in 
Sioux  City,  Iowa.  He  has  been  the  Director 
since  1946. 

Dr.  Petty  has  not  determined  which  of 
several  offers  he  will  accept.  He  plans  first 
to  do  some  special  study  in  the  field  of  can- 
cer control.  Nebraska  regrets  the  loss  of 
Dr.  Petty. 


NEBRASKA  HOSPITAL  PROJECTS 

The  hospital  projects  are  developing  at  a very 
good  rate.  The  following  hospitals  are  now  under 
contract  to  be  constructed:  Boone  County  Memorial, 
Albion;  Oakland  Memorial;  Miller  Memorial,  Chap- 
pell; West  Point  Memorial;  Kimball  County,  Kim- 
ball; and  Wakefield  Community.  Thayer  County 
Memorial,  Hebron  and  St.  Mary,  Scottsbluff  will 
under  the  contract  receive  only  equipment. 

Those  which  will  be  under  contract  by  June  30, 
1949,  will  be:  Crete  Municipal,  and  Seward  County 
Memorial,  Seward.  Two  other  projects  will  be  in 
the  market  for  bids  during  the  summer — Saunders 
County  Memorial  at  Wahoo  and  St.  John’s  Sullivan 
Memorial  Hospital  at  Spaulding.  The  contracts  now 
under  way  total  $4,412,414.75;  of  this  sum  $652,- 
689.33  represents  the  federal  share  of  costs. 


X-RAY  NEWS 

A mobile  x-ray  unit  owned  by  the  State  Health 
Department  is  operating  this  summer  in  the  pan- 
handle section  of  Nebraska.  By  September  the  fol- 
lowing counties  will  be  covered  if  plans  proceed 
without  interruption : Scotts  Bluff,  Sioux,  Banner, 
Kimball,  Morrill,  and  Box  Butte. 

There  is  a very  fine  interest  in  this  phase  of 
health  work  as  is  evidenced  by  the  fact  that  more 
than  5,000  x-rays  were  taken  in  the  city  of  Scotts- 
bluff. 


Volume  34 
Number  7 


BLUE  SHIELD  PLAN— NEBRASKA  MEDICAL  SERVICE 


275 


The  transportable  unit  is  now  in  Jefferson  county 
and  will  complete  Colfax  and  Platte  counties  before 
moving  to  the  University  of  Nebraska  the  first 
week  in  September. 

There  will  be  32  counties,  yet  to  be  x-rayed,  after 
the  above  schedules  are  completed.  These  counties 
have  a sparse  population  and  should  not  require  a 
great  deal  of  time  to  cover  them.  However,  the 
distance  necessary  to  travel  and  breakdowns  of 
the  equipment  offer  handicaps. 

It  is  thought  that  the  work  of  x-raying  all  the 
counties  in  Nebraska  will  be  completed  in  the 
year  1950. 


KNOW  YOUR 
BLUE  SHIELD  PLAN 


The  State  Insurance  Department  has  ruled  that 
after  July  1,  Blue  Shield  payments  must  be  made 
to  the  member.  Attached  to  the  new  medical  report 
form  will  be  an  assignment  blank  which,  when 
signed  by  the  member,  will  authorize  the  issuance  of 
benefit  checks  to  the  physician,  as  formerly. 


As  a service  to  all  who  wish  to  have  information 
on  the  subject  of  prepaid  health  insurance — volun- 
tary or  compulsory,  the  Blue  Cross-Blue  Shield 
Plans  have  assembled  a collection  of  educational 
material  which  will  be  sent  upon  request.  An  in- 
creasing number  of  physicians  are  being  called 
upon  to  discuss  health  insurance,  and  they  are 
finding  the  material  useful  in  preparing  their  talks. 


Statistical  information  which  will  be  of  value  in 
the  further  development  of  the  Blue  Shield  move- 
ment is  being  compiled  routinely  by  the  Nebraska 
Medical  Service.  For  this  reason,  and  to  facilitate 
prompt  payment  of  claims,  it  is  important  that  all 
information  requested  on  the  claim  form  be  supplied 
when  the  claim  is  submitted. 


Blue  Shield  has  been  accepted  as  “The  Doctors’ 
Plan”  by  80,000  Nebraskans.  Membership  will 
grow  and  public  confidence  in  voluntary  health  care 
will  increase  if  physicians  and  their  secretaries  will 
do  their  part  in  making  the  Plans  work  effectively. 


It  is  now  admitted  by  administration  leaders  in 
Washington  that  the  compulsory  health  insurance 
proposal  will  not  be  considered  during  this  session 
of  congress.  This  will  give  additional  time  for  the 
voluntary  Plans  to  prove  that  the 'health  care  prob- 
lem can  be  solved  without  government  control.  The 
active  support  and  cooperation  of  every  physician 
is  needed  now  to  increase  enrollment  and  to  dem- 
onstrate the  effectiveness  of  the  voluntary  Plans. 


REPORT  OF  EXECUTIVE  DIRECTOR 
OF  NEBRASKA  MEDICAL  SERVICE 

CASH  RECEIPES  AND  DISBURSEMENTS 


May  31,  1949 

Cash  on  hand.  May  1,  1949 $ 97,802.39 

Receipts : 

From  dues  $78,254.50 

From  enrollment  fees : 2,070.00 

Taxes  deducted  from  salaries 47.80 

Interest,  U.  S.  Bonds 125.00  80.497.30 

$178,299.69 

Disbursements: 

Claims  paid  $44,394.00 

Administrative  expense  (Regular 
$5,456.69  ; Adv.  Cam- 
paign $917.58)  6 374.27 

Professional  fees,  E.K.M 483.33 

Office  salaries  300.00 

Medical  Director  150.00 

Attorney  150.00 

Advertising  694.06 

Auditing  expense  150.00 

Printing  and  stationery 72.35 

Home  office  travel  and  expense 643.04 

Hospital  record  ; 7.00 

Collection  expenses  121.90 

Refunds  94.25 

Dues  61.92  • 

First  Trust  Co.,  Lincoln 29.76 

U.  S.  Bonds 25,160.00  78.885.88 


Cash  on  hand.  May  31,  1949 $ 99,413.81 

Bank  Balance,  May  31,  1949 : 

Packers  National  Bank,  Omaha- $ 98,266.65 

First  National  Bank.  Omaha 1,147.16 


$ 99,413.81 

BALANCE  SHEET 
May  31.  1949 

Assets: 

Cash  in  banks 

Premiums  in  process  of  collection_. 

U.  S.  Bonds  (cost  plus  accrued 
interest)  

Liabilities : 

Accounts  payable.  Blue  Cross $ 6,062.25 

Accounts  payable,  monthly  invoices 317.68 

Accrued  payroll  taxes 101.60 

Claims  payable: 

Unreported  36,271.00 

Pending  1,200.50 

Contingent  10,000.00 

Unearned  premiums  78,126.00  $132,079.03 

Reserve  for  Maternity  Care 10,000.00 

Unassigned  Surplun  139,635.11  $281,714.14 


_$  99,413.81 
7.309.33 


174,991.00  $281,714.14 


Membership  in  Blue  Shield  is  now  being  offered 
to  Blue  Cross  members  who  pay  their  dues  directly 
to  the  Plan  office.  These  members  will  receive  ap- 
plication cards  with  their  next  regular  statements. 
Those  wishing  to  add  medical-surgical  protection  to 
their  hospital  coverage  may  do  so  by  submitting  the 
completed  application  card  with  their  next  pay- 
ments. 

One  of  the  reasons  for  the  success  of  the  Blue 
Cross  Plan  is  the  ready  acceptance  by  hospitals  of 
the  member’s  identification  card,  in  lieu  of  a cash 
deposit.  The  Blue  Shield  program  will  be  greatly 
strengthened  if  the  Blue  Shield  identification  card 
would  always  receive  the  same  recognition  in  the 
doctor’s  office. 


INCOME  AND  EXPENSE 
Income:  May  31,  1949 

Month  of 
May 

From  dues  $ 67,058.50 

From  enrollment  fees 2,070.00 

Interest  U.  S.  Bonds 83.34 

Miscellaneous  


$ 69,211.84 


Expense: 

Claims  $ 46,669.00 

Administrative  Expense: 

Regular  : 5,674.32 

Adv.  Campaign  387.93 

Professional  fees  333.33 

Office  salaries  300.00 

Medical  Director  150.00 

Attorney  150.00 

Auditing  

Advertising  168.88 

Printing  176.20 

Stationery  13.35 


5 Months 
to  Date 
$302,945.63 
7,732.00 
83.34 
1,000.00 


$311,760.97 

$229,813.00 

27.558.37 

4.670.12 

1,866.65 

1,500.00 

750.00 

800.00 
700.00 

1,768.68 

597.68 

13.35 
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HUMAN  INTEREST  TALES  — DEATHS 


Nebr.  S.  M.  Jour. 
July,  1949 


Home  Office  expense 
Collection  expenses 

Taxes  and  licenses 

Dues  

Miscellaneous  


727.89 

1,719.53 

121.90 

121.90 

3.00 

45.00 

61.92 

297.75 

2.00 

71.11 

Net  Gain 


$ 54,939.72  $272,293.14 

$ 14,272.12  $ 39,467.83 


MEMBERSHIP  SUMMARY— MAY.  1949 
Sub-  De- 

scribes pendents 


Membership,  May  1,  1949 33,084  45,987 

Additions  1,994 

Less  Terminations  441 

Net  Gain  1,553 

Membership — June  1.  1949  34,637  48.145 


Groups  enrolled  during  May 

Groups  cancelled  during  May 

Number  of  active  groups,  June  1,  1949 


Total 

79,071 


82,782 

61 

8 

. 1.995 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ing:, Omaha. 


Dr.  S.  A.  Lutgen  of  Wayne  has  moved  to  Colby, 
Kansas. 

Dr.  C.  H.  Ziegler  ended  50  years  practice  in 
Vesta  on  May  1. 

Dr.  John  J.  Hanigan,  formerly  of  Lincoln,  has 
moved  to  Seward. 

Associated  with  Dr.  H.  A.  Baker  at  Chappell,  is 
Dr.  R.  B.  Rundquist. 

Dr.  C.  A.  Rydberg  of  Litchfield,  is  preparing  for 
a trip  to  South  America. 

Dr.  L.  C.  Kavan  addressed  the  Schuyler  PTA  on 
rheumatic  fever,  in  May. 

Dr.  Rollin  G.  Wyrens  of  Seattle,  Washington, 
recently  visited  in  Scottsbluff. 

Dr.  Clayton  Andrews  of  Lincoln  is  recovering 
from  an  appendectomy  early  in  June. 

Dr.  Oscar  Carp  of  Omaha  was  certified  by  the 
American  Board  of  Otorhinolaryngology  in  May. 

Dr.  L.  S.  Pfeifer  of  Lincoln  attended  the  Ameri- 
can Urological  convention  at  Los  Angeles  in  May. 

Dr.  Charles  W.  Weekes,  Ord,  Nebraska,  spent 
two  weeks  at  Rochester,  Minnesota  in  May  visiting 
the  clinics. 

Dr.  Alfred  J.  Brown  of  Omaha  was  the  speaker 
at  the  annual  dinner  of  Nebraska  Chapter  of  A.O.A., 
early  in  May. 

Dr.  W.  Max  Gentry  of  Scottsbluff  received  an 
honorary  degree  of  D.S.C.  from  Wesleyan  Univer- 
sity, his  alma  mater. 

Dr.  Ernest  Lennemann  attended  post  graduate 
courses  in  internal  medicine  at  Washington  Univer- 
sity, St.  Louis,  in  May. 

Dr.  C.  H.  Farrell  of  Omaha  attended  the  sessions 
of  the  American  Psychiatric  Association  in  New 
York  City  early  in  June. 

Dr.  J.  W.  Wahl  of  Omaha  attended  post  gradu- 
ate courses  in  Otorhinolaryngology  at  the  Univer- 
sity of  Cincinnati  in  May. 

Dr.  C.  C.  Tomlinson  attended  the  convention  of 
the  American  Dermatological  Association  at  Hot 
Springs,  Virginia,  early  in  June. 

Dr.  Robert  C.  Reeder,  formerly  of  Valentine,  has 
become  associated  with  his  father  Dr.  Grant  Reeder, 
and  Dr.  C.  G.  Moore,  of  Fremont. 


Dr.  H.  R.  Miner  of  Falls  City  is  reported  improv- 
ing, following  a coronary  attack.  He  is  in  Our 
Lady  of  Perpetual  Help  Hospital. 

Dr.  G.  Paul  Charlton  addressed  the  Parent 
Teachers  Association  of  Hastings  in  April.  His 
topic  was  “Sources  of  Sex  Understanding.” 

Dr.  John  E.  Prest  of  Trenton,  Nebraska  is  making 
satisfactory  progress  at  St.  Catherine’s  Hospital  in 
McCook,  where  he  was  taken  a month  ago,  following 
a cerebral  hemorrhage. 

Successor  to  Dr.  L.  L.  Fatherree,  director  of 
health  of  Omaha  and  Douglas  County,  is  Dr.  Edwin 
Day  Lyman.  Dr.  Fatherree  has  accepted  a posi- 
tion in  Joliet,  Illinois. 

Three  Norfolk  physicians  were  relieved  of  their 
wallets  recently,  while  they  were  busy  in  the  oper- 
ating room.  The  victims  are  Dr.  F.  A.  Pollack,  Dr. 
George  Salter  and  Dr.  B.  R.  Farner. 

Two  new  members  are  reported  added  to  the  med- 
ical clinic  at  Ogallala.  They  are  Drs.  George  M. 
Horner  and  Seward  K.  Imes,  both  graduates  of  the 
University  of  Nebraska  Medical  College. 

Dr.  R.  P.  Westover,  formerly  of  Plattsmouth  and 
later  with  the  Veterans  Administration  in  Ne- 
braska, then  in  Seattle,  Washington,  has  been  as- 
signed to  Veterans  Hospital  at  Boise,  Idaho. 

Dr.  E.  I.  Whitehead  was  honored  at  a testimonial 
dinner  by  the  Box  Butte  County  Medical  Association 
in  recognition  of  his  50  years  service  in  the  practice 
of  medicine.  The  dinner  was  held  at  St.  Joseph’s 
hospital  in  Alliance  the  latter  part  of  April. 


DEATHS 


Ernest  Kelley,  M.D.,  Omaha.  Born  in  Des  Moines, 
Iowa,  in  1883.  Came  to  Omaha  at  an  early  age.  At- 
tended Omaha  public  schools,  and  graduated  from 
Creighton  University  School  of  Medicine  in  1907. 
He  was  a resident  for  two  years  at  Norfolk  Ne- 
braska State  Hospital,  and  returned  to  Omaha  in 
1910.  He  became  associated  with  the  late  Dr.  F.  E. 
Coulter,  Professor  of  Neurology,  Creighton  Univer- 
sity School  of  Medicine,  until  1916,  when  he  went  to 
Columbia  University,  New  York,  for  postgraduate 
work  in  neuropsychiatry.  He  returned  to  Omaha  to 
practice  his  specialty  and  was  professor  and  chair- 
man of  the  Department  of  Neuro-psychiatry  at 
Creighton  for  the  past  ten  years.  Dr.  Kelley  was 
instrumental  in  founding  the  psychiatric  division  of 
St.  Joseph’s  Hospital,  Omaha. 

Dr.  Kelley  was  a diplomate  in  neuropsychiatry,  a 
member  of  the  Omaha-Douglas  County  Medical 
Society,  Nebraska  State  Medical  Association,  and  a 
Fellow  of  the  American  Medical  Association;  a Fel- 
low of  the  American  College  of  Physicians,  and  a 
member  of  the  American  Psychiatric  Association. 
He  is  survived  by  his  wife,  one  daughter,  and  three 
sons,  Drs.  J.  Whitney  Kelley,  Richard  Kelley,  and 
William  E.  Kelley. 


Bernard  I.  Mills,  M.D.,  Maywood,  Nebraska.  Born 
in  Nebraska  in  1844.  Graduated  from  Lincoln  Medi- 
cal College  in  1908.  In  1909  he  located  at  Pleasant  ! 
Dale,  Nebraska.  Shortly  thereafter  he  moved  to 
Maywood,  and  remained  there  until  the  time  of  his 
death  May  7,  1949.  Surviving  are  the  widow  and 
one  son. 
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EDITORIAL 


THE  MEDICAL  PRESS-RADIO 
CONFERENCE 

The  recent  conference  between  representa- 
tives of  the  Nebraska  State  Medical  Associ- 
ation and  the  Radio  and  Press  marks  a new 
and  wholesome  chapter  in  the  history  of 
medical  public  relations  in  this  state.  It  is 
no  secret  that  in  the  past,  despite  common 
goals  and  interests  of  medicine  and  journa- 
lism to  keep  the  public  informed,  medical 
practitioners  and  news  editors  enjoyed  a mu- 
tual distrust  in  attitudes  and  purposes  of 
medical  news.  The  quality  and  spacing  of 
headlines  in  most  instances  to  us  appeared 
ludicrous  and  on  some  occasions  objection- 
able. The  editors  on  their  side  undoubtedly 
thought  they  had  done  the  best  they  could 
with  the  material  on  hand.  The  whole  prob- 
lem rested  on  a lack  of  mutual  understand- 
ing, we  believe,  rather  than  on  an  unwilling- 
ness on  the  part  of  each  side  to  cooperate 
with  the  other  toward  better  medical  news 
reporting. 

To  expect  sudden  revolutionary  changes 
in  this  sphere  would  be  expecting  the  im- 
possible. Too  many  habits,  techniques,  and 
personal  reactions  of  each  group  must  be  al- 
tered before  a fully  satisfactory  system  in 
this  field  can  be  attained.  A beginning  has 
been  made.  The  Nebraska  State  Medical 
Association  will  do  everything  possible  to 
contribute  its  share  toward  progress.  Pub- 
lishers, we  hope,  will  do  likewise  from  their 
vantage  point.  As  long  as  both  groups  have 
recognized  that  problems  exist  and  that  they 
may  be  solved  by  mutual  effort,  time,  pa- 
tience and  evolution  will  contribute  their 


share  toward  better  public  service  and  with 
it  better  public  relations. 

The  function  of  the  individual  physician  in 
this  program  is  obvious.  He  can  and  should 
be  helpful  to  the  newspaper  and/or  radio 
personel  when  called  upon  to  evaluate  items 
for  local  use.  In  his  role  of  voluntary  pro- 
fessional advisor  he  should  train  himself  to 
the  appreciation  of  dual  responsibility  on  the 
principle  that  to  the  individual  lay  reporter 
items  with  a human  interest  angle  are  as  es- 
sential as  are  news  releases  of  first  scien- 
tific discoveries.  Also  that  what  to  the  phy- 
sician appears  information  of  routine  vari- 
ety not  infrequently  constitutes  news  in  the 
press  and  radio,  and  that  primarily  these  in- 
stitutions aim  to  supply  news  to  their  read- 
ers and  listeners  respectively. 


KEEP  THE  SOCIALIZERS  ON  THE 
DEFENSIVE 

Each  month  we  publish  a complete  report 
of  the  activities  of  Blue  Shield,  the  Ne- 
braska Medical  Service.  With  the  report 
comes  a section  under  the  heading,  “Know 
Your  Blue  Shield,”  which  supplies  pointers 
on  the  functions  and  operations  of  this  im- 
portant organization.  The  monthly  reports 
indicate  steady,  uninterrupted  progress  in 
the  growth  of  Blue  Shield.  This  progress 
is  the  result  of  untiring  efforts  of  the  offi- 
cers and  employes  of  NMS,  the  former  vol- 
untarily contributing  their  time  and  energy 
and  enthusiasm  to  stimulate  the  latter  to 
productive  achievement  and  thus  enhance 
the  scope  of  Blue  Shield. 

Students  of  Medical  Economics  are  con- 
vinced that  the  more  people  actively  partici- 
pate in  medical  service  plans  the  less  likely 
are  the  prospects  of  our  being  bureaucra- 
tized, because  if  these  plans  continue  in  their 
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spread  and  cover  large  areas  there  will  be 
neither  need  nor  desire  for  medical  socializa- 
tion. Thus  the  public  and  the  doctors  alike 
will  benefit  from  expansion  of  these  plans. 

It  is  doubtful  that  the  present  session  of 
Congress  will  pass  upon  President  Truman’s 
recommendation  for  compulsory  health  in- 
surance, according  to  those  in  the  “know” 
in  Washington,  but  everyone  concedes  that 
should  the  Voluntary  Plans  slow  down  their 
pace,  the  advocates  of  the  paternalistic  pro- 
gram will  consider  themselves  blessed  with 
a most  potent  weapon  to  be  utilized  in  their 
own  propaganda  against  us  when  time  and 
circumstances  warrant. 

The  success  of  the  Voluntary  Plans  has 
put  the  national  socializers  on  the  defensive. 
Let  us  keep  them  there. 


A.M.A.  HOUSE  OF  DELEGATES 
APPROVES  BLUE  SHIELD 
PLANS 

Organized  medicine  at  the  state  and  na- 
tional levels  has  given  full  approval  to  the 
Blue  Shield  Plans.  The  House  of  Delegates 
of  the  A.M.A.  at  the  recent  Atlantic  City 
session  adopted  the  following  resolutions  ap- 
proving and  commending  the  Blue  Shield 
Plans  (Associated  Medical  Care  Plans). 

“The  Council  on  Medical  Service  desires  at 
this  time  to  acknowledge  the  efforts  of  As- 
sociated Medical  Care  Plans  (Blue  Shield)  in 
promoting  through  its  member  Plans  the 
principle  of  voluntary  prepayment  health  in- 
surance, and  believes  that  A.M.C.P.  has 
reached  a state  of  development  where  it  can 
function  more  adequately  as  an  autonomous 
trade  association. 

“The  Council  on  Medical  Service  recom- 
mends that  there  shall  be  no  official  con- 
nection between  the  A.M.A.  and  A.M.C.P. 
However,  the  A.M.A.  will  continue  to  ap- 
prove or  disapprove  all  voluntary  medical 
care  Plans. 

“It  recommends  the  recognition  of  the 
responsibility  of  the  A.M.A.  to  (a)  Promote 
the  principle  of  voluntary  insurance  by  edu- 
cating the  people  as  to  their  need  for  such 
coverage  and  by  obtaining  full  cooperation 
from  state  and  county  medical  organizations 
in  the  local  field;  (b)  Inform  the  American 
people  of  the  availability  of  approved  Plans 
that  propose  to  supply  on  a prepayment 
basis  security  against  the  economic  hazards 
of  serious  illness.” 


IF  YOU  STILL  THINK  THE  THREAT  OF 
GOVERNMENT  INSURANCE  IS  REMOTE, 
CONSIDER  THE  FOLLOWING: 

The  average  “man-in-the-street”  believes  that  he 
is  getting  dollar  for  dollar  value  when  he  buys  an 
expensive  new  car;  he  thinks  that  five  dollars  is 
not  too  much  to  pay  for  a good  brand  of  whiskey; 
and  he  doesn’t  give  a second  thought  to  paying  an 
exhorbitant  price  to  see  the  latest  play.  But  when 
he  receives  his  bill  from  the  doctor  or  dentist,  or 
when  his  attorney  states  his  fee,  or  when  he  is  pre- 
sented with  a bill  for  a hundred  dollars  to  cover 
one  year’s  insurance  on  his  fancy  car,  he  is  con- 
vinced that  somebody’s  making  a huge  profit  at  his 
expense. 

This  is  the  kind  of  appeal  that  the  politicians 
use  to  socialize  our  economy.  Just  as  sure  as  you’re 
reading  these  words,  some  day  some  politician  is 
going  to  propose  nationalized  insurance.  Are  we 
going  to  be  prepared  to  fight  when  that  time 
comes?  (The  Broker,  April,  1949) 


Dicumarol  should  be  used  with  extreme  caution 
according  to  the  March  19  issue  of  The  Journal 
of  the  American  Medical  Association. 

In  no  case  should  the  drug  be  used  unless  re- 
liable laboratory  facilities  for  testing  prothrombin 
are  present,  say  Ivan  F.  Duff,  M.D.,  and  William 
H.  Shull,  M.D.,  from  the  Department  of  Internal 
Medicine,  University  of  Michigan  and  the  Univer- 
sity of  Michigan  Hospital. 

The  drug  should  be  used  with  caution  in  patients 
with  severe  high  blood  pressure,  they  emphasize. 
The  Ann  Arbor  physicians  report  a case  of  death, 
apparently  from  dicumarol,  which  occurred  at  the 
University  of  Michigan  Hospital. 

They  report  seven  deaths  attributed  to  dicumarol 
among  patients  with  subacute  bacterial  endocarditis 
— and  16  deaths  attributed  to  dicumarol  among  pa- 
tients with  other  conditions.  These  23  deaths  oc- 
curred at  various  places  other  than  the  University 
of  Michigan  Hospital. 

Animal  experiments  show  that  dicumarol  treat- 
ment is  not  advisable  for  pregnant  women,  advise 
Alfred  P.  Kraus,  M.D.,  Samuel  Perlow,  M.D.,  and 
Karl  Singer,  M.D.,  from  the  Department  of  Hemato- 
logic Research,  Medical  Research  Institute,  and  the 
Department  of  Surgery,  Michael  Reese  Hospital, 
Chicago. 


The  Bureau  of  Medical  Economic  Research  has 
mailed  a questionnaire  to  approximately  4,000 
physicians  selected  at  random  from  the  A.M.A. 
punch-card  file.  The  primary  purpose  of  the  ques- 
tionnaire is  to  provide  an  up-to-date  sample  report 
of  the  proportion  of  the  physicians’  time  which  is 
given  free.  A number  of  such  studies  was  made 
in  the  1930’s.  Since  some  of  the  physicians  receiv- 
ing the  questionnaire  are  not  in  active  practice 
they  are  asked  to  return  the  questionnaire  with  a 
single  checkmark  so  that  the  A.M.A.  records  will 
be  complete. 
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^PRESIDENTS  TAGE 

“THE  WRITING  ON  THE  WALL” 

At  this  writing  the  United  States  is  host  to  two  more  recently  arrived 
citizens  of  Great  Britain,  Mr.  Aneurin  Bevan,  British  Minister  of  Health,  and 
W.  Reginald  Bowden,  businessman. 

Mr.  Bevan  lost  no  time  after  arrival  to  predict  that  Great  Britain’s  social- 
ized medicine  plan  will  “inevitably”  be  adopted  by  the  United  States  and  the 
rest  of  the  world,  and  for  good  measure  added,  that  a public  health  plan  must 
be  put  into  effect  “at  once”  and  not  gradually. 

Mr.  Bowden  while  visiting  in  Omaha  stated  that  “it  is  likely  that  social- 
ism is  to  envelope  the  great  American  public  a great  deal  more  quickly  than  it 
did  the  so-called  conservative  English  people  and  I believe  I can  see  the  writing 
on  the  wall  exactly  as  it  happened  in  England.”  This  he  attributed  to  “the 
power  of  the  trade  union  and  the  trade  union  entering  the  field  of  politics.” 
Mr.  Bowden  believes  that,  “private  enterprise  the  world  over  is  the  only  solu- 
tion.” He  points  out  that  the  Labor  Party  in  Britain  “is  trying  to  spend  money 
it  hasn’t  got.” 

Basically  these  two  opinions  are  diametrically  opposed.  They  are  a repeti- 
tion of  similar  tenets  expressed  by  many  of  our  own  citizens  who  advocate 
either  a socialistic  or  communistic  type  of  government  or  that  portrayed  by  a 
democracy.  This  is  as  it  should  be  in  a democracy  but  only  after  the  dis- 
cussant has  made  an  exhaustive  study  of  the  question  so  that  he  may  render 
a factual  rather  than  a prejudiced  opinion. 

The  propriety  of  the  remarks  from  one  who  holds  office  in  a foreign 
country  comparable  to  that  of  a cabinet  member  in  the  United  States  may  be 
questioned.  The  motive  is  clear.  It  does  not  take  much  stretch  of  the  imagin- 
ation to  conclude  that  Mr.  Bevan  was  confident  his  opinions  would  find  favor 
with  those  in  the  federal  government  whose  good  will  is  imperative  to  the  suc- 
cess of  his  mission.  Socialized  medicine  in  England  is  a very  costly  and  dubi- 
ous expei'iment  which  is  probably  underwritten  to  a considerable  degree  by 
the  American  taxpayer.  Undoubtedly  this  is  one  of  the  many  socialized  proj- 
ects which  is  heading  Britain  toward  bankruptcy.  The  pumps  must  be  primed 
again,  for  even  the  British  Labor  Party  cannot  continue  forever  “to  spend 
money  it  hasn’t  got.”  You  are  permitted  only  one  guess  as  to  who  will  do  the 
priming. 

Add  to  the  plan  for  socializing  medicine,  the  social  security  plan  for  self 
employed  individuals,  the  Brannon  Farm  Plan,  the  School  Health  Bill,  the 
Housing  Plan,  the  aims  of  the  Federal  Security  Agency,  and  the  overall  pattern 
which  will  inevitably  lead  to  a socialisitic  government  in  the  United  States 
takes  shape. 

Until  the  great  unorganized  and  inarticulate  majority  of  our  citizens  awak- 
ens to  the  fact  that  if  the  “plans”  are  successful  they  will  reap  the  whirlwind 
the  road  of  the  few  now  opposing  the  trends  will  be  rocky  and  come  to  a dead 
end. 

The  members  of  the  Nebraska  State  Medical  Association,  through  their 
local  Speakers  Bureau  and  Public  Relations  Committee  should  be  among  the 
leaders  in  the  crusade  to  stamp  out  the  perils  besetting  us. 

Are  we  correctly  interpreting  “the  writing  on  the  wall”  and  if  so  what 
are  we  doing  about  it?  The  time  for  action  is  NOW.  Later  will  be  too  late. 


Surgical  Principles  in  the  Care  of  the  Severely  Burned 

chas.  w.  McLaughlin,  jr„  m.d.  and 

ROBERT  M.  COCHRAN,  M.D. 

Department  of  Surgery,  University  and  Affiliated  Hospitals, 

University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

PART  II 


The  second  dressing  of  a burned  patient 
initiates  a new  phase  in  the  treatment  that 
can  be  called  the  convalescent  period.  The 
danger  of  shock  has  practically  gone  except 
as  a result  of  manipulation.  Infection,  hypo- 
proteinmia,  anemia,  and  avitaminosis  now 
loom  as  the  major  problems  to  be  met  in 
restoring  the  lost  skin. 

There  are  several  fundamental  principles 
in  the  treatment  of  the  convalescent  burn 
that  should  be  kept  in  mind  from  the  first 
day  of  treatment <18).  These  principles  may 
be  enumerated  as  follows: 

a.  Prepare  the  wound  for  grafting  as  soon  as  its 
need  is  apparent. 

b.  Cover  the  less  infected  areas  first. 

c.  Cover  the  joint  areas  early  and  with  derma- 
tome grafts. 

d.  Prepare  other  sites  for  future  grafts  while 
grafting  lesser  infected  areas. 

e.  Apply  additional  grafts  at  each  redressment 
if  at  all  feasible. 

f.  Constantly  maintain  the  general  condition  of 
the  patient  so  that  successive  grafts  may  be  ap- 
plied and  survive. 

There  are  several  factors  that  demand  the 
early  closure  of  major  skin  defects.  There 
is  a tremendous  outpouring  of  serum  and 
protein  through  the  wound  secretions  result- 
ing in  a hypoproteinemia.  This  can  best  be 
prevented  by  early  grafting,  and  until  graft- 
ing is  accomplished  it  will  be  necessary  to 
support  the  body  protein  with  whole  blood, 
plasma  and  hydrolysates  in  addition  to  food. 
(Fig.  I).  There  is  inevitably  a progressive 
loss  in  appetite  with  a resulting  loss  in 
weight,  strength  and  resistance  accompany- 
ing these  large  open  wounds.  A severe 
anemia  results  from  the  hypoproteinemia, 
reduced  food  intake  and  wound  infection, 
and  is  another  factor  demanding  early  clos- 
ure of  the  wound. 

Vitamin  C levels  may  fall  to  dangerously 
low  points  as  a result  of  the  malnutrition 
and  thus  cause  poor  wound  healing.  This 
is  an  often  overlooked  factor  in  burned  pa- 
tients and  requires  a daily  administration 
of  from  200-500  mgs.  of  ascorbic  acid.  (Fig. 
HF 

18.  McLaughlin.  C.  W..  Jr.:  The  Plastic  Repair  of  Major 
Cutaneous  Defects.  Nebr.  State  Med.  J.,  33 :120-124.  1948. 
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When  active  therapy  is  not  instituted  and 
wounds  are  permitted  to  remain  uncovered 
or  carelessly  dressed,  there  is  a constant 
hazard  of  increasing  the  infection  always 
found  to  be  present  in  these  granulating 
wounds.  This  tissue  is  notoriously  weak  in 
its  resistance  to  infection  and  thus  the  tox- 
emia of  the  patient  is  increased,  resulting  in 
a vicious  cycle.  (Fig.  III). 

The  malnutrition  resulting  from  the  appe- 
tite loss  and  hypoproteinemia  may  result  in 
the  death  of  the  patient.  If  this  calamity 
does  not  occur  it  will  certainly  result  in  ex- 
cessive scar  tissue,  contractures,  and  pro- 
longed disability  from  an  overgrowth  of  the 
granulation  tissue  and  lazy  epithelization.  It 
is  this  type  of  patient  that  is  so  often  ad- 
mitted to  urban  charitable  institutions  sev- 
eral months  after  a severe  burn  with  a 
large  area  of  infected  granulation  tissue, 
marked  anemia,  and  hypoproteinemia.  (Fig. 
IV). 

In  general,  1st  and  2nd  degree  burns  will 
heal  without  grafting  if  carefully  applied 
pressure  dressings  are  utilized.  Until  healed, 
petrolatum  gauze  and  pressure  dressings 
should  be  applied  and  the  wound  handled  in 
a similar  manner  as  the  initial  dressing.  The 
bullae  are  maintained  as  long  as  possible 
and  the  nonviable  skin  tabs  are  removed  at 
each  dressing.  Great  care  should  be  taken 
to  prevent  sepsis.  It  must  be  remembered 
that  infection  can  convert  a 1st  or  2nd  de- 
gree burn  into  a 3rd  degree  burn  by  loss  of 
the  viable  islands  of  epithelium. 

Third  degree  burns  with  complete  loss  of 
the  skin  invariably  require  grafting.  There 
are  burns  in  which  certain  areas  will  border- 
line 2nd  and  3rd  degree  depth  and  these 
must  be  observed  in  order  to  determine 
whether  or  not  grafting  will  be  necessary. 
(Fig.  V).  Those  which  obviously  will  require 
grafts  should  have  an  early  debridement  and 
the  wound  prepared  for  grafts.  (Fig. VI). 

Three  types  of  grafts  may  be  employed 
for  covering  defects  following  loss  of  skin 
in  burned  patients.  These  are  split  grafts, 
pinch  grafts,  and  full  thickness  grafts. 


Volume  34 
Number  8 


CARE  OF  SEVERELY  BURNED:  McLAUGHLIN,  COCHRAN 


281 


True  full  thickness  grafts  are  rarely  used 
in  the  treatment  of  burns.  They  can  only  be 
used  in  small  areas,  require  a very  good 
blood  supply  and  tolerate  even  minor  infec- 
tion poorly. 

Pinch  grafts  are  often  utilized  in  seeding 
large  nonexposed  body  areas  when  the  donor 
skin  is  limited  or  when  infection  is  poorly 


These  may  be  obtained  with  a skin  graft 
knife,  razor  blades,  or  by  means  of  a derma- 
tone  graft  machine.  The  split  thickness 
graft  taken  with  a razor  is  ideal  for  cover- 
ing large  surfaces  with  patches  when  the  re- 
cipient area  is  large,  the  donor  area  limited 
and  to  be  used  repeatedly  as  a source  of  skin. 
(Fig.  VIII).  The  “razor  graft”  is  also  use- 


Figure  I.  H.R. — A 32-year-old  white  woman  with  2nd  and 
3rd  degree  burns  entire  left  lower  limb,  left  forearm  and 
hand,  and  part  of  abdomen.  Burned  areas  grossly  contamin- 
ated and  developed  marked  infection  after  admission.  Graph 
covers  temperature,  principal  laboratory  findings  and  de- 
tails of  therapy  during  seventeen  weeks  in  hospital.  The 
curved  line  near  bottom  of  graph  denotes  development  and 

controlled.  As  there  is  almost  always  scar- 
ring resulting  from  their  use,  they  should 
be  cut  quite  small,  only  partially  through  the 
skin,  and  placed  quite  close  together.  Keloid 
is  very  prone  to  occur  in  these  grafted 
wounds  and  the  donor  area  invariably  heals 
with  some  permanent  spotted  scarring.  (Fig. 
VII). 

Split  thickness  grafts  are  the  most  use- 
ful type  in  the  repair  of  the  burned  area. 


clinical  course  of  edema  involving  labia,  back  and  lower  ex- 
tremities. which  developed  as  a result  of  hypoproteinemia.  This 
was  promptly  corrected  with  adequate  blood  and  plasma.  It 
is  to  be  emphasized  that  the  red  blood  count,  hemoglobin  and 
serum  protein  levels  must  be  rechecked  at  frequent  stated 
intervals  in  these  patients  undergoing  prolonged  reparative 
surgery. 

ful  in  areas  where  infection  is  difficult  to 
control.  Small  areas  are  grafted  while 
others  are  being  cleansed  and  prepared  for 
grafting.  With  practice  these  freehand 
grafts  may  be  cut  in  long  strips  and  in  vary- 
ing thickness  to  permit  covering  of  large 
surface  areas. 

Machine  or  dermatone  grafts  are  in  reality 
large  split  thickness  grafts  which  may  be 
cut  at  any  designated  depth.  These  grafts 
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are  indicated  over  exposed  joint  surfaces  and 
areas  subjected  to  moderate  trauma  such  as 
the  patella,  popliteal  space,  axilla,  elbow,  and 
fossa.  Their  use  in  these  areas  is  essential 
because  of  the  lessened  scarring  and  dimin- 
ished keloid  tendency.  The  dermatome  graft 
is  used  on  all  exposed  surfaces  when  feasible 
because  of  the  better  cosmetic  results  from 
the  large  plaque  of  skin.  When  these  large 
dermatome  grafts  are  cut  thin,  it  is  often 
possible  to  obtain  further  skin  from  the 
same  area  in  from  three  to  six  weeks  when 
complete  healing  has  occurred. 

Figure  II.  V.M. — A white  14-year-old  schoolboy  burned  with 
lighter  fluid,  resulting  in  2nd  and  3rd  degree  burns  completely 
encircling  the  right  leg  from  ankle  to  groin.  Reparative  sur- 
gery undertaken  on  admission  to  hospital  six  months  after 
injury. 

The  first  dressing  consisted  of  a debridement  of  the  thick 
infection  spongy  granulation  tissue.  Dermatome  grafts  were 
immediately  applied  to  the  resulting  firm  vascular  bed.  Re- 
dressment two  weeks  after  this  skin  graft  disclosed  a good 
“take.”  Plasma  protein  levels  were  maintained  at  a high 
level,  but  the  red  blood  cells  and  hemoglobin  levels  w*ere  low. 
(See  chart).  He  was  maintained  on  a dosage  of  100  mg. 
Vitamin  “C”  t.i.d. 

The  primary  epithelized  areas  began  to  slough  and  the  donor 
sites  failed  to  heal  normally.  Vitamin  “C”  was  increased 
to  500  mg.  daily  and  massive  blood  transfusions  were  resumed. 
This  therapy  immediately  improved  the  appearance  of  the 
wound  without  further  loss  of  the  grafts.  Those  areas  in 
which  the  transplanted  skin  died  were  regrafted  with  razor 
grafts.  Superficial  roentgen  therapy  was  subsequently  applied 
over  the  grafted  areas  to  minimize  keloid  formation. 

The  patient  had  a resulting  thin  pliable  skin  coverage,  with 
no  contraetures.  He  was  playing  basketball  on  his  high  school 
team  eight  months  after  dismissal  from  the  hospital. 


C.  Redressment  two  weeks  later  with  loss  of  skin  due  to 
low  RBC,  HB,  and  Vitamin  “C”  levels. 


A.  Appearance  of  wound  on  admission  six  months  after 
injury. 


B.  First  dressing  after  application  of  dermatome  grafts 
showing  a good  “take.” 
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essential  labora- 

tory  data  and  steps  in  therapy. 

Grafting  can  be  undertaken  only  after  in- 
fection is  under  control,  at  least  in  the  area 
to  be  grafted.  We  have  found  that  tyro- 
thricin  and  penicillin  locally  are  of  value  in 
the  control  of  superficial  infection,  but  peni- 
cillin and  the  sulfonamides  parenterally  are 
of  little  value  in  reducing  infection  in  granu- 
lation tissue.  In  the  immediate  preparation 
of  the  granulating  bed  for  grafts,  warm  bor- 
ic acid  packs  have  continued  to  be  most  val- 
uable. These  are  changed  to  warm  saline 
dressings  during  the  last  24  hours  before 
grafting  is  undertaken. 

Grafting  may  be  accomplished  without 
difficulty  when  pink  nonedematous  granula- 
tion tissue  appears,  usually  five  to  seven 
days  after  a debridement.  Granulation  tis- 
sue that  is  thick,  pale,  and  edematous  should 
be  scraped  away  down  to  a firm  yellow  bed 
before  attempting  to  apply  grafts.  The  ooz- 
ing from  the  firm  vascular  bed  is  brisk  and 
best  controlled  with  hot  packs.  Topical 

Figure  III.  E.P. — 30-year-old  male  with  3rd  degree  gaso- 
line burns  of  right  arm,  both  legs  and  right  thigh.  The 
granulation  tissue  appeared  thick,  edematous,  hemorrhagic  and 
infected  on  admission  four  months  after  injury.  Simple  dress- 
ings had  been  used  elsewhere  without  pressure  or  prepara- 
tion for  skin  grafting.  There  was  little  attempt  at  healing. 
The  granulation  tissue  was  debrided  at  the  first  dressing  and 
multiple  grafts  were  applied  in  staged  procedures  resulting 
in  healing  with  a good  pliable  scar  five  weeks  after  admission. 


A.  Appearance  on  admission. 


thrombin  in  a 1-1000  solution  sprayed  on  the 
oozing  areas  through  a hypodermic  needie 
also  assists  in  hemostasis  and  contributes 
greatlv  to  the  adherence  of  the  graft.  (Fig. 
IX). 

Figure  IV.  E.S. — Colored  17-year-old  schoolboy  was  burned 
with  gasoline  over  the  right  trunk,  axilla,  arm  and  forearm 
to  the  wrist.  He  had  been  dressed  elsewhere  twice  weekly 
with  vaseline  gauze  with  the  arm  immobilized  for  a period 
of  fifteen  month;  before  his  admission  to  the  hospital  for 
reparative  surgery. 

There  was  a thick  infected  layer  of  granulation  tissue  pres- 
ent over  the  burned  area  with  a poor  attempt  at  epitheliza- 
tion  on  the  edges.  The  elbow  was  completely  ankylosed  at  a 
90  degree  angle,  and  there  was  only  a 5 degree  range  of 
motion  in  the  shoulder. 

At  the  first  dressing  a thorough  debridement  of  the  thick 
spongy  granulation  tissue  was  accomplished.  Dermatome 
grafts  were  applied  to  the  axilla  and  arm  with  good  re  ulting 
“takes.”  Dermatome  grafts  were  later  applied  to  the  trunk. 
Razor  grafts  were  employed  to  fill  in  between  the  dermatome 
grafts. 

After  the  burned  areas  were  covered,  the  thick  cording  of 
connective  tissue  in  the  axilla  resulting  from  the  longstanding 
infected  granulation  tissue  was  excised  and  the  resulting  skin 
defect  . grafted.  This  mobilized  the  shoulder  but  the  elbow 
will  require  a capsulotomy  before  the  ankylosis  is  corrected. 

Supportive  therapy  consisted  of  a high  protein,  high  vitamin 
diet,  protein  supplements  by  mouth,  blood,  and  Vitamin  “C.” 

Examination  three  months  after  dismissal  revealed  that 
there  was  little  tendency  to  keloid  and  the  scar  was  thin  and 
pliable.  The  shoulder  had  approximately  a 90  degree  range 
of  motion  but  the  elbow  was  firmly  ankylosed. 


A.  Lateral  view  on  admission,  15  months  after  3rd  degree 
burn  with  gasoline. 


B.  Axilla  on  admission.  There  was  only  a five  degree  range 
of  motion  in  the  ,;houlder  joint. 
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C.  Dismissal  photograph.  Ankylosis  of  the  elbow  perma- 
nent, good  range  of  shoulder  motion. 


D.  Dismissal  photograph  showing  area  of  back  and  arm 
covered  by  new  skin.  Delay  in  sending  the  patient  in  for 
skin  grafting  until  a late  date  resulting  in  permanent  joint 
damage  which  might  have  been  prevented. 

When  it  is  desirable  to  obtain  optimum 
cosmetic  results  with  a minimum  of  scar- 
ring, the  edges  of  the  recipient  site  should 
be  sharpened  and  the  epithelium  growing  in 
from  the  edges  removed.  This  diminishes 


Figure  V.  B.H. — An  11-month-old  white  boy  fell  immersing 
left  hand  in  a bucket  of  hot  water.  There  resulted  a total 
burn  of  the  left  wrist  and  hand  that  appeared  on  first  exam- 
ination to  be  quite  deep  and  would  probably  require  skin 
grafts.  Pressure  dressings  were  applied  utilizing  vaseline 

gauze  and  bias  stockinette.  After  the  bullae  separated  it  was 
seen  that  the  burn  was  2nd  degree  in  depth  and  would  not 
require  grafting.  This  case  demonstrates  that  it  is  often 

impossible  to  determine  at  the  time  of  emergency  treatment 
or  the  first  redressment  the  depth  of  a burn  especially  when 
it  is  borderline  between  2nd  and  3rd  degree. 


the  degree  of  sloughing  along  the  edges  of 
the  graft,  reduces  the  tendency  to  keloid, 
and  results  in  a thin  scar  not  unlike  that 
from  a surgical  incision. 

While  it  is  advisable  to  choose  the  donor 
area  from  skin  of  the  same  character  ex- 


Figure  VI.  A 10-month-old  white  infant  fell  and  immersed 
both  hands  into  a pot  of  boiling  coffee,  with  resulting  2nd 
and  3rd  degree  burns  of  both  hands  from  wrists  to  the  tips 
of  the  fingers.  Deepest  areas  of  he  burn  were  on  the  lateral 
aspects  and  webs  of  the  fingers.  Grafting  was  difficult  be- 
cause of  the  continuous  movement  of  the  fingers.  Immobiliza- 
tion was  accomplished  by  a posterior  splint  and  gauntlet  type 
of  dressing  with  the  tips  of  the  fingers  anchored  in  loops  of 
plaster  attached  to  the  posterior  splint. 


A.  Appearance  of  hands  on  admission  two  hours  after 
injury. 
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C.  Palmar  aspect  left  hand  on  dismissal.  There  was 
little  scarring  and  no  limitation  of  motion  in  any  of  the 
digits. 

pected  on  the  recipient  site,  the  choice  of 
area  is  often  a compromise  of  several  fac- 
tors. The  location  and  extent  of  the  burn 
and  the  difficulty  in  the  positioning  of  the 
patient  usually  determine  the  choice  of  the 
donor  site.  The  thickness  of  the  desired 
graft  is  another  factor  in  the  selection  of 
the  donor  area.  The  best  skin  for  general 
grafting  is  located  on  the  anterior  and  outer 
aspects  of  the  thigh.  The  accessibility  of 
this  area,  the  thick  skin,  the  relatively  mini- 
mum hair  and  ease  in  dressing  the  donor 
site  favor  this  location  if  it  is  not  involved 
in  the  burn.  The  skin  from  the  abdomen, 
flanks  and  even  the  back  may  be  utilized 
in  the  search  for  donor  sites.  The  chest 
and  breast  areas  are  used  only  rarely  and  if 
all  other  sites  are  unavailable. 


All  grafts,  whether  dermatome,  free  hand 
razor,  or  pinch,  are  dipped  in  liquid  plasma 
before  their  application  to  the  recipient  site. 
This  utilization  of  the  plasma-thrombin  tech- 
nique results  in  prompt  adherence  of  the 
graft  to  the  recipient  site.  Sutures  are  used 
only  to  stretch  the  dermatome  grafts  so  as 
to  put  them  on  slight  tension  and  cover  the 
maximum  surface.  Multiple  small  puncture 
holes  are  made  in  the  graft  to  increase  the 
area  that  can  be  covered  and  permit  serum 
to  escape  without  interfering  with  the  vi- 
ability of  the  graft.  After  a dermatome 
graft  has  been  sutured  in  position  and  per- 
forated, additional  topical  thrombin  may  be 
injected  beneath  it  to  further  facilitate  ad- 
herence. 

No  sutures  are  used  with  the  free  hand 
razor  grafts  but  the  plasma-thrombin  com- 

Figure  VII.  B.W. — 14-year-old  schoolboy,  burned  with  gaso- 
line, was  grafted  elsewhere  with  pinch  grafts.  Excessive 
scar  tissue  developed  between  the  seeded  areas  and  this  with 
marked  keloid  became  troublesome  about  one  year  after 
healing  occurred.  A definite  contracture  was  evident  on  ad- 
mission with  limited  motion  of  the  knee  and  area  of  ulcera- 
tion in  the  popliteal  space.  Massage  with  lanolin  ointments 
was  not  effective.  The  entire  scar  in  the  popliteal  space  was 
excised  and  a dermatome  graft  transplanted  from  the  abdo- 
men to  the  denuded  area.  Superficial  radiation  therapy  was 
applied  to  the  edges  of  the  graft  as  soon  as  it  was  healed. 
Six  months  after  this  procedure  there  was  little  evidence  of  a 
return  of  the  keloid  and  a full  range  of  motion  >in  the  knee 
joint. 


A.  Popliteal  space  left  leg  on  admission. 
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B.  Posterior  aspect  legs  six  months  after  excision  of  keloid 
and  dermatome  graft  to  left  popliteal  space. 

bination  is  relied  upon  for  adherence  of  the 
skin  to  the  recipient  area.  The  same  tech- 
nique is  employed  when  pinch  grafts  are  uti- 
lized. 

The  grafts  are  immediately  covered  with 
carefully  applied  strips  of  44  mesh  gauze 

Figure  VIII.  An  8-month-old  colored  infant  burned  by  hot 
water  during  his  bath  in  the  kitchen  sink.  The  burns  ex- 
tended over  the  forehead,  face,  chest,  abdomen,  left  thigh 
and  leg,  and  dorsum  of  the  foot,  ranging  in  degree  from 
2nd  to  3rd. 

The  first  dressing  consisted  of  grafting  the  leg  and  knee. 
Razor  grafts  were  subsequently  applied  to  the  chest  in  four 
dressings.  Healing  was  very  rapid  with  a prompt  improve- 
ment in  the  condition  of  the  child. 

Dismissal  and  follow-up  examinations  disclosed  marked 
tendency  to  keloid  that  probably  will  require  further  treat- 
ment in  the  future. 


A.  Appearance  on  admission. 


A.  Appearance  on  admission  five  months  after  injury. 


B.  Dismissal  photograph  with  all  area  healed  but  a poor 
cosmetic  result  due  to  marked  keloid  formation. 


impregnated  in  Bettman’s  Scarlet  R or  Xero- 
form  ointment.  These  strips  must  lie  ab- 
solutely flat  on  the  grafted  area  and  are 
covered  by  a firm  pressure  dressing.  A very 
successful  combination  is  fluffed  gauze  held 
in  position  with  Ace  bandages  or  stockinette 


Figure  IX.  D.R. — 60-year-old  female  burned  by  fire  five 

months  before  admission.  The  granulation  tissue  was  thick, 
edematous  and  unhealthy.  There  were  superficial  collections 
of  blood  in  the  granulation  tissue  beneath  the  right  arm. 
The  thick  infected  granulation  tissue  was  removed  down  to  a 
firm  vascular  bed  to  permit  the  application  of  grafts.  Derma- 
tome grafts  were  used  and  survived  initially  but  the  patient 
was  unable  to  lie  on  her  abdomen  or  side,  resulting  in  a 
breakdown  of  the  graft  over  the  left  scapular  region.  The 
remaining  areas  were  covered  by  razor  grafts  with  com- 
plete healing  of  the  entire  area  two  months  after  admission. 
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B.  Appearance  one  month  after  dismissal  from  hospital 
with  all  areas  healed. 


cut  on  a bias.  Too  much  pressure  should 
be  avoided  as  well  as  wrinkling  and  any 
tendency  for  the  dressing  to  slip.  While 
elastic  adhesive  has  some  advantages  as  a 
dressing,  it  does  not  permit  aeration  of  the 
wound  and  its  use  in  our  hands  is  limited  to 
the  donor  site. 

The  temptation  to  redress  these  grafted 
areas  in  4-5  days  should  be  avoided.  Unless 
there  develops  infection  or  slough  as  evi- 
denced by  a marked  odor  from  the  dressing, 
they  should  be  permitted  to  remain  in  posi- 
tion for  7-9  days.  The  normal  graft  wound 
usually  develops  a faint  musty  odor  in  4-5 
days  and  this  should  not  be  interpreted  as  an 
abnormal  feature.  It  is  desirable  to  do  the 
graft  redressments  in  the  operating  room 

Figure  X.  R.A. — A 12-year-old  white  schoolboy  with  2nd 
and  3rd  gasoline  burns  covering  30%  of  body  surface,  in- 
cluding both  lower  extremities,  back,  abdomen,  buttocks, 
perineum,  and  right  hand.  On  admission  one  hour  after  in- 
jury anti-shock  therapy  was  instituted,  the  burned  surfaces 
lightly  cleansed  and  pressure  dressings  with  vaseline  gauze 
were  applied.  Supportive  therapy  consisted  of  penicillin, 
blood,  and  plasma  transfusion. 

At  the  first  dressing  one  week  after  admission  extensive 
infection  was  present  and  all  necrotic  tissue  was  removed  by 
debridement.  An  initial  dermatome  graft  was  possible  dur- 
ing the  fourth  week  and  covered  the  popliteal  spaces  and 
patellar  areas.  This  was  followed  by  weekly  dressings  with 
the  application  of  razor  grafts  necessitated  by  limited  donor 
areas.  The  infected  area  around  the  anus  and  buttocks  was 
covered  by  dermatome  grafts  during  the  twelfth  week. 

The  patient  was  ambulant  during  the  fifteenth  week,  with 
all  major  skin  areas  covered.  Complete  mobility  of  the  joints 
had  returned  in  five  months. 


A.  12-year-old  schoolboy,  3rd  degree  gasoline  burns,  30% 
body  surface,  5 weeks  after  admission  showing  initial  grafts 
over  patellar  area. 


B.  Posterior  view  5 weeks  after  admission  with  dermatone 
grafts  on  both  popliteal  spaces.  Note  the  small  amount  of 
skin  remaining  in  the  gluteal  and  anal  folds. 


m f % f 

C.  Dismissal  photograph,  17  weeks,  anterior  view. 

under  anesthesia.  Additional  grafts  should 
be  done  at  each  procedure. 

Great  care  should  be  taken  not  to  dislodge 
the  grafts,  particularly  the  free  split  type, 
at  the  time  of  redressment.  Small  localized 
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D.  Dismissal  photograph,  17  weeks,  posterior  view. 


areas  of  infection  or  slough  in  the  grafted 
areas  are  cleansed  by  copious  irrigation  with 
saline  solution,  and  all  obvious  dead  tissue 
is  clipped  away.  It  is  often  necessary  to  re- 
graft small  areas  that  are  lost  due  to  infec- 
tion, and  at  the  same  time  additional  areas 
previously  prepared  are  covered  with  new 
skin.  These  extensive  burn  cases  require 
multiple  procedures,  and  in  general  each 
operative  episode  should  be  limited  to  not 
over  ninety  minutes. 

The  general  nutrition  of  the  patient  must 
be  maintained  with  a high  protein  diet  and 
oral  protein  supplements  throughout  this 
entire  period  of  reconstructive  surgery.  A 
protein  milk  formula  containing  whole  milk, 
powdered  milk,  sugar,  and  eggs  has  been  a 
very  satisfactory  adjunct  in  our  hands.  Old 
plasma  of  the  dried  type  should,  if  possible, 
be  avoided  during  this  period  of  therapy  be- 


cause of  the  danger  of  homologous  serum 
jaundice.  Five  hundred  ccs.  of  whole  blood 
are  given  at  each  dressing  or  skin  graft  and 
in  addition  as  many  transfusions  between 
dressings  as  are  necessary  to  maintain  a 
normal  blood  protein,  a red  blood  count 
above  4,000,000  and  a hemoglobin  over  80 
per  cent.  The  patient  should  be  followed 
with  weekly  serum  protein  levels,  red  blood 
counts,  and  hemoglobin  determinations. 
These  should  be  done  about  two  days  after 
each  dressing  or  graft  so  they  will  indicate 
the  status  of  these  factors  after  surgery  and 
determine  the  amount  of  the  postoperative 
blood  and  protein  necessary.  (Fig.  X). 
Whole  blood  rather  than  iron  preparations 
should  be  relied  upon  to  maintain  hemo- 
globin concentrations  since  these  may  inhibit 
the  appetite  and  are  too  slow  in  their  ef- 
fect. Vitamin  “C”  levels  must  be  main- 
tained in  the  supportive  therapy. 

When  a grafted  area  has  become  epithe- 
lized,  we  prefer  to  substitute  simple  dry 
dressings  for  the  pressure  dressings.  This 
is  usually  after  the  second  dressing  is  re- 
moved. At  this  time  it  is  advisable  to  per- 
mit the  grafted  area  to  be  exposed  to  the 
air  for  several  hours  each  day.  When  pos- 
sible the  patient  is  permitted  on  a sun  porch 
or  a sun  lamp  is  utilized.  This  seems  to 
hasten  complete  epithelization  and  permit 
final  removal  of  the  dressing.  Gentle  motion 
of  any  joint  areas  involved  is  permitted  and 
encouraged  at  this  time.  The  dressings  are 
completely  removed  when  the  graft  feels 
firm  and  there  is  no  longer  danger  of  loss 
by  the  trauma  of  clothing. 

When  the  grafted  areas  have  become  dry, 
it  is  desirable  to  start  gentle  massage  of  the 
area  with  a lanolin  type  ointment  or  baby  oil 
in  order  to  obtain  a pliable  mobile  skin.  In 
addition,  this  seems  to  minimize  scarring 
and  keloid  formation. 

These  severely  burned  patients  present  a 
tremendous  economic  problem  which  is  re- 
sultant from  prolonged  hospitalization,  re- 
peated operative  procedures,  transfusions 
and  medication.  With  modern  therapy  a 
great  many  burned  individuals  now  survive 
the  first  few  critical  days  to  enter  that  pro- 
longed period  when  plastic  repair  is  essen- 
tial for  their  eventual  recovery.  Realizing 
that  most  of  these  individuals  can  be  sal- 
vaged if  a well  ordered  program  is  estab- 
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Graph  of  17  weeks  in  hospital  covering  details  of  therapy. 

lished  for  their  repair,  it  is  imperative  that  fy  the  efforts  and  increasing  experience  will 
it  be  followed  through  under  the  direction  save  many  more  of  these  patients  who  in 
of  an  individual  or  a group  interested  in  years  past  have  succumbed  with  sepsis, 
such  problems.  The  results  more  than  justi-  cachexia,  and  inanition. 


❖ ^ ^ 


BOOK  REVIEW 

Operative  Surgery  by  Frederick  C.  Hill,  B.A., 
M.S.  (Surg.),  M.D.,  Associate  Professor  of  Surgery, 
the  Creighton  University  School  of  Medicine,  Oma- 
ha, Nebraska.  Foreword  by  Charles  W.  Mayo,  B.A., 
M.S.  (Surg.),  M.D.  Section  on  Surgery,  Mayo 
Clinic,  Rochester,  Minnesota.  Illustrated,  698  pages 
including  index.  Oxford  University  Press,  114 
Fifth  Ave.,  New  York  11,  N.  Y.  Price  $12.75. 

Dr.  Hill  presents  a concise  and  to-the-point 
volume  on  clinical  surgery,  a ready  reference  book 
on  operative  technique,  designed  to  serve  accord- 
ing to  the  author,  as  a manual  for  the  “less  ex- 
perienced” general  surgeon.  To  carry  out  this  aim 
the  author  has  systematized  the  contents  admirably, 
leaving  out  unessential  details  so  commonly  en- 
countered in  most  text  books  on  surgery.  Attention 


to  anatomy  and  pathology  centers  around  the  spe- 
cific organ  involved  and  the  discussion  stresses 
mainly  the  factors  influencing  the  technical  phases 
of  the  operation.  To  the  general  practitioner  do- 
ing his  own  surgery  this  book  will  be  of  great 
value.  It  will  obviate  the  inconvenience  of  wading 
through  the  current  literature  for  the  latest  opera- 
tive procedures,  when  in  reality  the  physician  is 
concerned  with  refreshing  his  mind  on  the  technique 
of  an  operation  about  to  be  performed.  The  re- 
viewer has  special  praise  for  the  conciseness  yet 
thoroughness,  with  which  Dr.  Hill  has  outlined  the 
pre-operative  and  post  operative  care  of  the  surgical 
patient.  The  book  should  find  popularity  not  only 
■with  the  “less  experienced  surgeon”  but  indeed  with 
every  physician  doing  surgery.  The  illustrations 
alone  are  worth  the  price  of  the  volume. 


SYMPOSIUM 


The  Expanded  Program  of  the  Nebraska 
State  Medical  Association 

FLOYD  ROGERS,  M.D. 

Lincoln 


The  Symposium  devoted  to  “The  Expanded  Pro- 
gram” was  called  to  order  Thursday  afternoon,  May 
4th,  by  Dr.  Floyd  Rogers  of  Lincoln,  Chairman  of 
the  Planning  Committee  of  the  Nebraska  State 
Medical  Association. 

CHAIRMAN  ROGERS:  The  President  of 
our  United  States  has  very  clearly  stated 
that  he  does  not  believe  that  the  medical 
profession  is  doing  either  a complete  or  a 
good  job.  In  addition  to  that,  there  are 
many  more  than  we  think  of  our  patients, 
our  neighbors,  our  friends  and  even  members 
of  our  own  families  who  agree  with  the 
President  and  they,  together,  think  that 
something  should  be  done  about  it. 

In  the  past  our  attitude  has  been  one  of 
stubborn  resistance.  We  have  taken  the  at- 
titude that  this  is  our  business  and  we  will 
run  it.  We  can  no  longer  do  that.  We  have 
to  change  from  this  attitude  to  one  of  con- 
structive leadership. 

The  Expanded  Progi’am  for  the  Nebraska 
State  Medical  Association  is  our  answer — 
your  answer  to  the  people  of  Nebraska  and 
is  designed  to  bring  about,  first,  a complete 
and  good  practice  of  medicine,  and  second,  it 
is  designed  to  tell  the  people  and  make  the 
people  realize  that  it  is  good.  If  we  accom- 
plish that,  we  need  worry  no  more  about 
what  our  Representatives  in  Washington 
will  do. 

We  have  spent  much  time  writing  letters 
to  our  Representatives  in  Washington  urg- 
ing them  to  vote  for  this  and  that.  Our 
Representatives  want  to  represent  the  people 
and  they  want  to  be  re-elected.  If  we  can 
convince  the  people  that  we  are  doing  a good 
job,  a complete  job,  we  have  no  problem 
in  Washington.  If  we  fail  to  do  that,  we 
have  not  a single  friend  in  the  Capital. 

We  want  to  bring  to  you,  in  the  next  hour 
or  so,  a clear-cut,  concise  picture  of  what  this 
expanded  program  is.  We  have  here  officers 
and  committee  heads  who  are  going  to  take 
the  leadership  in  carrying  on  this  program 
and  we  want  to  have  each  of  them  tell  you 
what  their  particular  committee  is  going  to 
do,  what  you  are  supposed  to  do,  so  that 


as  we  go  along  during  the  year  you  will  have 
a pretty  clear  picture  of  what  everything 
is  about. 

First  of  all,  we  should  hear  from  our  Pres- 
ident, Dr.  J.  D.  McCarthy. 

J.  D.  McCarthy,  M.D.  (Omaha) : Gen- 
tlemen, there  are  just  two  points  I would 
like  to  make ; my  remarks  will  be  brief. 

I would  like  to  pay  tribute  to  this  Plan- 
ning Committee  which  has  put  in  so  much 
time  and  has  done  such  a complete  and  ex- 
cellent job.  The  Nebraska  State  Medical 
Association  is  truly  in  their  debt.  They 
have  given  of  their  time  unselfishly,  and  in 
the  opinion  of  many  including  myself,  have 
given  you  a plan  which,  if  we  can  follow 
through,  will  be  most  helpful  to  our  State 
group. 

Having  been  an  ex-officio  member  of  this 
Planning  Committee,  I know  whereof  I 
speak  because  I have  attended  all  of  the 
meetings  and  of  course  the  work  is  not 
done  at  the  meeting  alone;  many  hours  pre- 
ceding these  meetings  were  put  in  by  the 
members  of  this  Committee  to  draft  this 
Plan. 

We  have  talked  considerably  about  accom- 
plishing the  aims  of  this  and  other  plans, 
national  as  well  as  State.  We  have  talked 
about  correlating  the  endeavors  of  the  State 
Association,  the  Auxiliary  and  lay  groups, 
but  I believe  that  our  greatest  problem,  if 
we  are  going  to  be  able  to  attain  any  of  these 
ends,  has  to  do  with  our  own  membership 
and  how  we  are  going  to  be  able  to  do  any- 
thing until  the  members  of  the  Nebraska 
State  Medical  Association  inform  themselves 
as  to  what  is  to  be  done  by  mere  reading,  or 
how  they  are  going  to  intelligently  discuss 
these  questions  with  their  patients.  It  has 
been  said  many  times  that  of  primary  im- 
portance is  the  relationship  between  the  doc- 
tor and  his  patient  in  his  office;  that  if  he 
will  just  take  a few  minutes  to  explain  this 
and  that  and  the  other  thing  to  his  patient, 
he  can  very  promptly  convert  many  of  them 
to  our  cause. 
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This  is  all  well  as  long  as  the  doctor  is 
just  giving  the  patient  information  that  he 
may  have,  but  how  about  the  patient  who 
asks  a question  which  the  doctor  cannot 
answer?  And  too  frequently  we  attempt  an 
answer  and  give  misinformation.  One  of  the 
things  we  should  do  through  our  Councilors 
and  through  our  Medical  Society  at  the  local 
level,  through  the  Secretaries  of  the  com- 
ponent medical  societies,  is  to  stress  the  need 
of  the  membership  reading  the  organization- 
al section  of  the  Journal  of  the  American 
Medical  Association,  reading  those  portions 
of  what  is  going  on  in  the  Journal  of  the  Ne- 
braska State  Medical  Association,  and  we 
hope  very  soon  to  have  an  organization  sec- 
tion in  our  own  publication  which  will  con- 
tain the  information  it  is  believed  the  mem- 
bership should  have  on  these  over-all  prob- 
lems. 

One  point  I would  like  to  make  here  is 
that  we  do  everything  we  can  to  inform  our- 
selves regarding  what  is  going  on  so  that 
we  will  be  able  to  discuss  the  matter  intelli- 
gently with  our  lay  friends  not  only  in  the 
office  but  around  the  dinner  table  at  parties 
or  wherever  we  are. 

CHAIRMAN  ROGERS:  The  No.  1 part  of  this 
expanded  program,  the  thing  that  we  have  a feeling 
is  probably  of  importance  above  all  others,  is  this 
job  of  informing  the  public  in  regard  to  what  we 
are  doing  and  that  we  call  our  public  relations.  We 
have  had  no  committee  on  that.  We  have  done 
very  little  about  it  in  the  past,  almost  nothing.  Now 
we  expect  to  have  a very  active,  aggressive  com- 
mittee that  will  truly  tackle  this  job  of  public  rela- 
tions on  the  State  level. 

The  new  Chairman  of  that  committee  is  Dr. 
Harold  Morgan,  and  he  will  tell  you  about  the 
Public  Relations  Plan  at  the  present  time  and  what 
they  expect  to  do  during  the  coming  year. 


DR.  MORGAN  (Lincoln) : The  officers  of 
your  organization  decided  that  the  Public 
Relations  Committee  must  get  a flying 
start,  so  prior  to  this  meeting  Dr.  J.  E.  M. 
Thomson,  then  President  of  the  Associa- 
tion, appointed  an  Interim  Committee.  The 
Interim  Committee  has  now  become  an  offi- 
cial part  of  the  organization  and  consists  of 
the  following  members:  Dr.  John  McGreer, 
Lincoln ; Leroy  W.  Lee,  Omaha ; John  P.  Gil- 
ligan,  Nebraska  City;  H.  F.  Elias,  Beatrice; 
D.  B.  Wengert,  Fremont,  and  Harold  Neu, 
Omaha. 

The  pamphlet  that  was  to  have  been  dis- 
tributed to  all  members  of  the  organization 
in  our  state-wide  tour  in  January,  was  called 


off  because  of  bad  weather,  and  the  Plan- 
ning Committee  charged  the  proposed  Pub- 
lic Relations  Committee  as  follows: 

1.  Contact  the  press  and  radio  and  establish 
with  them  a code  of  relationship  through  which 
the  medical  profession  will  provide  to  the  press  and 
radio  accurate  medical  news  in  a prompt  and  effi- 
cient manner. 

2.  Provide  feature  stories  to  the  press  and  pro- 
grams to  the  radio  stations  whereby  the  efforts 
of  the  medical  profession  will  be  carried  to  the 
public. 

3.  Provide  physicians  in  the  State  with  office 
posters  and  enclosures  for  statements  which  will 
disseminate  desired  information  to  the  public. 

4.  Encourage  and  direct  public  lay  meetings  in 
which  physicians  will  present  pertinent  informa- 
tion to  the  people  in  their  own  communities. 

It  is  now  my  pleasure  to  report  to  you 
what  has  been  done  in  the  very  short  time 
that  this  committee  has  functioned. 

We  have  had  two  meetings  and  may  I 
stop  here  to  express  my  admiration  for  the 
enthusiastic  attitude  the  members  of  this 
committee  have  already  displayed.  It  really 
has  been  a pleasure  because  they  have  had 
one  idea  and  that  is  to  improve  our  public 
relations. 

The  No.  1 project  was  the  public  rela- 
tions booth  that  was  set  up  at  this  State 
meeting.  Volunteers  were  called  on  from  the 
membership  by  the  members  of  the  Public 
Relations  Committee  to  serve,  to  hand  out 
booklets  and  pamphlets.  I presume  that 
you  have  all  been  the  recipients  of  these. 
The  response  to  that  request  has  been  stimu- 
lating. I presume  that  we  are  going  to  be 
able  to  send  out  to  the  medical  profession  at 
least  several  thousand  copies  of  the  booklet 
on  compulsory  insurance. 

No.  2 has  been  an  approved  project — that 
starting  with  the  week  of  May  9th  a replica 
of  the  picture  you  saw  over  the  Public  Rela- 
tions booth  will  be  displayed  as  a feature 
window  display  in  every  drugstore  in  the 
State  of  Nebraska.  That  will  be  on  display 
for  one  week.  The  druggist  then  will  remove 
the  picture  from  the  window  and  carry  the 
display  over  his  fountain  or  somewhere  else 
in  the  drug  store. 

Many  news  releases  have  been  put  out 
from  the  main  office  of  the  Association  and 
this  feature  will  be  continued  at  an  acceler- 
ated pace. 

Plans  are  now  under  way  for  a State- 
wide Medical  Press  Conference,  the  first 
that  has  ever  been  held  in  Nebraska.  We 
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have  a feeling  that  if  we  can  bring  the  rep- 
resentatives of  the  wreekly  and  daily  news- 
papers throughout  the  State  into  this  confer- 
ence we  will  be  able  to  listen  to  the  construc- 
tive advice  from  the  newspapers  and  the 
publishers,  and  believe  me,  they  have  many 
complaints,  some  of  them  justified;  perhaps 
some  through  a misunderstanding  of  our 
aims  and  motives. 

Three  weeks  ago  Mr.  Merril  Smith  and  I 
went  to  Minneapolis  to  attend  the  first  meet- 
ing of  the  Medical  Press  Conference  in  the 
State  of  Minnesota.  I can  assure  you  that 
the  editors  and  publishers  in  Minnesota  came 
to  that  meeting  expecting  to  blow  the  situa- 
tion sky  high.  Through  proper  management, 
through  an  ability  to  sit  down,  discuss  and 
reason  and  resolve  the  points  of  conflict, 
there  now  is  in  operation  in  the  State  of  Min- 
nesota a Code  of  Medical  Press  Relationship. 

The  same  has  been  done  in  Colorado,  per- 
haps not  to  such  a scale  as  we  plan  it  here 
but  a Code  of  Medical  Press  Relationship 
has  been  established  in  Colorado  and  I can 
assure  you  from  first-hand  observation  that 
nothing  but  good  to  our  cause  can  come  from 
such  a move. 

We  have  many  plans  for  the  future. 
Among  them  is  to  develop  in  our  own  mem- 
bership a keen  perception  of  public  relation- 
ships. 

We  have  heard  a great  deal  about  pam- 
phlets and  literature  to  be  sent  out,  how  we 
are  to  educate  the  public.  The  Public  Rela- 
tions Committee  also  has  a thought  in  mind, 
that  every  individual  doctor  in  the  State 
of  Nebraska  will  become  a public  relations 
agent  for  none  other  than  himself.  Remem- 
ber that  when  you  make  a friend  of  the  pa- 
tient you  are  building  up  public  relationships 
not  only  for  yourself  but  for  the  entire  pro- 
fession. 

CHAIRMAN  ROGERS:  The  man  on  the  street 

expects  the  medical  profession  to  serve  him  not 
only  when  he  is  sick  but  in  some  way  or  other  we 
should  also  try  to  keep  him  from  geetting  sick.  In 
other  words,  the  public  expects  us  to  take  an  active 
part  in  public  health.  That  is  something  that  we 
have  ail  known  for  a long  time  but  we  have  done 
very  little  about  it. 

The  next  committee  chairman  who  will  report  to 
you  is  Chairman  of  the  Public  Health  Committee, 
Dr.  Fred  Long. 


FRED  LONG,  M.D.  (Lincoln) : I wish 

that  we  could  report  as  much  concrete  work 
as  Dr.  Morgan  has  just  reported.  However, 
we  haven’t  had  enough  time  to  do  quite  that 


much  but  we  are  working  and  hope  to  be 
able  to  do  a great  deal  more. 

The  American  Medical  Association  has  had 
a plank  in  its  program  since  1942  for  the 
establishment  and  promotion  of  public  health 
units  and  services.  In  the  recent  12-point 
program  they  have  re-stated  their  principles 
to  promote  a broad  public  health  service. 

In  the  report  of  the  Interim  Session  in  St. 
Louis  in  the  December  25th  issue  of  the 
A.M.A.  Journal,  you  will  find  a definition 
of  public  health  recommended  by  the  com- 
mittee for  that  purpose.  It  is  quite  a broad 
definition.  I would  recommend  that  you 
read  it. 

In  the  12-point  program  No.  6 reads  as 
follows : 

“The  establishment  of  local  public  health  units 
and  services  and  incorporation  in  health  centers  and 
local  public  health  units  of  such  services  as  com- 
municable disease  control,  vital  statistics,  environ- 
mental sanitation,  control  of  venereal  diseases, 
maternal  and  child  hygiene  and  public  health  labora- 
tory services.  Remuneration  of  health  officials  com- 
mensurate with  their  responsibility.” 

Points  7 and  8 deal  with  mental  hygiene 
and  health  education  which  are  usually  in- 
cluded in  broad  public  health  programs. 

The  Nebraska  State  Medical  Association, 
in  its  expanded  program,  is  placing  much 
emphasis  on  the  extension  of  public  health 
in  this  State.  The  members  of  the  Public 
Health  Committee  are  happy  to  do  their 
part  to  accomplish  these  objectives.  With 
your  cooperation  and  assistance,  I am  sure 
we  can  show  the  citizens  of  Nebraska  that 
the  members  of  this  association  are  inter- 
ested in  their  environmental  sanitation,  the 
control  of  preventable  diseases  and  a posi- 
tive health  program  for  all. 

Last  week  I attended  a 5-State  Health 
Council  meeting  in  relation  to  public  health 
units.  A Citizens’  Committee  that  worked 
on  that  emphasized  over  and  over  the  need 
for  the  active  participation  of  the  organized 
medical  groups  and  individual  physicians  in 
all  health  program  planning.  In  the  resolu- 
tions of  the  Nebraska  team,  a copy  of  which 
has  been  sent  to  the  President  of  the  Ne- 
braska State  Medical  Association,  your  par- 
ticipation and  support  was  requested  in  pro- 
moting a progressive  health  program  for 
Nebraska. 

I’d  like  to  read  the  resolutions  of  that 
team  to  give  you  some  of  the  viewpoints  of 
the  lay  group : 
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“The  Nebraska  Team  of  the  5-State  Regional 
Conference  on  Local  Health  Units,  being  duly  con- 
vened for  the  purpose  of  presenting  a planned  ap- 
proach to  the  development  of  local  health  depart- 
ments for  the  State,  offers  the  following  resolutions: 
“Be  It  Resolved: 

1.  That  there  be  a reorganization  of  the  Ne- 
braska Health  Planning  Committee  and  that  mem- 
bership be  open  to  all  interested  organizations. 

2.  That  the  reorganized  State  Health  Planning 
Committee  promote  and  develop  local  Health  Coun- 
cils. 

3.  That  we  request  the  Nebraska  State  Medical 
Association  to  actively  assist  the  State  Health  Plan- 
ning Committee,  as  a citizens  committee  in  develop- 
ing a progressive  health  program  for  the  State  of 
Nebraska. 

4.  That  the  State  Health  Planning  Committee 
give  consideration  to  promoting  legislation  for  the 
organization  of  a State  Board  of  Health. 

5.  That  the  State  Department  of  Health  and  the 
State  Health  Planning  Committee  make  a detailed 
plan  for  the  establishment  of  local  health  depart- 
ments for  the  whole  State.” 

The  Public  Health  Committee  has  been 
unable  to  make  a detailed  plan  of  a year’s 
program  but  there  are  several  objectives 
toward  which  we  will  work.  We  will  work 
closely  with  the  other  committees  of  the 
Expanded  Program  to  help  bring  the  pro- 
gram to  its  fruitful  goal.  We  plan  to  work 
actively  with  the  citizen  groups  to  help 
solve  the  public  health  problems  in  their 
communties.  We  will  cooperate  with  the 
State  and  local  health  departments  in  sur- 
veys to  determine  the  incidence  of  certain  of 
the  more  important  communicable  diseases. 

Much  needs  to  be  done  in  Nebraska  to 
improve  the  sanitation  of  food  handling.  A 
greatly  improved  milk  supply  is  needed 
for  a large  portion  of  the  State.  The  en- 
vironmental sanitation  of  both  the  urban 
communities  and  farm  homes  can  be  im- 
proved greatly  if  we  show  the  need  and  the 
way.  Very  few  communities  have  ordinances 
that  define  good  milk.  The  program  of  the 
Lincoln  Health  Department  for  the  develop- 
ment of  Grade  A milk  has  produced  a great 
deal  more  Grade  A milk  but  often  after  we 
have  developed  Grade  A farms,  the  supply  is 
diverted  to  other  smaller  cities  in  the  area. 
That  is  all  right  with  us,  too,  because  it  is 
giving  more  people  a good  milk  supply. 

Individual  physicians  as  well  as  the  county 
societies  are  urged  to  discuss  their  public 
health  problems  with  the  committee,  and 
call  on  us  for  any  help  that  we  can  give 
them  to  solve  the  public  health  problems  in 
their  community. 


We  urge  you  to  go  back  to  your  individual 
communities  and  look  at  the  problems  that 
may  be  there  that  you  may  have  not  thought 
of  before.  How  good  is  youy  water  supply? 
How  good  is  your  food  handling?  How  good 
is  your  pest  control,  your  garbage  collection, 
all  points  of  environmental  sanitation.  After 
you  have  discovered  the  deficiency  start  do- 
ing something  about  it. 

The  State  Health  Department  will  be 
glad  to  help  you.  Your  Public  Health  Com- 
mittee of  the  Association  is  available  to  give 
whatever  help  we  can. 


CHAIRMAN  ROGERS:  The  next  point  of  our 

8-point  program  has  to  do  with  a self-disciplinary 
effort.  Dr.  Morris  Neilsen  was  supposed  to  be  here 
and  discuss  this  particular  part  of  our  program 
and  where  he  went  to  I do  not  know.  I will  do  the 
best  I can  to  tell  you  a bit  about  this  part  of  the 
Expanded  Program  which  has  to  do  with  an  effort 
at  self-discipline. 

MORRIS  NEILSEN  (Blair) : For  a long 
time  all  of  us  have  thought  about  self  dis- 
cipline. Not  until  the  President  of  our 
United  States  and  many  others  have  been  so 
critical  of  us  have  we  felt  that  we  just  must 
do  something  about  it.  The  man  in  the 
street,  who  is  the  final  judge  and  who  is 
carrying  the  ball  and  is  the  real  fellow  we 
are  interested  in,  has  a feeling  that  there 
are  a good  many  doctors  who  are  pretty  bad. 
We  know  what  he  thinks.  The  man  on  the 
street  usually  thinks  that  he  personally  has 
a good  doctor;  at  least  his  doctor  is  as  good 
a doctor  when  he  is  sick  as  he  can  find  to 
take  care  of  him,  but  he  doesn’t  think  too 
favorably  about  the  doctors  as  a whole. 

That  is  a very  important  point,  and  he 
judges  the  doctors  as  a whole  by  what  one 
individual  doctor  does,  and  not  infrequently 
the  doctor  who  influences  him  tremendously 
is  the  one  who  overcharges.  Probably  one 
or  two  per  cent  of  the  doctors  do  frequently 
overcharge  patients.  We  have  to  admit  that 
some  doctors  do  not  hesitate  to  ask  their  pa- 
tients to  pay  fees  that  make  it  necessary  for 
the  family  to  make  a great  sacrifice. 

Some  of  that  overcharging — or  much  of 
it  — is  entirely  unnecessary.  Something 
should  be  done  about  it  because  the  medical 
profession  stands  to  suffer  tremendously  if 
we  don’t  do  something  about  it. 

There  are  other  self-disciplining  measures 
that  we  need  to  take.  Almost  every  one  of 
us  has  something  in  mind  that  some  doctor 
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did  we  think  was  bad.  Yet  we  have  no  ma- 
chinery to  do  anything  about  it.  Maybe  it 
was  bad  and  maybe  it  wTasn’t.  It  has  never 
been  aired. 

You  can  go  down  the  line  and  cite  ex- 
amples, but  we  all  come  to  the  same  conclu- 
sion— that  we  should  have  some  method  of 
tackling  this  self -disciplinary  problem.  If 
we  don’t  do  something  about  it,  the  govern- 
ment is  probably  going  to  do  it  for  us  and 
here  is  our  plan  and  here  is  what  we  hope 
will  be  beneficial  in  this  respect. 

We  are  not  going  out  on  an  uncharted 
sea.  Other  medical  groups  have  done  some- 
thing about  self-discipline  and  we,  to  a large 
extent,  have  been  guided  by  their  experi- 
ences. Probably  the  outstanding  one  is  the 
Colorado  Self-Disciplinary  Committee.  It  has 
been  in  operation  for  well  over  a year  and  I 
am  sure  the  doctors  in  Colorado  feel  that  one 
of  the  best  things  their  Association  has  ever 
done  was  to  establish  a system  of  self-dis- 
cipline. 

In  Detroit,  in  Wayne  County,  Michigan,  I 
understand  they  also  have  a system  of  self- 
discipline  which  is  very  satisfactory.  The 
same  is  true  for  Minnesota.  Our  system  as 
worked  out  by  the  Planning  Committee  and 
as  adopted  by  the  House  of  Delegates  pro- 
vides this: 

That  the  self-disciplinary  effort,  so  far  as 
our  Association  is  concerned,  is  an  activity 
of  the  Council,  in  which  the  Constitution  and 
By-Laws  rightly  place  it.  So  we  have  pro- 
vided that  the  Council  shall  elect  a Council 
on  Professional  Ethics — that  was  the  name 
finally  decided — to  consist  of  five  members, 
one  to  be  elected  each  year. 

This  Council  wall  receive  from  anyone 
complaints  in  regard  to  any  doctor  in  the 
State  of  Nebraska.  This  Council  will  in- 
vestigate or,  through  their  agents,  will  have 
investigated  these  various  complaints  and 
then  will  deliberate  on  the  merits  of  the 
case.  This  Council  of  five  members  will  then 
dispose  of  the  case  in  one  of  five  wTays : 

1.  They  may  dismiss  the  case  as  being 
one  with  insufficient  grounds  for  complaint; 

2.  If  there  seems  to  be  a question  as  to 
whether  the  doctor  has  done  a little  wrong 
or  probably  the  person  making  the  com- 
plaint is  unfair,  they  will  attempt  to*  bring 
about  an  understanding  between  the  two  and 
it  is  in  this  particular  group  which  makes 


up  the  large  number  of  the  complaints  in 
Colorado,  where  Colorado  feels  they  have 
been  able  to  do  the  most  good.  They  called 
attention  of  many  doctors  to  the  fact  that 
patients  are  complaining  about  them  and  the 
doctor  didn’t  even  know  it,  and  they  have 
explained  to  patients  that  the  things  the 
doctors  are  doing  are  really  all  right  and  ex- 
plained to  the  patient  why,  and  they  feel 
that  in  that  particular  group  a great  deal  of 
good  has  been  done. 

3.  The  third  method  of  disposal  would  be 
to  suggest  to  the  doctor  that  he  change  his 
ways  so  that  criticism  directed  at  him  which 
seems  to  be  quite  justified  does  not  recur 
and  does  not  bring  the  whole  profession  into 
dsirepute. 

4.  There  may  be  a few  cases  with  com- 
plaints of  a more  serious  nature  upon  which 
the  Council  on  Professional  Ethics  may  have 
to  sit  as  a grand  jury.  Supposing  that  a doc- 
tor has  refused  to  make  night  calls  and  has 
done  a number  of  other  things  repeatedly 
so  that  people  have  complained  about  him. 

They  call  the  doctor  in  and  say,  “Now  this 
should  not  go  on  this  way.”  And  the  doctor 
says,  “This  is  my  business.  I will  do  as  I 
please.”  The  Council  on  Professional  Ethics 
can’t  do  anything  with  him.  A few  months 
later  complaints  against  this  doctor  reappear 
and  it  is  believed  the  people  in  his  com- 
munity are  judging  us  all  rather  badly  be- 
cause of  what  this  one  person  is  doing. 

It  can  call  him  in  again  and  inform  him 
that  this  is  being  referred  to  the  Council  of 
twelve  members  that  we  have  now,  one  from 
each  District.  The  Council  can  set  up, 
through  the  county  society,  machinery  that 
would  remove  his  membership  in  the  Asso- 
ciation. We  feel  that  if  any  doctor  in  the 
State  is  called  in  by  a group  of  doctors  such 
as  were  elected  this  morning — and  it  is  re- 
peatedly brought  to  his  attention  and  he 
refused  to  do  anything  about  it,  and  if  then 
he  was  called  before  the  Council  of  the  State 
Association  it  is  not  likely  that  he  would  con- 
tinue to  carry  on  the  practice  of  medicine  in 
Nebraska  without  mending  his  ways. 

So  it  is  a potent  piece  of  machinery.  It 
has  failed  to  function  in  the  past,  I believe, 
because  the  Council  and  the  group  within  the 
county  society  just  did  not  want  to  do  any- 
thing about  somebody  who  lived  in  their 
home  town.  Here  it  is  done  on  the  State 
level. 
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5.  Suppose  we  have  an  even  more  serious 
charge,  we  will  say  illegal  operations,  and 
we  feel  that  the  doctor’s  license  should  be 
revoked.  The  only  way  of  revoking  a license 
in  the  State  of  Nebraska  is  that  the  Director 
of  Health  of  the  State  of  Nebraska  can  have 
a hearing  and  if  in  his  judgment  the  license 
should  be  removed,  he  has  authority  to  re- 
voke the  license. 

I have  talked  with  Dr.  Petty,  the  State  Di- 
rector of  Health,  about  this  and  it  is  easy 
to  see  that  if  someone  should  have  his  license 
revoked  Dr.  Petty  is  hardly  in  a position  to 
go  out  and  instigate  a hearing  of  his  own. 
Every  one  will  come  and  support  any  scoun- 
drel that  is  about  to  have  his  license  re- 
voked. Nobody  will  appear  against  him. 

But  with  this  machinery,  with  this  group 
of  five  doctors  elected  for  the  purpose,  they 
go  to  Director  of  Health  and  say,  “Here  are 
the  facts.  This  man  has  been  doing  these 
illegal  operations.  The  Director  of  Health,  I 
am  sure,  would  be  eager  to  have  a hear- 
ing and  with  this  powerful  bit  of  evidence 
which  is  the  voice  of  1,200  doctors  in  the 
State  of  Nebraska  saying,  “This  man  has 
been  doing  illegal  operations.  We  know  it. 
His  license  should  be  revoked,”  the  Director 
and  the  Governor  have  no  way  to  turn  ex- 
cept to  revoke  the  license. 

Those  are  the  five  methods  of  disposing  of 
a case  in  which  charges  are  filed  against  the 
doctor. 

This  Council  also  takes  care  of  complaints 
between  doctors  themselves.  We  went  to 
Colorado  to  see  what  we  could  find  out  about 
their  efforts.  We  talked  to  a doctor  in  a 
little  town.  Here  is  what  he  told  us:  “This 
self-disciplinary  system  is  really  wonderful. 
In  our  community  here  we  had  six  doctors, 
three  of  us  were  on  one  side  during  the  war 
and  three  on  the  other  side.  If  I went  out 
of  town  those  three  said  bad  things  about 
me  to  their  patients  and  to  mine  and  when 
he  left,  I got  even  with  him.  We  were  all 
in  favor  of  this  self-disciplinary  project  and 
about  a week  or  two  after  it  went  into  effect 
we  sat  with  a group  of  doctors  of  the  finest 
type  in  the  whole  State  of  Colorado.  After 
about  an  hour  it  dawned  on  them  that  they 
were  just  making  fools  of  themselves  so  they 
all  went  down  to  the  hotel  and  had  dinner. 
They  concluded  that  there  was  no  ground 
for  their  misunderstanding. 

There  is  no  question  but  what,  in  the 
State  of  Nebraska,  there  are  many  ex- 


amples of  misunderstandings  that  have  been 
brooded  over,  turned  over;  you  think  the 
doctor  in  the  next  town  is  unfair  and  he 
thinks  you’re  unfair  whereas  if  you  got  the 
facts  and  had  a neutral,  impartial  group  to 
talk  it  over  with  you,  most  of  the  difficulties 
could  be  solved. 

This  machinery  has  been  set  up.  The 
Council  has  been  elected  and  announced: 

Dr.  Morris  Neilsen  of  Blair,  Dr.  R.  J. 
Kleyla  of  Omaha,  Dr.  George  Charlton  of 
Norfolk,  Dr.  C.  F.  Heider  of  North  Platte, 
and  Dr.  Karl  S.  J.  Hohlen  of  Lincoln. 


CHAIRMAN  ROGERS:  Then  the  next 

part  of  our  Expanded  Program  has  to  do 
with  Continuous  Economic  Research.  The 
Planning  Committee  would  have  the  job  of 
setting  up  in  the  State  office  a system  and 
a method  whereby  we  would  collect  informa- 
tion and  digest  that  information,  organize  it 
and  try  to  get  at  the  facts.  I have  been  in 
the  House  of  Delegates  for  a long  time  and 
had  a number  of  other  offices  and  I know 
that  in  the  past  our  Association  has  time 
and  again  been  influenced — I think  unduly — 
by  the  impression  that  some  one  has.  We 
have  always  been  long  on  impression  and 
short  on  facts. 

Just  as  an  example,  the  other  day  in  the 
House  of  Delegates  someone  expressed  very 
strongly  the  opinion  that  the  Medical  Schools 
were  not  graduating  enough  doctors ; we  had 
to  have  a lot  of  doctors  to  get  into  the  rural 
areas.  Someone  else,  almost  equally  firmly, 
thought  that  we  had  plenty  of  doctors.  It 
was  a matter  of  distribution. 

There  is  an  example  of  impressions.  The 
facts  were  not  known.  Neither  one  of  the 
speakers  knew  how  many  doctors  we  had, 
how  many  they  were  graduating  or  what  the 
need  was.  One  can  go  on  and  on  and  on. 
There  are  an  endless  number  of  activities 
and  interests  that  our  Association  must 
have  and  if  we  are  going  to  act  wisely,  we 
must  act  on  facts  and  not  on  impressions. 
This  Committee  would  then  accept  the  re- 
sponsibility of  digging  out  the  facts.  There 
are  a great  many  of  them  and  from  the  in- 
formation which  they  would  collect  during 
the  year,  they  would  evolve  a plan  for  the 
coming  year. 

The  Planning  Committee  worked  out  this 
plan  and  gave  it  to  the  House  of  Delegates. 
The  House  of  Delegates  altered  it  in  some 
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respects  and  passed  it.  It  is  now  the  plan 
for  next  year  and  it  becomes  the  duty  of  the 
various  officers  and  committees  to  carry  it 
out. 

The  same  thing  will  be  repeated  annually. 
This  Committee  on  Economic  Research  will 
constantly  study  the  problems  that  arise  in 
the  State,  digest  them,  and  from  the  in- 
formation wTill  evolve  a plan  for  the  next 
year,  which  would  go  to  the  Council,  to  the 
House  of  Delegates,  be  either  altered,  re- 
jected or  passed  by  the  House  of  Delegates, 
but  from  the  House  of  Delegates,  where  all 
authority  rests,  will  come  a plan  for  the  com- 
ing year  and  the  machinery  then  is  kept  cor- 
related, up  to  date,  problems  are  constantly 
being  studied.  This  is  a tremendously  im- 
portant activity  for  the  State  Association 
to  go  into. 

The  fifth  point  of  the  Expanded  Program  has  to 
do  with  continuous  scientific  education.  In  the  past 
we  have  had  a speakers’  bureau  and  that  speakers’ 
bureau  made  an  effort  to  supply  speakers  to  or- 
ganizations that  wanted  to  have  a program  but  this 
new  committee  would  have  broader  activities.  They 
would  deal  with  the  whole  problem  of  continuous 
scientific  education. 

Dr.  Calhoun  will  be  chairman  of  that  committee 
and  will  talk  to  you  about  that  particular  part  of 
the  program. 


0.  V.  CALHOUN,  M.D.  (Lincoln)  : Chair- 
man Rogers,  I haven’t  had  much  of  a chance 
to  go  into  this  problem  as  to  what  is  ex- 
pected of  the  Chair  of  your  Continuous  Scien- 
tific Education  Plan  for  this  coming  year. 
Last  year  I was  Chairman  of  the  Speakers’ 
Bureau  and  we  made  a survey  as  to  the  need 
for  speakers  in  the  various  parts  of  the 
State,  mainly  for  your  county  medical  so- 
cieties. The  information  obtained  was 
rather  interesting. 

Many  of  the  smaller  societies  farthest  re- 
moved in  the  State  thought  it  was  imprac- 
tical to  ask  a man  to  come  two  or  three  hun- 
dred miles  to  address  a small  group  of  three 
or  four  up  to  a half  dozen  doctors.  I think 
that  some  arrangements  can  be  made  where- 
by we  can  have  a group  meeting  and  afford 
to  put  on  the  type  of  meeting  that  you  would 
enjoy  and  something  that  would  be  of  sub- 
stantial benefit  to  you. 

There  is  also  a plan  under  way  to  try  to 
get  a group  of  men  in  the  State  who  would 
be  interested  and  who  would  go  out  in  vari- 
ous parts  of  the  State  to  put  on  scientific 
programs.  There  has  been  a question  of  how 
best  to  approach  that  objective  and  I think 


probably  we  will  try  to  get  letters  to  all 
members  in  the  State  and  ask  them  what 
their  particular  subjects  might  be,  and  if 
they  would  take  the  time  to  put  on  a paper 
several  times  a year,  how  far  they  would 
go,  what  time  of  year  they  would  like  to  go, 
and  so  on. 

If  we  could  get  that  information  together 
and  mimeograph  that  and  send  it  to  the  Sec- 
retaries of  the  County  Medical  Societies  and 
give  them  a choice  of  the  programs  that 
they  would  like  to  hear,  that  is  one  of  the 
possibilities  that  this  committee  has  under 
consideration. 

As  you  know,  in  many  States  of  the  Middle 
West  they  have  a continuous  educational 
program  which  is  put  on  through  the  medical 
schools  and  various  refresher  courses  are  put 
on  in  different  branches  of  medicine.  I 
think  that,  too,  has  possibilities — that  a 
week’s  course  in  obstetrics,  gynecology, 
medicine,  surgery,  orthopedics  or  whatever 
the  particular  interest  might  be,  would  be  a 
very  worth  while  project. 

This  fits  in,  too,  with  your  State  medical 
program,  fits  in  to  a minor  degree  with  the 
Mid-West  program  in  encouraging  the  at- 
tendance at  those  meetings  as  well  as  the 
local  scientific  groups. 

Then  of  course  we  could  go  on  further  and 
get  into  the  lay  groups  to  disseminate  in- 
formation through  each  one  of  the  county 
medical  societies. 

I can  see  a tremendous  amount  of  work  for 
this  committee.  It  is  going  to  take  time  and 
effort  and  it  will  require  the  help  of  many 
people  so  that  if  you  do  get  some  question- 
naires from  this  committee,  if  you  will  sup- 
port us,  I am  sure  that  we  can  advance  the 
general  scientific  information  to  our  group 
as  a whole  and  I think  we  will  all  profit  by 
it. 


CHAIRMAN  ROGERS:  At  this  time  we  have  a 
few  minutes  set  aside  for  Dr.  Morgan  to  say  a few 
words  about  the  Foundation. 

THE  NEBRASKA  MEDICAL  FOUNDATION 

H.  S.  MORGAN,  M.D.  (Lincoln) : The  Ne- 
braska Medical  Foundation  is  approximately 
one  year  old.  It  was  created  by  an  act  of 
your  House  of  Delegates  at  the  last  annual 
session.  During  the  intervening  year  we 
have  spent  the  time  in  perfecting  the  or- 
ganization and  in  electing  the  lay  members 
of  the  Board  of  Trustees. 
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I have  in  my  hand  the  brochure,  the  first 
information  that  you  will  receive  from  the 
Foundation.  This  is  coming  off  the  press 
this  week.  It  contains  very  concisely  the 
important  points  of  the  Foundation.  In  this 
brochure  you  will  also  find  that  there  is  a 
card. 

Before  we  can  legitimately  solicit  large 
donations  from  manufacturers,  foundations 
and  other  interested  groups,  there  must  be 
100%  cooperation  from  the  medical  profes- 
sion, from  the  doctors  themselves  here  in 
Nebraska.  To  that  purpose,  before  the  end 
of  the  month,  an  intensive  100%  campaign 
for  donations  from  the  medical  profession 
will  be  inaugurated.  I hope  that  you  will 
all  bear  this  in  mind. 

Those  to  whom  medicine  has  been  gener- 
ous in  turn  should  be  generous  to  the  Foun- 
dation either  in  direct  gifts  or  through  an 
insurance  policy  or  their  remembrance  of 
the  Foundation  in  their  estates. 

There  are  other  members  of  the  medical 
profession  in  the  State  who  are  relatively 
young  in  the  practice  of  medicine.  We  do 
not  expect  them  nor  do  we  anticipate,  per- 
haps, that  they  will  contribute  in  exactly  the 
same  proportion  as  those  of  the  older,  better- 
established  colleagues ; but  they  can  con- 
tribute something. 

At  the  end  of  a month  of  this  campaign, 
I hope  to  be  able  to  proudly  go  to  commercial 
organizations,  foundations  and  other  large 
givers  and  say,  “The  medical  profession  in 
the  State  of  Nebraska  has  contributed  100% 
to  the  objectives  of  the  Foundation.” 

When  this  booklet  comes  to  you,  please 
look  it  over  and  read  it  carefully.  It  will  be 
also  distributed  at  the  same  time  to  every  at- 
torney in  the  State  of  Nebraska,  to  every 
newspaper  editor  and  publisher  as  well  as 
the  trust  officers  of  the  various  financial 
institutions  in  the  State. 

I plead  for  that  100%  donation. 


CHAIRMAN  ROGERS:  The  last  point  of  our  8- 
point  program  has  to  do  with  the  fee  schedule. 
Dr.  Neilsen,  would  you  care  to  discuss  this  fee 
schedule  ? 

THE  FEE  SCHEDULE 

MORRIS  NEILSEN,  M.D.  (Blair)  : This 

fee  schedule  was  first  introduced  with  the 
idea  of  trying  to  accommodate  a request  of 
the  Veterans’  Administration  which  asked 
the  Nebraska  State  Medical  Association  to 


formulate  a schedule  of  fees  that  would  be 
commensurate  with  their  needs  and  desires, 
to  which  they  would  agree  to  subscribe  and 
abide  by  when  it  was  completed. 

As  is  true  in  a good  many  instances  when- 
ever you  have  to  do  with  the  government, 
you  have  to  do  with  many  uncertain  and  in- 
definite situations  because  somebody  will 
tell  you  and  promise  you  one  thing  and  you 
think  you’ve  got  everything  ironed  out; 
then  they  say,  “Well,  we  have  to  send  this 
in  to  Washington,  and  regardless  of  what 
we  told  you  we  would  do,  we  find  that  we  are 
not  in  position  to  do  it  unless  you  change 
this  or  that.” 

I am  sure  there  is  no  one  here  who  but  at 
some  time  or  other  has  had  the  distressing 
and  disturbing  conflict  in  collection  of  fees 
for  services  rendered  to  different  govern- 
mental agencies  — not  alone  the  Veterans’ 
Administration  but  all  the  way  along  the 
line. 

Your  Planning  Committee  worked  diligent- 
ly and  hard  to  establish  a fee  system  that 
we  thought  would  be  fair  to  the  department 
and  to  the  physician  alike.  No  question  has 
come  before  the  Planning  Committee  that 
has  required  as  many  different  sessions  or 
as  many  different  meetings  as  have  been 
necessary  to  establish  this  fee  schedule.  Not 
only  did  we  have  to  deal  with  the  Veterans’ 
Administration  representatives  who  came 
here,  but  we  had  to  deal  with  the  different 
specialties,  different  organizations  and 
branches  of  medicine,  and  many  of  those 
were  definitely  confusing. 

They  would  come  to  us  with  a certain 
schedule  that  they  would  like  to  have  put 
forth  and  we  would  agree  to  it,  establish  the 
net  rate,  and  then  they  would  have  another 
meeting  and  somebody  would  say,  “That 
isn’t  enough,”  over  on  this  side,  and  the 
other  would  say,  “Well,  it’s  too  much,”  on 
that  side,  “It  should  be  adjudicated  and  bal- 
anced up.” 

Then  they’d  appoint  a committee  of  one 
to  appear  before  the  Planning  Board  and 
ask  them  to  make  these  changes.  These 
changes  have  been  made,  we  have  juggled 
them  backward  and  forward  and  the  thought 
has  occurred  to  the  Planning  Board  that  if 
they  could  only  make  up  their  minds  as  to 
what  they  wanted,  we  would  be  very  glad 
to  cooperate  with  them  and  establish  some- 
thing to  their  liking. 
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But  the  particular  thing  we’d  like  to  call 
to  your  attention  is  Dr.  Rogers’  idea  of  this 
unit  system  of  establishing  this  fee  schedule. 
You  will  note  that  it  is  all  based  upon  differ- 
ent value  of  these  units  whereby,  in  an  eco- 
nomic upheaval  or  a situation  of  a crop  fail- 
ures or  something  which  might  develop  in  a 
community  where  it  would  be  impossible  for 
people  of  our  section  of  the  country  to  pay 
these  fees,  instead  of  upsetting  the  entire 
schedule — that  is,  the  different  individual 
fees — it  would  be  easy  to  determine  what  the 
value  of  the  unit  should  be  and  the  fees 
could  thereby  easily  be  adjudicated.  Then 
we  have  simply  to  raise  the  value  of  the 
units  again  whenever  rehabilitation  oc- 
curred, re-establishment  of  the  economic 
situation. 

But  we  do  feel  that  this  is  not  a criterion 
for  you  to  establish  your  fees  for  your 
services  as  private  individuals  to  your  pri- 
vate patient.  It  is  simply  a guide,  a rule 
that  should  prevail  among  governmental 
agencies.  By  so  doing,  we  find  that  as  far 
as  we  have  gone  we  have  still  not  been  able 
to  establish  a complete  accord  with  the  Vet- 
erans’ Administration.  But  the  Workmen’s 
Compensation  and  the  Old  Age  Assistance 
people  have  been  well  pleased  with  the  re- 
sults of  the  deliberations  of  this  body. 

We  stand  ready  at  all  times  to  cooperate 
with  the  physicians  and  if  there  is  anything 
in  the  world  that  you  would  like  to  have  us 
include,  all  you  have  to  do  is  to  get  in  con- 
tact with  us. 

I do  know  that  the  aim  and  purpose  of  this 
body  was  simply  to  establish  a fee  schedule 
that  would  be  comparable  to  what  other 
States  have — and  by  the  way,  ours  is  a good 
one.  It  has  established  fees  there  that  are 
ahead  of  some  other  States  and  in  general  it 
may  be  said  that  the  services  are  well  paid 
for  in  the  State  of  Nebraska  according  to 
this  prospective  fee  schedule. 


CHAIRMAN  ROGERS:  I feel  that  I should  an- 

nounce the  other  members  of  our  Planning  Com- 
mittee. We  have  received  a good  deal  of  credit, 
probably  more  credit  than  we  really  deserve.  I 
doubt  that  we  worked  as  hard  as  Dr.  McCarthy 
said  we  did.  The  members  of  our  committee  are: 
Dr.  F.  G.  Dewey,  Coleridge;  Dr.  Morris  Neilsen, 
Blair;  Dr.  A.  B.  Anderson,  Pawnee  City;  Dr.  A. 
J.  Offerman,  Omaha,  and  myself. 

One  other  thing  I should  mention  is  that  the 
necessary  revisions  to  the  by-laws  in  order  to  put 
this  program  into  effect  have  been  made  and  this 
program  is  now  in  the  hands  of  these  various  com- 


mittee members  and  is  no  longer  a baby  of  the 
Planning  Committee. 

Before  closing  I think  we  should  hear  from  our 
Executive  Secretary. 

EXECUTIVE  SECRETARY  SMITH:  I 

am  sure  you  will  recognize  immediately  that 
we  have  a very  ambitious  program  laid  out 
for  us  and  that  the  Planning  Committee 
has  really  done  an  enormous  amount  of 
work.  I can  say  that  honestly  because  we 
have  had  much  of  that  work  going  through 
the  Headquarters  Office. 

Now  to  put  this  program  into  operation, 
under  the  direction  of  the  Board  of  Trustees 
and  with  the  cooperation  of  the  Planning 
Committee,  we  have  made  a few  changes  in 
the  Headquarters  Office.  We  have  moved 
to  larger  quarters.  We  have  almost  twice 
as  much  space  in  the  Sharp  Building  at  Lin- 
coln, because  we  expect  to  add  to  the  per- 
sonnel of  the  Headquarters  to  take  care  of 
these  jobs.  We  want  every  one  of  you  to 
feel  that  1315  Sharp  Building  at  Lincoln  is 
your  Headquarters  Office.  We  like  to  have 
you  come  in  and  visit  with  us  when  you 
come  to  Lincoln.  I think  if  every  doctor  in 
the  State  could  come  to  our  office  and  spend 
a day  or  so  there  and  see  what  we  are  doing, 
you  would  all  feel  you  are  getting  a little 
more  for  your  money,  perhaps,  and  we  want 
you  to  feel  that  way. 

When  we  started  to  select  an  executive  as- 
sistant or  an  Assistant  Executive  Secretary, 
(the  official  title  that  we  have  adopted  is 
Executive  Assistant),  we  searched  the  field 
quite  carefully  because  we  didn’t  want  to 
make  a mistake.  We  wanted  to  get  the 
right  man  the  first  time,  if  we  possibly 
could.  The  young  man  I am  going  to  intro- 
duce to  you  is  the  result  of  that  selective 
search. 

Mr.  Sidney  R.  Bradley  is  a graduate  of 
the  University  of  Nebraska  with  a major  in 
journalism.  He  has  had  some  newspaper 
experience.  He  has  had  some  radio  experi- 
ence and  we  think  that  he  is  going  to  de- 
velop into  a very  high  class  representative  of 
the  Nebraska  State  Medical  Association. 

We  have  a very  ambitious  program  and  a 
tremendous  job.  We  are  going  to  do  our 
part  of  it  in  the  Headquarters  Office.  We 
are  willing  to  work  night  and  day  and  we  are 
spending  your  money.  Your  dues  have  been 
raised  to  finance  this  program,  and  it  does 
cost  money.  However,  there  is  only  one  way 
in  which  this  program  can  succeed;  no  mat- 
ter how  hard  we  work  at  the  central  office, 
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it  can  succeed  only  with  the  very  close  and 
willing  cooperation  of  every  individual  doctor 
in  the  State  of  Nebraska. 

By  “cooperation”  I mean  something  like 
this:  We  are  going  to  be  asking  you  to  do 
many  things.  We  are  going  to  be  asking  the 
Secretaries  of  the  County  Societies  to  do 
some  things  and  we  hope  that  from  now  on 
when  a County  Society  Secretary  is  elected 
that  you  will  select  a man  who,  you  feel, 
will  do  a good  job  as  Secretary.  We  hope 
that  the  old  practice  of  selecting  a man  as 
Secretary  just  because  he  isn’t  at  the  meet- 
ing that  night  might  be  discontinued  be- 


cause you  are  going  to  be  hearing  from  us 
and  we  hope  that  we  will  have  your  help  all 
along  the  line. 

/ 

I’d  like  to  say  the  same  thing  about  the 
President  of  your  County  Societies.  He 
should  be  a man  who  is  elected  because  he 
seems  qualified  for  that  post  and  because  he 
is  interested  in  it  and  is  willing  to  work  at 
the  job. 

I want  to  assure  you  that  you  can  depend 
upon  your  Headquarters  Staff  to  do  every- 
thing possible,  everything  within  our  power, 
to  make  this  program  a success. 


* ❖ * 


Brucella  Suis  Treated  Successfully 
with  Streptomycin 

DONALD  T.  KELLEY,  M.D. 

Osceola,  Nebraska 

Report  of  a Case 


This  paper  is  not  presented  as  a claim  to 
any  originality  in  the  treatment  used,  but  is 
prompted  by  the  fact  that  it  deals  with  a 
problem  common  to  many  of  us  in  the  State. 

C.  J.,  a 34-year-old  white  farmer,  was  first  seen 
in  the  office  on  August  12,  1948,  complaining  of 
chills,  fever,  malaise,  occipital  headache,  and  gen- 
eralized somatic  pains  for  a period  of  approximately 
six  weeks.  The  onset  of  these  symptoms  was 
quite  sudden,  being  initiated  by  a sudden  chill  fol- 
lowed by  a very  severe  occipital  headache.  The 
following  day,  the  patient  noted  a temperature  of 
104  degrees;  this  fever  persisted  for  several  days. 
From  that  time  on,  the  patient  became  aware  of  the 
fact  that  his  chills  and  fever  would  occur  every 
third  day,  would  persist  for  about  seventy  two 
hours,  and  then  subside.  During  this  period,  his 
temperature  would  range  between  100  and  104, 
the  peak  usually  occuring  during  the  early  eve- 
ning. While  in  this  febrile  period  he  would  suffer 
an  exacerbation  of  all  his  symptoms,  but  would 
feel  quite  well  during  the  time  that  his  tempera- 
ture was  normal.  There  had  been  -no  significant 
weight  loss,  and  his  past  and  family  histories  were 
noncontributory. 

Examination  revealed  a well-developed,  well- 
nourished  male,  without  evidence  of  pain.  Temper- 
ature was  98.7,  and  a complete  physical  examina- 
tion failed  to  reveal  any  significant  abnormalities; 
the  red  blood  cell  count,  the  white  blood  cell  count, 
the  differential,  and  the  sedimentation  rate  were 
well  within  normal  limits.  The  blood  serology  was 
negative  and  the  urinalysis  was  normal.  An  antero- 
posterior view  of  the  chest  disclosed  nothing  note- 
worthy. Accordingly,  agglutinations  were  run  for 


B.  typhosus,  S.  paratyphi,  S.  schottmulleri,  B. 
melitensis,  B.  abortus,  and  B.  suis.  A positive  titer 
of  1-1800  was  obtained  for  B.  suis. 

In  view  of  this  finding,  the  patient  was  given 
an  initial  dose  of  seven  and  one  half  grains  of 
Streptomycin  and  sixty  grains  each  of  Sulfadiazine 
and  sodium  bicarbonate.  Following  this  initial  dos- 
age, he  received,  for  a period  of  fourteen  days, 
seven  and  one  half  grains  of  Streptomycin  every 
six  hours  and  fifteen  grains  each  of  Sulfadiazine 
and  sodium  bicarbonate  every  four  hours.  The  pa- 
tient remained  ambulatory  throughout  the  entire 
treatment,  returning  to  the  hospital  every  six 
hours  for  his  injection.  Repeated  blood  counts 
every  third  day  showed  no  significant  changes,  and 
the  patient  exhibited  no  side  reactions  except  for  a 
slight  tingling  sensation  of  the  tongue  and  tinnitus, 
both  of  which  were  noticed  the  third  day  of  treat- 
ment. These  subsided  after  two  days,  and  no  alter- 
ation in  medications  was  necessitated. 

The  striking  feature  in  this  case  is  the 
rapidity  with  which  the  patient  responded 
to  treatment.  The  second  day  of  treatment 
was  the  day  on  which  the  chills  and  fever 
were  due  to  reappear.  These,  however, 
failed  to  appear,  and  the  patient,  from  the 
time  of  his  initial  dosage  of  medication  up 
to  the  present  (over  seven  months),  has 
been  afebrile  and  asymptomatic.  He  has 
experienced  none  of  his  previous  symptoms, 
and  a re-check  agglutination  done  on  Janu- 
ary 18,  1949  revealed  a titer  of  1-400. 
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Entered  at  the  Post  Office  at  Norfolk,  Nebraska, 
as  second  class  matter. 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 


ANNOUNCEMENTS 


The  Board  of  Control  has  adopted  effective  May 
1,  1949,  the  Proposed  Fee  Schedule  for  Govern- 
mental Agencies,  Revised  October  1,  1948,  which 
has  been  developed  by  the  Nebraska  State  Medical 
Association.  Appropriate  notice  has  been  sent  to 
the  County  Departments  of  Assistance  and  Child 
Welfare.  It  is  expected  that  charges  for  medical 
services  to  assistance  recipients  will  be  made  on 
the  basis  of  the  going  rates  in  the  community,  but 
in  no  case  shall  they  exceed  the  rates  established 
by  the  above  fee  schedule. 

The  Department  of  Assistance  and  Child  Welfare 
reports  that  during  the  fiscal  year  1947-1948, 
$1,659,850.14  were  spent  for  medical  care  for  as- 
sistance recipients.  Medical  care  includes  the 
sendees  of  the  physician,  drugs,  hospitalization, 
nursing  home  care  and  nursing  sendees,  dental  care 
and  glasses  for  children  receiving  ADC. 

In  1946,  the  Legislature,  recognizing  the  need, 
provided  that  medical  sendees  for  old  age  assist- 
ance and  blind  assistance  recipients  could  be  paid 
in  excess  of  the  $50.00  maximum  for  individual  as- 
sistance payments.  The  Legislature,  in  1947,  pro- 
vided that  25  percent  of  the  cost  of  such  sendees 
to  old  age  assistance  recipients  should  be  met  from 
county  funds.  They  provided  further  that  the 
county  board  should  authorize  the  securing  of  such 
medical  sendees  before  sendees  were  rendered. 

The  following  figures  point  out  the  costs  of  the 
various  types  of  sendees  rendered  OAA,  BA,  and 
ADC  recipients: 

Total*  $1,659,850.14 

Physicians  Services  312,763.70 

Hospitalization  214,800.13 

Drugs  244,892.51 

Dental  48,841.93 

Other  193.061.79 

Nursing  Home  Care 645,490.08 

Old  Age  Assistance $1,921,947.43 

ADC  111.796.75 

Aid  to  Blind 26,105.96 

Doctors,  hospitals,  druggists,  and  any  others  en- 
gaged in  providing  medical  sendees  to  assistance 
recipients  can  help  materially  in  keeping  the  cost 
of  these  sendees  within  reasonable  bounds.  For 
example,  in  the  prescription  of  drugs,  the  physician 
can  frequently  use  the  less  expensive  drags  which 
have  been  found  to  be  effective  in  the  treatment  of 
certain  diseases.  The  hospitals  can  provide  ward 
space  for  assistance  recipients  at  a cost  less  than 
the  cost  of  a private  room.  The  University  Hos- 
pital, or  other  public  facilities  for  medical  care 
should  be  used  whenever  feasible. 

In  general,  the  medical  program  for  assistance 
recipients  is  "working  well.  While  it  is  recognized 
that  the  costs  of  medical  care,  as  well  as  other 
services,  have  increased  greatly,  the  Department  be- 
lieves that  the  vendors  of  medical  services  who  are 
also  tax  payers,  will  be  concerned.  Their  coopera- 
tion is  needed  and  appreciated. 

Submitted  by, 

Richard  Garlinghouse,  M.D., 

Chairman,  MCH  Committee. 


The  International  College  of  Surgeons,  United 
States  Chapter,  will  hold  its  fourteenth  Annual  As- 
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sembly  and  Convocation  in  Atlantic  City,  New  Jer- 
sey, November  7 to  12. 


The  American  Congress  of  Physical  Medicine  will 
hold  its  twenty-seventh  annual  scientific  and  clin- 
ical session  Sept.  6,  7,  8,  9 and  10,  1949  inclusive,  at 
the  Netherland  Plaza  Hotel,  Cincinnati,  Ohio. 


The  annual  meeting  of  the  American  Board  of 
Obstetrics  and  Gynecology,  Inc.  was  held  in  Chi- 
cago, Illinois,  from  May  8 to  May  14,  1949,  at  which 
time  236  candidates  were  certified. 

New  Bulletins,  incorporating  changes  made  at 
the  recent  meeting,  are  now  available  for  distribu- 
tion upon  application  and  give  details  for  all  new 
regulations. 

The  next  scheduled  examination  (Part  I),  written 
examination  and  review  of  case  histories,  for  all 
candidates  will  be  held  in  various  cities  of  the 
United  States  and  Canada  on  Friday,  February  3, 
1950.  Application  may  be  made  until  November  5, 
1949. 


ORGANIZATION  SECTION 


The  final  sentence  on  the  President’s  Page 
in  the  July  issue  of  the  Nebraska  State  Medi- 
cal Journal  read:  “The  yardstick  of  our  suc- 
cess (against  socialized  medicine)  will  be  a 
measure  of  the  efforts  of  the  members  of 
the  Association,  individually  and  as  a whole.” 
That  statement  sums  up  the  basis  of  the  en- 
tire national  education  campaign  in  the 
struggle  to  void  the  medical  profession  of 
bureaucratic  control. 

A few  doctors  in  the  association  can  do  a 
good  job.  A few  more  doctors  can  do  even 
a better  job.  But  it  will  take  the  full  par- 
ticipation of  every  doctor  to  win  the  fight. 
We’re  outnumbered  and  “outmoneyed.” 
Those  are  the  odds  against  us  even  if  every 
doctor  in  the  state  takes  an  active  part  in 
the  battle. 

To  aid  us  in  our  campaign  against  social- 
ism, the  national  education  directors,  Whit- 
aker and  Baxter,  under  the  supervision  of 
the  A.M.A.  Board  of  Trustees  and  Coordinat- 
ing Committee,  have  produced  a simplified 
blue  print  of  the  campaign  against  compul- 
sory health  insurance.  The  purpose  of  this 
blueprint  is  to  unify  the  efforts  of  each  doc- 
tor— fighting  in  his  own  behalf — and  each 
state  association. 

HIGHLIGHTS  OUTLINED 

Outlined  here  are  the  highlights  of  the 
campaign  as  set  forth  by  the  national  head- 
quarters. Every  physician  who  has  an  in- 


terest in  the  future  of  medicine  should  ac- 
quaint himself  with  this  program. 

There  are  two  major  objectives:  1.  De- 
feating compulsory  health  insurance  now 
and  putting  an  end  to  the  agitation  for  such 
legislation  by  enrolling  people  in  voluntary 
pre-paid  sickness  insurance  plans.  2.  Con- 
duct a broad  public  campaign  with  leaders  of 
all  professions  particiating  — not  just  the 
doctors. 

The  job  at  national  headquarters  is  brok- 
en down  into  several  categories:  1.  Direc- 

tion of  national  planning  and  campaign 
strategy.  2.  Direction  of  the  national  pub- 
licity campaign.  3.  Direction  of  the  national 
organization  endorsement  drive.  4.  Coordi- 
nation of  the  work  in. the  48  states.  5.  Pro- 
duction of  all  basic  campaign  literature. 

6.  Organization  and  direction  of  a national 
speakers  bureau  (part  of  objective  No.  2). 

7.  Direction  of  national  women’s  campaign. 

8.  Cooperation  with  pre-paid  medical  and 
hospital  insurance  companies. 

.j- 

Each  state  has  the  same  job  to  do  on  the 
local  level,  but  with  particular  emphasis  on 
the  following:  1.  State-wide  endorsement 

drive.  2.  Intensive  public  relations  cam- 
paign. 3.  Well  - organized  literature  - dis- 
tributing system.  4.  Carefully- managed 
speakers  bureau. 

WORK  OF  THE  DOCTORS 

Every  one  of  these  points  require  the  as- 
sumption of  responsibility  by  each  doctor 
if  your  association  is  to  conduct  an  intelli- 
gent, hard-hitting  campaign  against  com- 
pulsion. Point  No.  1,  the  state-wide  en- 
dorsement drive,  illustrates  vividly  the  need 
for  full  cooperation  of  all  doctors. 

Several  of  our  representatives  in  Washing- 
ton have  told  us  that  resolutions  and  en- 
dorsements sent  to  them  against  socialized 
medicine  are  of  tremendous  importance. 
They  can  be  used  as  “levers”  on  other  Sen- 
ators and  Congressmen  who  are  “on  the 
fence”  or  undecided  concerning  this  issue. 
Each  Nebraska  doctor  must  take  an  active 
part  in  securing  these  endorsements.  And 
once  secured,  three  copies  of  these  resolu- 
tions should  be  sent  to  the  state  headquar- 
ters, Lincoln,  at  the  same  time  that  the 
copies,  are  sent  to  the  President,  your  Con- 
gressman and  the  two  Nebraska  Senators. 

The  job  of  “paramount  importance”  is  the 
work  done  by  each  individual  doctor.  The 
A.M.A.  and  the  state  and  county  societies 
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can  provide  an  effective  framework  for  the 
campaign,  but  every  doctor  who  values  his 
professional  freedom  needs  to  work  at  keep- 
ing that  freedom  by  “crusading”  every  day 
of  the  week. 

Every  doctor  needs  to  talk  to  every  pa- 
tient who  is  able  to  listen — and  tell  him  the 
truth  about  political  medicine,  how  it  de- 
stroys the  quality  of  medical  care,  how  it 
breaks  down  the  physician-patient  relation- 
ship, how  it  raids  the  pocketbook  of  every 
taxpayer,  and  how  it  threatens  personal  lib- 
erty. That  is  your  job.  It  should  not  be 
taken  lightly! 

DEAD  ON  THE  VINE 

Our  opponents,  the  socializers,  stated  at  a 
congressional  hearing  on  compulsory  health 
insurance,  that  the  medical  profession  in 
America  was  conducting  an  “unethical,  se- 
cret campaign.”  Within  a few  days  after 
this  scurrilous  charge  was  made,  national 
headquarters  sent  this  blue  print  of  the 
A.M.A.’s  campaign  to  every  Senator,  Con- 
gressmen, Cabinet  member  and  many  other 
leaders  in  Washington.  In  all,  15,000  of  the 
blue  prints  were  sent  out.  Needless  to  say, 
the  intent  of  the  charge  “died  on  the  vine.” 

This  is  an  ethical  campaign  in  every  sense 
of  the  word — because  we  are  taking  the  facts 
of  the  case  directly  to  the  people.  Knowing 
these  facts,  they  will  make  the  ultimate  de- 
cision on  whether  or  not  Washington  bureau- 
crats shall  control  our  national  life. 

Clem  Whitaker,  national  education  cam- 
paign director,  has  stated  repeatedly:  “This 
is  the  greatest  opportunity  any  of  us  will 
ever  have  to  play  a vital  role  in  determining 
the  destiny  of  the  American  people.”  That 
is  a challenge  well  worth  accepting. 


REPORT  OF  DELEGATES  OF  THE  NEBRASKA 

STATE  MEDICAL  ASSOCIATION  ON  THE 
A.M.A.  MEETING  IN  ATLANTIC  CITY, 
JUNE  6-9,  1949 

The  transactions  of  the  House  of  Dele- 
gates have  been  published  beginning  with 
the  June  18  issue  of  The  Journal  of  the 
American  Medical  Association,  consequently 
this  reporting  will  be  brief  in  order  to  save 
time  and  space  in  the  Journal. 

An  outstanding  feature  of  the  meeting 
was  the  address  by  President,  Dr.  Roscoe  L. 
Sensenich.  The  first  of  the  four  most  im- 
portant points  in  his  address  dealt  with 
medical  education.  He  stressed  the  chang- 


ing form  of  medical  education  brought  about 
by  the  war  and  post-war  conditions.  Due  to 
such  drastic  changes,  some  schools  are  find- 
ing themselves  in  dire  financial  circum- 
stances. 

Equally  important,  was  his  discussion  on 
the  work  of  the  Council  of  Emergency  Medi- 
cal Service.  This  Committee  has  accom- 
plished much,  and  is  a recognition  for  the 
American  Medical  Association.  The  Asso- 
ciation has  cooperated  with  the  representa- 
tives of  the  Secretary  of  Defense  and  medi- 
cal services  of  the  armed  forces,  having  seen 
the  successful  unification  of  all  these  serv- 
ices under  one  head.  During  the  discussion 
it  was  announced  from  Washington,  that 
Dr.  R.  L.  Meiling  of  Columbus,  Ohio,  had 
been  appointed  Director  of  the  Armed  Medi- 
cal Service  in  the  office  of  the  Secretary  of 
Defense. 

The  third  subject  Dr.  Sensenich  discussed 
was  the  present  state  of  legislation.  The 
public,  he  said,  has  indicated  its  wishes  and 
does  not  desire  this  attack  on  its  freedom  by 
government  control  of  personal  medical  serv- 
ice. 

His  fourth  subject  was  the  matter  of  co- 
operation. He  felt  that  we  should  be  careful 
to  cooperate  in  anything  that  we  can  do  in 
the  fields  in  which  we  may  come  to  agree- 
ment. In  this  way  we  reduce  the  area  of 
struggle,  we  reduce  the  arguments  which 
are  constantly  directed  against  us,  rightly 
or  wrongly. 

The  Distinguished  Service  Award  was  be- 
stowed upon  Dr.  Seale  H.  Harris  of  Birm- 
ingham, Alabama. 

The  report  of  the  Board  of  Trustees  in 
curtailing  the  activities  of  Dr.  Morris  Fish- 
bein,  met  with  considerable  discussion  and 
I believe,  with  universal  approval.  The 
Board  recognized  the  monument  that  Dr. 
Fishbein  created  for  himself  in  outstanding 
qualities  of  the  Journal  of  the  American 
Medical  Association  which  are  entirely  the 
result  of  his  genius  and  his  devotion. 

The  report  of  the  Committee  on  Hospitals 
and  the  Practice  of  Medicine,  dealing  with 
corporate  practice  of  medicine,  was  most  in- 
teresting. The  Committee  has  gone  into  de- 
tail in  a study  in  this  matter  and  submitted 
a report  with  recommendations  to  establish 
the  principles  covering  proper  relationship 
between  physician  and  hospitals  adopted  by 
the  Massachusetts  Medical  Society  under  the 
McKittrick  Report. 
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The  individual  'addresses  by  Whitaker  and 
Baxter  were  inspiring  and  met  with  favor- 
able comment.  They  are  waging  a good 
battle  in  their  program  to  educate  the  lay 
public  in  the  matter  of  Voluntary  Health 
Insurance.  In  his  address,  Mr.  Whitaker  re- 
ported that  there  are  45,000  government 
employes  acting  as  agents  and  propagandists 
for  compulsory  health  insurance  at  a cost  of 
seventy-five  milion  dollars  to  the  govern- 
ment. 

The  Judicial  Council  brought  in  the  re- 
vised Principles  of  Medical  Ethics  of  the 
American  Medical  Association.  These  were 
carefully  considered,  and  with  minor  changes, 
adopted  by  the  House. 

The  Council  on  Medical  Service  submitted 
a lengthy  report  with  five  specific  recom- 
mendations, the  second  of  which  presented 
tentative  principles  set  up  to  guarantee  good 
medical  service  to  subscribers  of  lay  spon- 
sored voluntary  health  plans.  There  are 
twenty  suggested  principles  for  such  lay 
sponsored  voluntary  health  plans  which 
created  considerable  discussion.  The  com- 
plete report  will  be  published  in  the  Journal 
of  the  American  Medical  Association. 

The  writer  feels  the  meeting  was  a very 
successful  one,  and  the  House  of  Delegates 
accomplished  much  by  their  sincerity  of 
action. 

K.  S.  J.  HOHLEN,  M.D. 


NEWS  and  VIEWS 


As  we  go  to  press  there  is  no  indication  of 
a candidate  for  the  directorship  of  the  Ne- 
braska State  Health  Department.  According 
to  the  announcement  by  the  Governor,  there 
have  been  no  applicants  thus  far.  Governor 
Peterson  stated  that  if  necessary,  he  will 
assume  directorship  if  no  successor  to  Dr. 
Petty  can  be  found.  This  is  within  the  law 
and  Governor  Peterson  has  assigned  his  sec- 
retary Christ  Petrow  of  Fremont,  to  study 
the  administrative  phases  of  the  health  de- 
partment. 


Dr.  H.  M.  Hepperlen  has  been  appointed 
medical  director  for  the  Beatrice  State 
Home. 


Word  has  been  received  by  the  Journal 
that  Dr.  Paul  A.  Brehm,  a graduate  of  the 


University  of  Nebraska  Medical  College  in 
1925  and  former  resident  of  Sutton,  Ne- 
braska, died  April  29,  1949.  Dr.  Brehm  was 
director  of  the  industrial  hygiene  division 
of  the  Wisconsin  State  Board  of  Health. 


Dr.  Herbert  C.  Modlin,  a Nebraska  gradu- 
ate in  1938  has  become  the  director  of  the 
School  of  Psychiatry  of  the  Menninger  Foun- 
dation in  Topeka,  Kansas. 


Dr.  Max  Fleishman  of  Omaha,  was  elected 
as  Governor  of  the  American  College  of 
Chest  Physicians  for  the  State  of  Nebraska 
at  the  Fifteenth  Annual  Meeting  held  in  At- 
lantic City,  New  Jersey,  June  2-5,  1949.  Dr. 
Fleishman’s  term  will  extend  for  a period  of 
three  years. 


St.  Anthony’s  hospital  building  in  O’Neill 
is  reported  to  have  been  allotted  $100,000 
toward  construction  by  the  Federal  Gov- 
ernment. 


Bryan  Memorial  hospital  in  Lincoln  was 
named  beneficiary  to  the  extent  of  $88,000 
from  the  estate  of  Miss  Carrie  Kleiser  of 
Ashland. 


The  Morrill  County  Veterans  Memorial 
hospital  at  Bridgeport  was  formally  opened 
June  12  with  Congressman  A.  L.  Miller  as 
principal  speaker.  More  than  a thousand 
attended. 


Dr.  Nancy  Catania  of  Omaha  was  elected 
president  of  the  Nebraska  Medical  Women’s 
Association  at  a recent  meeting  of  the  group. 
Dr.  Olga  Stastny  is  vice  president,  Dr.  Muriel 
Frank,  secretary,  and  Dr.  Esther  McEachen, 
program  chairman. 


The  appearance  of  Volume  1,  1949,  of  The 
Hebrew  Medical  Journal,  initiates  the  22nd 
year  of  publication  of  this  bi-lingual,  semi- 
annual Journal,  edited  by  Moses  Einhorn, 
M.D.  In  this  issue  a symposium  is  presented 
on  current  health  conditions  in  Israel. 


“War  or  No  War,  Depression  or  No  Depression” 

Depression  or  no  depression,  in  good  times  and  in 
bad,  Mead  Johnson  & Company  are  keeping  the 
faith  with  the  medical  profession.  Mead  Products 
are  not  advertised  to  the  public.  If  you  approve 
this  policy,  please  specify  Mead’s. 
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AMERICAN  MEDICAL  ASSOCIATION 
NEWS 

Washington  administration  leaders  have  started 
the  ball  rolling  to  expand  social  security  to  include 
about  12  million  more  persons  under  old  age  insur- 
ance. Congressional  drafters  have  also  agreed 
tentatively  to  let  pay  roll  taxes  treble  in  15  years. 
Social  security  expansion,  under  proposed  plans, 
would  cover  the  self  employed  — such  as  physi- 
cians, lawyers,  business  men,  household  workers  and 
several  smaller  categories. 

The  A.M.A.  House  of  Delegates,  meeting  in  At- 
lantic City,  adopted  a resolution  expressing  “its  dis- 
approval of  the  extension  of  so-called  ‘Social  Se- 
curity’ to  self-employed  individuals,  including  physi- 
cians and  surgeons.” 


The  executive  committee  of  the  A.M.A.  Board  of 
Trustees  recently  selected  November  3 and  4 as 
the  dates  for  the  annual  Secretaries  and  Editors 
Conference  to  be  held  at  A.M.A.  headquarters  in 
Chicago. 


The  A.M.A.  Council  on  Industrial  Health  has 
taken  steps  to  implement  point  11  of  the  A.M.A.  12- 
Point  Health  Program  which  urges  greater  em- 
phasis on  the  program  of  industrial  medicine. 


The  House  of  Delegates  at  Atlantic  City  ap- 
proved the  establishment  of  a permanent  confer- 
ence group  between  labor,  management  and  the 
A.M.A.  Council  on  Industrial  Health  to  permit  dis- 
cussion of  the  extension  of  industrial  medicine,  to 
clarify  the  status  of  physicians  and  medical  organ- 
izations in  relation  to  industrial  health  activities, 
and  to  implement  in  other  ways  that  portion  of  the 
A.M.A.’s  broad  program  which  deals  with  the 
health  and  welfare  of  workers. 


The  Bureau  of  Health  Education  has  announced 
appointment  of  Dr.  Herman  M.  Jahr,  Omaha,  by 
the  A.M.A.  Board  of  Trustees  to  serve  on  the  Joint 
Committee  of  the  A.M.A.  and  the  National  Edu- 
cation Association  on  Health  Problems  in  Education. 
Dr.  Jahr,  who  will  serve  a five-year  term  as  a rep- 
resentative of  the  A.M.A.,  succeeds  Dr.  Thurman 
B.  Rice,  Indianapolis,  whose  term  just  expired. 


The  new  A.M.A. — Becton  & Dickinson  film,  “They 
Also  Serve,”  which  portrays  the  physician’s  re- 
sponsibility in  the  event  of  a major  disaster,  will  be 
distributed  by  the  A.M.A.  Committee  on  Medical 
Motion  Pictures  after  September  1.  It  will  be  dis- 
tributed to  the  medical  profession  through  county 
and  state  societies,  and  will  be  made  available  also 
for  showing  to  hospital  staff  meetings  and  to 
groups  interested  in  civil  disaster  plans. 

The  film,  which  runs  17  minutes,  emphasizes  the 
importance  of  thorough  planning  so  that  physicians 
may  be  ready  for  any  emergency. 


The  Board  of  Trustees  of  the  A.M.A.,  meeting  in 
Atlantic  City,  voted  to  endorse  the  CARE  program 
to  send  medical  books  overseas  to  war-ruined  li- 
braries. 


The  Board  also  authorized  the  appointment  of  a 
committee  of  three  physicians  to  study  the  program 
and  to  arrange  for  the  cooperation  of  the  A.M.A. 
in  obtaining  medical  books,  microfilms  and  funds. 
CARE  has  received  many  requests  for  literature  to 
bring  European  doctors  and  students  up-to-date. 

Contributors  of  more  than  $10  will  be  permitted 
to  express  a preference  for  the  countries  and  insti- 
tutions they  wish  to  help.  Contributions  may  be 
sent  to  any  CARE  office  in  principal  cities  or  to 
headquarters,  20  Broad  street,  New  York. 


The  Bureau  of  Health  Education  of  the  A.M.A. 
has  available  a new  series  of  dramatic  recordings 
dealing  with  animal  experimentation,  a subject  of 
great  current  interest,  for  use  on  local  radio  sta- 
tions. The  15-minute  transcriptions  provide  force- 
ful arguments  in  favor  of  controlled  animal  experi- 
mentation. Scripts  were  written  by  trained  radio 
specialists. 

An  innovation  has  been  the  inclusion  of  brief 
statements  by  prominent  personages  in  defense  of 
laboratory  studies  in  which  animals  play  a signifi- 
cant part. 


The  official  report  of  the  National  Health  Assem- 
bly, held  in  Washington  in  May,  1948,  is  scheduled 
for  publication  early  in  July  by  Harper  & Brothers. 
The  book  will  be  entitled  “America’s  Health:  A 

Report  to  the  Nation.”  A complete  digest  of  the 
assembly’s  debate  and  findings  on  the  controversial 
issue  of  medical  care  will  be  included.  The  book 
will  contain  the  reports  of  each  of  the  14  key  sec- 
tions of  the  National  Health  Assembly  with  an  in- 
troduction by  Federal  Security  Administrator  Oscar 
Ewing. 


DEPARTMENT  OF  THE  ARMY 
OFFICE  OF  THE  SURGEON  GENERAL 
TECHNICAL  INFORMATION  OFFICE 

Medical  and  dental  officers  will  be  given  priority 
of  consideration  in  assignment  of  quarters  and  their 
families  will  be  allowed  to  accompany  them  on  over- 
seas tours  of  foreign  duty,  the  Department  of  Army 
announced  today. 

This  policy  takes  cognizance  of  the  fact  that 
Army  medical  and  dental  officers,  as  a result  of  the 
present  shortage  of  service  medical  and  dental  per- 
sonnel, are  required  to  be  on  duty  more  hours  per 
day,  in  many  cases,  than  is  normal,  as  well  as  to 
perform  more  than  normally  arduous  duties. 

Joint  staffing  of  four  Naval  hospitals  with  Army 
medical  personnel  at  St.  Alban’s  Hospital,  Long  Is- 
land, New  York;  Corona  and  Long  Beach  Hospitals, 
California;  and  Portsmouth  Hospital,  Portsmouth, 
Virginia,  was  announced  today  by  Major  General 
R.  W.  Bliss,  the  Surgeon  General  of  the  Army. 

The  joint  staffing  of  military  hospitals  was 
recommended  by  the  Hawley  Board  in  January  of 
this  year  in  order  to  economize  to  the  fullest  ex- 
tent possible  on  physicians  and  other  scarce  profes- 
sional personnel  and  to  reduce  the  number  of  hos- 
pitals. Under  the  plan,  hospitals  of  the  respective 
services  allocate  a certain  number  of  beds  for  pa- 
tients from  other  services.  A total  of  825  beds  has 
thus  been  made  available  in  these  four  hospitals 
for  Army  and  Air  Force  patients. 
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A total  of  486  medical  school  graduates  and  sen- 
ior medical  students  have  been  selected  for  the 
Military  Intern  and  Civilian  Intern  Programs,  and 
began  their  internships  and  training  July  1,  it  was 
announced  by  Major  General  R.  W.  Bliss,  Surgeon 
General  of  the  Army. 

Commissions  as  first  lieutenants  in  the  Medical 
Corps  Reserve  have  been  given  to  231  medical 
school  graduates  who  will  be  assigned  to  Army 
general  hospitals  taking  part  in  the  Military  In- 
tern Program.  These  internships  are  offered  each 
year  by  the  Army  to  selected  graduates  of  medical 
schools  approved  by  the  American  Medical  Associa- 
tion. Appointments  begin  on  July  1 of  each  year 
and  terminate  June  30  the  following  year.  Commis- 
sions in  the  Regular  Army  are  tendered  to  some  at 
the  close  of  the  year. 

Twenty-four  of  those  selected  for  the  Military  In- 
tern Program  formerly  held  Reserve  Corps  rank  in 
the  Army,  Navy,  or  Air  Force. 


NEBRASK  STATE  DEPARTMENT 
OF  HEALTH 

CHANGES  IN  PERSONNEL 
On  July  1,  1949,  Dr.  Mary  S.  Bitner  assumed  the 
duties  as  Director  of  the  Maternal  and  Child  Health 
Division  of  the  State  Department  of  Health.  Dr. 
Bitner  has  lived  in  Nebraska  nearly  all  of  her  life. 
Her  father,  Dr.  H.  P.  Sheldon,  practiced  medicine 
in  Scottsbluff  where  she  received  her  public  school 
education.  She  obtained  her  B.Sc.  and  M.D.  degrees 
from  the  University  of  Nebraska,  and  after  one 
year  internship  in  the  New  England  Hospital  for 
Women  and  Children  in  Boston,  she  began  general 
practice  at  Mitchell,  Nebraska. 

For  three  years  Dr.  Bitner  was  Assistant  Pro- 
fessor of  Hygiene  at  Iowa  State  College,  having 
special  care  of  women  students.  She  continued  in 
private  practice  after  returning  to  Nebraska  and 
has  served  as  health  director  in  various  summer 
camps  for  girls. 


Laura  J.  Jones,  Supervisor  Consultant  in  the 
State  Department  of  Health,  has  resigned  to  accept 
a new  appointment  as  Chief  of  the  Nursing  Unit, 
Regional  Office,  Veteran’s  Administration,  Albu- 
querque, New  Mexico. 

Miss  Jones  has  been  a member  of  the  staff  since 
1937,  except  for  education  leaves,  and  a release  in 
1949  to  N.Y.A.  for  one  year  as  Health  Administra- 
tor. 


NEWS  NOTES 

Modification  of  Rules  and  Regulations  Relating  to 
Public  Health 

Isolation  and  quarantine  of  a diptheria  patient 
reduced  from  ten  days  to  five  days,  and  until  two 
cultures  from  the  throat  and  two  from  the  nose, 
taken  after  the  five  day  period  and  not  less  than 
twenty-four  hours  apart,  fail  to  show  the  presence 
of  diptheria  bacilli. 

The  measles  regulations  have  been  changed  and 
now  require  isolation  until  clinical  recovery.  No 
placarding  and  no  quarantine  of  case  or  contacts. 

Changes  in  meningitis  regulations:  Isolation  and 
placarding  of  case  until  clinical  recovery.  No  re- 
striction of  contacts. 


The  quarantine  regulations  for  polio  read:  Quar- 
antine. Isolation  of  case  fourteen  days  from  onset. 
No  quarantine  of  contacts. 

For  scarlet  and  related  fevers,  fhanges  are:  Pla- 

carding of  premises  and  isolation  of  patient  for  a 
minimum  of  seven  days  and  as  much  longer  as  is 
needed  for  clinical  recovery.  Isolation  of  healthy 
contacts — none. 

Rules  and  regulations  relating  to  typhoid  carriers 
are  available  on  request  from  the  State  Health  De- 
partment. 


KNOW  YOUR 
BLUE  SHIELD  PLAN 


The  new  Blue  Shield  membership  agreement  which 
went  into  effect  July  1 provides  several  increases  in 
benefits  without  additional  increases  in  dues.  The 
maximum  yearly  benefit  has  been  increased,  bene- 
fits for  radiation  therapy  for  cancer  have  been  in- 
creased, and  there  has  been  an  increase  in  allow- 
ances for  X-ray  diagnosis  (accident  cases  only). 


.4- 

More  than  1,000  members  of  the  Nebraska  State 
Medical  Association  have  now  signed  as  Partici- 
pating Physicians  in  the  Blue  Shield  Plan.  This 
clearly  indicates  that  the  medical  profession  wishes 
the  voluntary  health  care  plans  to  continue  to  grow 
and  expand.  If  you  have  not  yet  signed  your  Par- 
ticipating Physicians’  Agreement,  will  you  do  so — 
today? 


When  your  patients  ask  you  about  non-group  (in- 
dividual) membership  in  Blue  Cross-Blue  Shield, 
you  can  help  them  by  explaining  that  this  type  of 
membership  will  be  available  to  those  persons  under 
age  65  who  are  self-employed  or  who  work  where 
there  are  fewer  than  five  employees.  The  regular 
group  enrollment  requirements  will  continue  to  ap- 
ply to  persons  who  work  where  there  are  five  or 
more  employees. 

Please  do  not  say  to  your  patient,  “Pay  me  and 
collect  from  the  Blue  Shield.”  Instead,  ask  him  to 
sign  the  Assignment  blank  and  send  in  your  com- 
pleted medical  report.  This  will  authorize  the  Blue 
Shield  to  make  out  the  check  directly  to  you,  cover- 
ing all  payments  due  you  under  the  terms  of  the 
agreement. 

Reminder:  Blue  Shield  will  continue  to  make  pay- 
ments to  physicians  only  if  the  Assignment  blank 
on  the  medical  report  form  has  been  signed  by  the 
patient.  This  new  requirement  is  in  compliance  with 
a ruling  of  the  State  Insurance  Department. 

The  House  of  Delegates  of  the  Nebraska  State 
Medical  Association  at  its  May  Assembly  voted 
unanimously  to  support  and  approve  the  Nebraska 
Medical  Service  by  the  following  resolution: 

“This  work  should  be  carried  on  through  the  Prepayment 
Medical  Service  Committee.  This  important  part  of  our  broad 
program  must  continue  and  must  be  given  our  full  support 
and  interest.  Every  member  must  become  cognizant  of  the 
fact  that  this  is  one  of  our  answers  to  socialized  medicine  or 
compulsory  health  insurance.  Broad  cooperation  from  all  of 
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our  members  must  prevail  if  we  are  to  be  successful.  This 
part  of  our  program  should  develop  with  the  Directors  of  the 
Nebraska  Medical  Service  a long  range  educational  program 
directed  at  physicians,  employers  and  the  public  in  general.” 


NEBRASKA  MEDICAL 

SERVICE 

BALANCE 

SHEET 

June  30, 

1949 

Assets : 

Cash  in  Banks 

.5104. 968. 93 

Premiums  in  process  of  collection 

2.127.75 

U.  S.  Bonds  (cost  plu;  accrued 

interest) 

174.991.00 

S282.087.68 

Liabilities : 

Accounts  payable.  Blue  Cross 

$ 6.917.37 

Accounts  payable,  monthlv 

invoices 

1.343.32 

Accrued  payroll  taxes 

152.40 

Claims  payable — 

Unreported 

. 36.271.09 

Pending 

3.531.00 

Contingent 

10.000.00 

Unearned  premiums 

. 73.012.25 

S131.227.34 

Reserve  for  Maternity  Care. 

. 10,000.00 

Reserve  for  Administration 

Expense-- 

960.00 

Unassigned  Surplus 

139,900.34 

S282.087.68 

INCOME 

AND 

EXPENSE 

June  30. 

1949 

Income : 

Month  of 

6 Months 

June 

to  Date 

F rom  dues 

$ 

72.461.67 

S375.407.30 

From  enrollment  fees 

1.936.00 

9.668.00 

Interest  U.  S.  Bonds 

218.75 

302.09 

Miscellaneous 

1.000.00 

§ 

74,616.42 

$386,377.39 

Expenses: 

Claims 

* 

64.132.25 

$293,945.25 

Administrative  Expense — 

Regular  _ 

6 491.60 

34.049.97 

Advertising  (50-501 

425.77 

5,095.89 

Reserve 

930.00 

960.00 

Professional  fees 

333.33 

2.199.98 

Office  salaries 

309.00 

1.800.00 

Attorney 

150.00 

950.00 

Medical  Director 

150.00 

900.00 

Auditing 

700  00 

Advertising 

46.62 

1.815.30 

Printing 

1.281.70 

1.879.38 

Stationery 

13.35 

Home  office  expense 

1.719.53 

Collection  exoenses 

121.90 

Taxes  and  licenses 

11.00 

56.09 

Miscellaneous 

7.00 

78.11 

Dues 

61.92 

359.67 

$ 

74.351.19 

$346,644.33 

Net  Gain  

s 

265.23 

$ 39.733.06 

CASE  REPORT 
June.  1919 


Number  of  cases  paid 
Number  of  services  rendered 
Females 
Males 

1.602 

1.879 

1,070 

. _ 809 

663 

Dependents 

1.216 

Type  of  Service 

Number 

Per  Cent 

Amt.  Pd. 

Per  Cent 

Tonsillectomies 

356 

18.95% 

$12,337.50 

19.91% 

Appendectomies 

82 

4.36% 

8.250.00 

13.32% 

Gynecology 

90 

4.79% 

7,972.50 

12.87% 

Obstetrics 

___  133 

7.08% 

6.880.00 

11.11% 

General  Surgery  . 

74 

3.94% 

5.232.50 

8.45% 

X-rays 

373 

19.85% 

3.345.75 

5.40% 

Orthopedics 

127 

6.76% 

4.210.50 

6.80% 

Medical 

. 111 

5.91% 

2.811.00 

4.54% 

Gall  Bladders 

13 

.69% 

1.900.00 

3.07% 

Herniotomies 

. - 18 

.96% 

1,860.00 

3.00% 

Urology 

41 

2.18% 

1.756.00 

2.83% 

Minor  Surgery 

225 

11.97% 

1.708.50 

2.76% 

Nose  and  Throat- 

26 

1.38% 

1.123.50 

1.81% 

Hemorrhoids 

24 

1.28% 

840.00 

1.36% 

Eye  

22 

1.17% 

545.00 

.88% 

Pathology 

108 

5.75% 

484.00 

.78% 

Anesthesia 

. _ 34 

1.81% 

265.00 

.43% 

Radiation  Therapy 

2 

• 11% 

225.00 

.36% 

Transfusions 

20 

1.06% 

200.00 

.32% 

1,879 

100.00% 

$61,946.75 
— $145.00 

$61,801.75 

100.09% 

Amount  of  cases 

in  process 

of  settlement 

-$3,531.00 

Average  cost  per 

case  for  June  _ 

38.58 

Number  per  thousand  receiving  benefits 

during  June. 

19 

MEMBERSHIP  SUMMARY— JUNE.  1949 


Sub-  De- 

scribes pendents 

Membership,  June  1,  1949  34,637  48,145 

Additions  _ _ _ 1,540 

Less  Terminations  __  549 

Net  Gain  991 

Membership,  July  1,  1949  _ 35.628  49.523 

Groups  enrolled  during  June  . _ _ _ 

Groups  cancelled  during  June 
Number  of  active  groups,  July  1.  1949 

JUNE  ENROLLMENT  BY  COUNTY 

Total 

82,782 

85,151 

66 

15 

2.046 

. 1 

Box  Butte 

2 

2 

Buffalo 

Butler 

Cass 

Cedar 

56 
. 3 
_ 81 
. 1 

Keith  - 

Kimball 
Lancaster 
Lincoln 

55 

1 

_ 130 
105 
- 6 

73 

6 

Cheyenne 

- 3 

Nuckolls 

3 

Colfax 

5 

Otoe 

4 

Cuming  --  _ _ 

15 

Pawnee 

1 

C uster 

34 

Perkins 

1 

Dawes 

2 

3 

3 

Dodge 

- 25 

Red  Willow 

6 

685 

4 

Fillmore 

1 

16 

Frontier 

i 

Sarpy  _ __  

19 

1 

13 

Gage 

6 

Scottsbluff 

32 

4 

1 

Garfield 

1 

Greeley  

9 

Stanton 

1 

Hall  

40 

Washington  

6 

4 

_ 1 

Hitchcock 

. i 

York  _ _ 

5 

DEATHS 

William  J.  Hemphill,  M.D.,  North  Loup.  Born  in 
Pennsylvania  in  1873.  Graduated  from  Hahnemann 
Medical  College  in  1902.  Located  in  North  Loup 
the  same  year  and  remained  in  the  locality  until  the 
time  of  his  death.  Dr.  Hemphill  was  widely  known 
throughout  the  territory  and  was  one  of  the  early 
pioneers  in  the  Loup  Valley.  Throughout  his  years 
of  active  practice  he  showed  a great  interest,  and 
participated  in  many  community  and  fraternal  af- 
fairs. 

Dr.  Hemphill  was  found  dead  in  an  Omaha  theatre 
on  June  11,  1949,  the  result  of  a sudden  coronary 
attack.  Surviving  are  his  wife,  two  sons,  Drs.  Paul 
and  George  of  Eugene,  Oregon,  and  one  daughter. 


Frank  Lee  Frink,  M.D.,  Newman  Grove.  Born  in 
Iowa  in  1865,  graduated  from  University  of  Ken- 
tucky in  1891,  came  to  Newman  Grove  in  1894.  Dr. 
Frink  was  prominently  identified  with  many  civic 
and  community  enterprises  and  was  one  of  the  early 
pioneers  in  medicine  and  surgery  in  the  Elkhorn 
Valley.  He  served  during  World  War  I as  captain 
in  the  medical  corp.  He  was  past  commander  of 
the  Newman  Grove  American  Legion,  past  president 
of  Madison-Six  County  Medical  Society. 

Dr.  Frink  died  at  the  bedside  of  a patient,  June 
5,  1949.  He  is  survived  by  his  wife  and  two  daugh- 
ters. 


Thomas  Y.  Dorwart,  M.D.,  Lexington.  Born  in 
Nebraska  in  1900.  Graduated  from  Creighton  Uni- 
versity School  of  Medicine  in  1924.  Located  in  Lex- 
ington in  1925  and  for  many  years  was  associated 
with  his  brother,  the  late  Dr.  Harry  Dorwart. 

Died  June  19,  1949.  Surviving  are  his  wife,  one 
daughter  and  two  sons.  A brother,  Dr.  Clinton  Dor- 
wart, is  practicing  in  Sidney. 


L.  B.  Brown,  M.D.,  Stratton.  Born  in  Iowa,  1896. 
Graduated  from  the  University  of  Nebraska  Medical 
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College,  1920,  and  located  in  Stratton  immediately 
after  graduation  when  he  became  associated  with 
the  late  Dr.  W.  E.  Stewart.  Dr.  Brown  was  a mem- 
ber of  the  American  Legion  and  was  active  in  the 
local  Masonic  Lodge.  He  was  a member  of  the  Ne- 
braska State  Medical  Association  and  the  American 
Medical  Association.  Died  June  21,  1949.  Surviving 
are  his  wife  and  three  sons. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor.  Nebraska  State 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ing, Omaha. 


Dr.  L.  E.  Imes  has  located  in  Grand  Island. 

Dr.  John  W.  Redelfs  has  located  in  Oakland. 

Dr.  Byron  D.  Petersen  has  opened  an  office  in 
Bridgeport. 

Dr.  and  Mrs.  Eugene  E.  Simmons  of  Omaha  re- 
turned from  a recent  trip  in  July. 

Dr.  S.  A.  Lutgen  who  practiced  in  Wayne  for  39 
years,  has  moved  to  Colby,  Kansas. 

Dr.  and  Mrs.  Harlan  S.  Heim  of  Humboldt  vaca- 
tioned in  the  east  the  month  of  June. 

Dr.  J.  F.  Lauvetz  of  Wahoo  is  reported  improv- 
ing in  St.  Joseph’s  Hospital  in  Omaha. 

Dr.  F.  Irwin  King,  a graduate  of  the  University 
of  Nebraska  Medical  College  in  1945,  has  located  in 
Wood  River. 

Dr.  and  Mrs.  A.  E.  Stuart  of  Cedar  Bluffs  held 
open  house  June  12,  in  celebration  of  their  61st 
wedding  anniversary. 

Dr.  C.  H.  Arnold  of  Lincoln  is  serving  as  con- 
sultant to  the  surgeon  general  of  the  U.  S.  Army. 
He  is  stationed  in  Japan. 

“Freedom  to  Serfdom”  was  the  topic  of  an  ad- 
dress by  Dr.  Roy  Fouts  of  Omaha  before  the  South 
Omaha  Kiwanis  Club  in  June. 

The  new  pathologist  in  St.  Catherine’s  Hospital, 
Omaha,  is  Dr.  Frederick  H.  Foucar,  a retired  colo- 
nel of  the  Army  Medical  Corps. 

Dr.  Wesley  Jones  was  crowned  King  Borealis 
XIX,  May  27,  at  the  Coronation  Pageant  sponsored 
by  St.  Philip’s  Episcopal  Church. 

Dr.  George  R.  Underwood  of  Lincoln  was  elected 
president  of  the  city-county  board  of  health  at  the 
board’s  annual  meeting  in  June. 

Succeeding  the  late  Drs.  H.  E.  and  T.  Y.  Dorwart 
of  Lexington,  is  Dr.  Dean  McGee,  a graduate  of  the 
University  of  Nebraska  Medical  College. 

Associated  with  Drs.  C.  R.  Williams  and  H.  S. 
Gately  in  Syracuse,  is  Dr.  W.  M.  Clark,  a graduate 
of  Creighton  University  Medical  School,  1945. 

Dr.  and  Mrs.  Chester  H.  Farrell  and  family  en- 
joyed a trip  to  Canada  in  May  where  Dr.  Farrell 
attended  the  American  Psychiatric  Convention. 

Dr.  A.  A.  Bald  was  honored  at  a picnic  by  the 
community  of  Platte  Center  on  June  26,  in  recogni- 
tion of  his  37  years  service  to  the  community. 

Dr.  John  Thomas  spoke  on  compulsory  health  in- 
surance before  the  Men’s  Bible  Class  of  the  First 
Methodist  Church,  at  the  Athletic  Club  in  May. 

Dr.  R.  D.  Dalager,  a graduate  of  the  University 
of  Nebraska  Medical  College  and  former  interne  at 
University  Hospital  has  located  in  Nebraska  City. 


According  to  press  reports,  Dr.  C.  A.  Selby,  for- 
mer state  health  director,  has  resigned  his  post 
with  the  health  department  at  Brownville  county, 
Texas. 
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Dr.  and  Mrs.  Charles  G.  Zimmerer  of  Nebraska 
City  are  vacationing  in  Minnesota.  Also  vacationing 
in  Minnesota  are  Dr.  and  Mrs.  Ben  Ewing  of  Ne- 
braska City. 

Associated  with  Dr.  R.  E.  Kriz  of  Lynch  is  Dr. 
Joseph  Davis,  a recent  graduate  of  the  University  of 
Nebraska  Medical  College  and  former  interne  of 
Clarkson  Memorial  Hospital  in  Omaha. 

Dr.  Duaine  I.  Doan,  a Creighton  graduate,  former- 
ly connected  with  the  Psychiatric  Unit  at  Douglas 
County  Hospital,  has  gone  into  private  practice  of 
psychiatry  in  the  Aquila  Court  in  Omaha. 

Dr.  Edward  M.  Malashock,  a graduate  of  the  Uni- 
versity of  Nebraska  Medical  College  was  discharged 
from  the  Army  Medical  Corps  after  19  months’ 
service.  Dr.  Malashock  has  accepted  a residency  in 
surgery  in  St.  Louis. 

The  Slagle  Clinic  at  Alliance  has  a new  member 
on  the  medical  staff.  He  is  Dr.  Edward  McNulty. 
Dr.  McNulty  served  in  the  Army  Medical  Corps 
from  1942  to  1946.  He  is  a graduate  of  St.  Louis 
University  School  of  Medicine. 

Associated  with  Dr.  Kenneth  Ohme  at  Mitchel^, 
Nebraska  is  Dr.  E.  E.  Anderson,  a 1934  graduate  of 
the  University  of  Nebraska  Medical  College.  Dr. 
Anderson  served  in  the  Army  Medical  Corps  for 
14  years  prior  to  his  present  location. 

The  Journal  extends  congratulations  to  Dr.  Clar- 
ence F.  Bantin  of  Omaha  on  awards  received  at  the 
American  Physicians  Art  Association  Exhibit  at 
Atlantic  City  in  June.  Dr.  Bantin’s  copper  plates 
received  first  place  in  one  instance  and  in  another 
a medal  of  merit. 

The  following  names  of  Nebraskans  appeared  on 
the  registration  list  at  the  Atlantic  City  convention 
in  June: 

Roy  W.  Fouts,  Omaha  ; K.  S.  J.  Huhlen,  Lincoln  ; J.  D. 
McCarthy,  Omaha  ; Russell  Best,  Omaha ; John  Brush,  Omaha  ; 
Julius  B.  Christensen,  Omaha;  Harlan  S.  Heim.  Humboldt; 
Howard  B.  Hunt,  Omaha  ; J.  H.  Judd,  Omaha  ; J.  Jay  Keegan, 
Omaha  ; Leon  S.  McGoogan,  Omaha  ; Louis  E.  Moon.  Omaha  ; 
Maurice  D.  Frazer,  Lincoln  ; John  J.  Freymann.  Omaha  ; Her- 
man M.  Jahr,  Omaha  ; Paul  Kisner,  Lincoln  ; William  P. 
Kleitsch,  Lincoln  ; Cleland  E.  Moore,  Fremont ; W.  R.  C.  Neu- 
marker,  Columbus  ; J.  R.  Schenken,  Omaha  ; Eugene  E.  Sim- 
mons, Omaha  ; James  P.  Tollman,  Omaha  ; Robert  B.  Ben- 
thack,  Wayne;  A.  David  Cloyd,  Omaha;  T.  T.  Harris,  Omaha; 
Harold  C.  Lueth.  Omaha  ; Delia  A.  Lynch,  Omaha  ; Oliver 
Nickum.  Omaha  ; F.  W.  Niehaus,  Omaha  ; D.  T.  Quigley,  Oma- 
ha ; Adolph  Sachs,  Omaha. 


BOOKS  RECEIVED 

Operative  Surgery  by  Frederick  C.  Hill,  B.A., 
M.S.  (Surg.),  M.D.  Associate  Professor  of  Surgery, 
the  Creighton  University,  School  of  Medicine,  Oma- 
ha, Nebraska.  Foreword  by  Charles  W.  Mayo,  B.A., 
M.S.  (Surg.),  M.D.  Section  on  Surgery,  Mayo 
Clinic,  Rochester,  Minnesota.  Illustrated,  698  pages 
including  index.  Oxford  University  Press,  114  Fifth 
Ave.,  New  York  11,  N.Y.  Price  $12.75. 

How  To  Become  a Doctor,  a complete  guide  to  the 
study  of  Medicine,  Dentistry,  Pharmacy,  Veteri- 
narian Medicine,  Occupational  Therapy,  Chiropody 
and  Foot  Surgery,  Optometry,  Hospital  Administra- 
tion, Medical  Illustration,  and  the  Sciences  by 
George  R.  Moon,  A.B.,  M.A.,  Examiner  and  Record- 
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er,  University  of  Illinois  Colleges  of  Medicine,  Den- 
tistry and  Pharmacy.  129  pages  including-  index. 
Published  by  The  Blakiston  Company,  Philadelphia- 
Toronto.  82.00. 


Tuberculosis  Abstracts 

THE  EFFICIENCY  OF  GAUZE  MASKS 

Although  there  is  no  certain  knowledge  as  to  the 
size  of  the  infectious  particles  concerned  in  the 
origin  of  human  inhalation  tuberculosis,  there  is 
considerable  evidence  to  suggest  that  these  are 
much  smaller  than  the  limits  of  ordinary  visibility. 
Primary  pulmonary  tuberculosis  in  man  takes  root 
not  in  the  upper  respiratory  passages  but  deep  in 
the  lung  parenchyma,  usually  beneath  the  pleura. 
The  effective  pathogenic  units  must  be  assumed, 
therefore,  to  be  smaller  than  the  lumina  of  the 
terminal  bronchioles.  That  the  tubercle-bacilli-con- 
taining-partieles  responsible  for  naturally  acquired 
air-bome  pulmonary  tuberculosis  in  rabbits  are  of 
microscopic  dimensions  is  indicated  by  the  fact  that 
ultraviolet  irradiation  of  the  air  of  a room  contam- 
inated by  tubercle  bacilli  protected  rabbits  from  an 
air-borne  contagion  that  caused  progressive  tuber- 
culosis in  73  per  cent  of  animals  of  the  same  genetic 
resistance  similarly  exposed  in  an  unirradiated 
room.  The  ventilation  of  the  irradiated  room  was 
such  that  some  of  the  droplet  nuclei  of  tubercle 
bacilli  floating  in  the  air  were  exposed  to  irradia- 
tion fo’-  o"1-^  one  second  before  inhalation  by  the 
exposed  rabbits. 

Therefore,  it  was  not  certain  whether  gauze 
masks  with  pores  of  relatively  large  magnitude, 
such  as  may  be  worn  by  individuals  exposed  to  air- 
borne contagion  of  human  tuberculosis,  would  filter 
out  the  dangerous  invisible  droplet  nuclei  of  tubercle 
bacilli.  There  is  evidence  that  six  layer  gauze 
masks,  especially  after  repeated  washing,  will  re- 
move bacteria  floating  in  the  air  without  inter- 
fering with  respiration. 

Miss  Esta  H.  McNett,  of  the  Veterans  Adminis- 
tration, designed  a six-layered  gauze  mask  to  be 
worn  by  nurses  engaged  in  the  care  of  tuberculous 
patients.  The  efficiency  of  these  masks  was  studied 
in  an  apparatus  for  quantitative  air-borne  infection 
modeled  after  the  one  described  by  Wells.  The 
protective  action  of  the  gauze  masks  developed  by 
Miss  McNett  was  tested  against  the  quantitative  in- 
halation of  droplet  nuclei  of  tubercle  bacilli  which 
regularly  induce  pulmonary  tuberculosis  in  rabbits. 

The  essential  feature  of  the  instrument  was  a 
nebulizer  which  generated  droplet  nuclei  of  tubercle 
bacilli.  Most  of  these  nuclei  contained  isolated 
bacilli;  only  occasionally  were  minute  clumps,  not 
larger  in  diameter  than  a red  blood  cell,  liberated 
into  the  air.  This  infected  air  was  drawn  into  an 
exposure  chamber,  into  which  the  heads  of  the  rab- 
bits to  be  exposed  protruded  through  a close-fitting 
collar.  The  infected  air  circulated  past  the  noses 
of  the  rabbits  and  was  removed  through  an  exhaust 
pipe. 

Three  and  six-layer  gauze  masks,  40  by  44  threads 
to  the  square  inch,  were  sewn  to  fit  the  contour  of 
the  rabbit’s  head,  neck  and  ears.  The  gauze  in 
front  of  the  rabbit’s  nose  and  mouth  had  no  seams. 

Rabbits  without  masks  and  rabbits  wearing  masks 
were  exposed  simultaneously  to  the  inhalation  of  air 


containing  droplet  nuclei  of  virulent  bovine  tubercle 
bacilli  of  the  Ravenel  strain. 

It  was  found  that,  if  all  the  air  respired  by  rab- 
bits exposed  to  the  inhalation  of  droplet  nuclei  of 
virulent  bovine  tubercle  bacilli  passes  through  three 
or  six-layer  gauze  masks,  there  is  a 90  to  95  per- 
cent reduction  in  the  incidence  of  primary  pulmo- 
nary tuberculous  foci  which  develop  within  five 
weeks.  It  would  follow  that,  if  the  respired  air 
contains  but  a few  bacilli,  the  masked  animal  will 
usually  be  protected  from  an  otherwise  fatal  infec- 
tion. Twelve  of  20  masked  animals  were  complete- 
ly protected  against  air-borne  contagion  of  such  in- 
tensity that  from  29  to  1,027  tubercle  bacilli  units 
were  deposited  in  the  lungs  of  simultaneously  ex- 
posed unmasked  rabbits. 

Measurements  of  the  thread  diameters  and  inter- 
thread spaces  of  these  masks  by  H.  Shapiro  showed 
that  the  superimposition  of  three  to  six  layers  of 
this  material  would  occlude  practically  all  of  the 
spaces  and  in  this  way  explain  the  results  of  the  ex- 
periments. 

One  must  be  extremely  guarded  in  applying 
these  data  to  the  protection  of  human  beings.  With 
the  rabbits  all  of  the  respired  air  passed  through 
the  masks.  To  be  equally  effective  for  human  be- 
ings exposed  to  air-bome  infection  of  tuberculosis, 
masks  must  be  worn  in  an  equally  effective  manner. 
The  masks  protected  rabbits  from  air  populated 
with  droplet  nuclei  of  tubercle  bacilli  to  a degree 
that  would  rarely,  if  ever,  be  found  in  the  air  re- 
spired by  human  beings.  Human  primary  tubercu- 
losis usually  originates  as  a single  pulmonary  focus, 
whereas  the  unmasked  rabbits  in  these  experiments 
developed  an  average  of  51  primary  tubercles. 
Nevertheless,  it  seems  reasonable  to  advise  persons 
wearing  masks  to  refrain  from  deep  inspiration 
which  may  diminish  the  filtering  efficiency  of  the 
masks. 

Conversely,  masks  worn  by  coughing  patients 
can  hardly  be  expected  to  retain  the  invisible  drop- 
let nuclei  containing  tubercle  bacilli  propelled 
through  them  during  fits  of  coughing. 

Summary — Under  the  conditions  of  these  experi- 
ments, from  90  to  95  per  cent  of  pathogenic  drop- 
let nuclei  of  virulent  bovine  tubercle  bacilli  in  the 
respired  air  can  be  removed  by  gauze  masks  prop- 
erly worn  by  rabbits  during  quiet  breathing  of 
heavily  infected  air. 

— The  Efficiency  of  Gauze  Masks,  Max  B.  Lurie.  M.D..  and 
Samuel  Abramson,  V.M.D.,  American  Review  of  Tuberculosis, 
January,  1949. 

THE  FACE  MASK  IN  TUBERCULOSIS 
The  major  obstacle  to  the  rapid  expansion  of  bet- 
ter care  for  tuberculosis  patients  and  to  the  educa- 
tion of  student  nurses  in  tuberculosis  nursing  seems 
to  be  the  recognized  danger  of  contagion.  The 
only  known  methods  of  protection  for  nurses 
against  tuberculosis  are  BCG  (Bacillus  Calmette 
Guerin)  vaccine,  available  only  to  tuberculin-nega- 
tive nurses,  and  communicable  disease  technic,  based 
upon  the  use  of  mechanical  agents  — cap,  mask, 
gown,  and  hand-washing.  None  of  these  agents  ex- 
cept the  mask  protects  nurses  and  auxiliary  work- 
ers from  infection  by  inhalation  which  modern 
medical  opinion  regards  as  one  of  the  most  im- 
portant mechanisms  in  the  transmission  of  tuber- 
culosis. 

— The  Face  Mask  in  Tuberculosis,  Esta  H.  McNett,  R.N.,  Amer- 
ican Journal  of  Nursing,  January,  1949. 
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OUR  MEDICAL  COLLEGE 

Nebraska  has  two  Medical  Colleges,  with 
a history  of  which  the  people  of  this  state 
may  be  proud.  Among  the  alumni  of  each 
of  these  institutions  are  many  who  occupy 
high  rank  in  medicine  and  surgery  in  every 
section  of  the  United  States.  Locally, 
Creighton  University  School  of  Medicine  and 
the  University  of  Nebraska  Medical  College 
for  over  half  a century  have  been  supplying 
Nebraska  with  doctors,  so  that  our  ratio  to 
population  is  such  as  few  other  states  en- 
joy. There  are  a few  areas  which  are  still 
undersupplied  with  medical  personnel  to  be 
sure,  but  this  only  emphasizes  the  necessity 
for  greater  support  of  these  institutions. 

Each  of  the  two  medical  colleges  is  a part 
of  its  respective  University  and  derives  its 
budgetary  allotment  from  the  general  fund 
of  the  University,  as  determined  by  the 
Board  of  Regents.  For  the  purpose  of  this 
editorial  it  is  not  necessary  to  go  into  an 
analysis  of  the  criteria  used  in  the  appor- 
tionment of  the  available  funds  to  the  vari- 
ous colleges.  If  we  take  into  account  the 
quality  of  practice  by  its  alumni  neither  in- 
stitution appears  slighted. 

Our  immediate  interest  here  is  not  in  the 
laudable  achievements  of  the  past.  They 
speak  for  themselves.  Our  primary  con- 
cern is  centered  around  the  possibilities  for 
the  future.  Medical  education,  like  medical 
practice  is  rapidly  changing.  The  under- 
graduate curriculum  of  today  is  as  different 
from  that  of  twenty  years  ago  as  is  the 
therapy  of  pneumonia,  meningitis,  and  per- 
nicious anemia.  Also,  the  modern  medical 
college  must  provide  refresher  and  post 


graduate  courses  for  its  alumni  to  facilitate 
periodic  reviews  of  recent  contributions  to 
the  arts  and  science  of  medicine.  The  train- 
ing of  interns,  residents  and  laboratory  tech- 
nicians has  long  been  accepted  as  routine 
functions  of  medical  colleges. 

The  cost  of  Medical  education  runs  high, 
and  its  constantly  increasing  trend,  is  inevit- 
able if  progress  is  to  be  maintained.  The 
medical  college  today  is  faced  with  a para- 
doxical dilemma:  Society  demands  the  train- 
ing of  more  and  better  doctors.  And  who  can 
say  that  this  demand  is  unreasonable,  even 
if  the  need  for  greater  numbers  is  not  as 
great  as  Mr.  Oscar  Ewing  would  have  us 
believe!  The  Council  on  Medical  Education 
and  Hospitals  insists  that  facilities  for  train- 
ing medical  students  must  include  a definite 
number  of  laboratory  desks,  a stipulated 
number  of  hospital  beds,  and  minimum  ratio 
of  students  to  full  time  faculty.  And  the 
Council  may  be  considered  the  self-disciplin- 
ary agency  of  American  Medical  colleges. 
Many  of  these  institutions,  our  own  includ- 
ed, even  today  are  at  the  precarious  border 
line  of  these  Council  standards.  Govern- 
mental dips  into  private  incomes  have 
shrunk  revenues  of  endowed  colleges  while 
state  supported  institutions  are  suffering 
from  pressures  of  tax-conscious  groups  at 
large  and  economy  - minded  appropriation 
committees  in  the  Legislatures. 

To  us  the  future  of  medical  education  in 
general  and  in  this  state  in  particular,  poses 
a serious  challenge.  Whether  we  are  aware 
of  it  or  not  the  basic  pattern  for  the  quality 
of  medical  practice  and  medical  care  in  Ne- 
braska stems  from,  and  is  maintained  by  the 
two  medical  colleges.  The  influence  may  be 
impalpable  to  some  degree  yet  it  is  real. 
They  extend  dignity  and  decorum  in  aca- 
demic, as  well  as  professional  relationships 
to  every  corner  of  our  commonwealth.  Medi- 
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cal  progress  in  Nebraska  is  closely  linked 
with  the  ability  of  our  two  medical  colleges 
to  keep  pace  with  changing  concepts  in 
medical  thought  and  medical  education. 

In  our  justifiable  disposition  to  glorify  the 
past  let  us  not  resort  to  the  folly  of  neglect- 
ing the  future.  Our  medical  schools  now 
more  than  ever  before  need  our  encourage- 
ment and  our  support. 


MAKE  PLANS  NOW  TO  ATTEND  THE 
OMAHA  MID-WEST  ASSEMBLY 

This  Journal  again  announces  with  pleas- 
ure and  pride  the  coming  Annual  Assembly 
of  the  Omaha  Mid-West  Clinical  Society  to 
be  held  the  last  week  of  October  at  the  Hotel 
Paxton  in  Omaha.  In  the  August  issue  we 
published  a partial  list  of  the  guest  speak- 
ers who,  our  readers  will  agree,  represent 
the  best  in  medical  teaching  and  research 
in  the  United  States. 

The  program  now  nearing  completion  in 
details  will  appear  in  the  October  issue.  As 
in  years  past  the  seventeenth  Assembly  is 
full  of  interesting  and  instructional  ma- 
terial to  suit  the  tastes  and  the  needs  of 
every  physician  be  he  a specialist  in  a 
metropolis  or  a general  practitioner  in  a 
village.  Panel  discussions  will  again  occupy 
an  important  spot.  These  discussions,  judg- 
ing by  their  attendance  each  year,  have 
established  themselves  as  major  items  on 
the  program,  contributing  as  they  uniform- 
ly do  to  the  practical  knowledge  of  the  sub- 
ject under  consideration.  Eight  such  panels 
are  scheduled  for  this  year.  They  include 
Poliomyelitis,  Early  Diagnosis  of  Malignan- 
cy, Common  Problems  of  Geriatrics,  Latest 
Concepts  in  the  Treatment  of  Arthritis, 
Diagnosis  and  Treatment  of  Heart  Disease, 
The  Latest  in  Antibiotics,  Psychosomatic 
Medicine,  and  Tumors  of  the  Chest,  an  in- 
tensive post  graduate  course  par  excellence. 

We  suggest  that  you  make  hotel  reserva- 
tions now. 


MEDICAL  CONTRAINDICATIONS  TO  FLYING 

With  growing  utilization  of  air  travel,  the  doctor 
is  confronted  with  a problem  when  asked  by  a pa- 
tient: Is  it  safe  for  me  to  fly?  How  shall  he 
answer? 

The  physician  who  is  consulted  about  a person’s 
fitness  for  travel  must  first  consider  those  fea- 
tures peculiar  to  air  travel,  and,  secondly,  should 
try  to  assess  those  factors  in  his  patient’s  makeup 


which  may  operate  to  his  disadvantage  in  aviation. 
Despite  all  drawbacks  air  travel  may  in  certain 
instances  constitute  a justifiable  risk,  and  on  the 
whole  invalids  travel  well.  Among  the  conditions 
which  ordinarily  constitute  contraindications  to  fly- 
ing may  be  mentioned  hypertension,  angina  pec- 
toris, recent  myocardial  infarction,  recurrent 
asthma,  emphysema,  acute  catarrh  of  the  upper 
respiratory  tract,  most  space-occupying  intra- 
thoracic  lesions,  and  pulmonary  tuberculosis,  espe- 
cially if  the  patient  is  undergoing  treatment  by 
pneumothorax  or  pneumoperitoneum!1). 

Little  yet  has  been  made  available  to  the  general 
practitioner,  as  far  as  we  are  aware,  in  the  way  of  a 
concise  handbook  in  which  such  problems  are  dis- 
cussed. Flying  involves  a calculated  risk  under 
any  circumstances  both  for  well  and  sick  people. 
This  may  be  compensated  by  speed  of  flight  where 
this  is  a major  objective.  Air  evacuation  of  wound- 
ed is  a case  in  point.  But  it  is  not  applicable  to 
civilian  flying  where  the  question  concerns  only  the 
safety  of  flight  for  persons  who  suffer  from  some 
disease  in  some  degree. 

Doubtless  in  the  literature  there  is  to  be  found 
scattered  in  many  diverse  places  and  publications 
a good  deal  which  could  bear  practically  on  this 
subject.  Many  physicians  themselves  are  not  fa- 
miliar with  air  travel.  Any  doctor  can  of  course 
imagine  “those  features  peculiar  to  air  travel.”  But 
until  or  unless  he  is  familiar  with  them  by  personal 
experience  how  can  he  accurately  estimate  their 
effect  on  his  patients?  For,  aside  from  the  phy- 
sically measurable  features,  there  are  psychologic 
factors  to  be  considered  as  well.  It  may  be  as- 
sumed that  any  patient  who  desires  to  fly  has  al- 
ready accepted  for  himself  the  calculated  risk, 
otherwise  he  would  not  be  consulting  his  physician 
as  to  contraindications  which  he,  as  a non-medical 
person,  is  not  in  a position  to  evaluate. 

It  would  appear  that  some  kind  of  a handbook 
for  physicians  broadly  covering  this  subject  might 
be  of  great  assistance  in  view  of  the  probable  in- 
crease in  air  travel  to  be  anticipated  for  the  future. 

1.  J.A.M.A.,  138:619,  October  23,  1948. 


EVALUATION 

Results  of  the  1949  Federal  Evaluation  of  Sero- 
diagnostic  Tests  as  performed  in  state  laboratories 
have  been  reported  to  the  Department.  In  the  tabu- 
lation which  follows,  the  results  of  Nebraska’s  two 
routine  test  performances  are  compared  with  re- 
sults reported  by  laboratories  designated  as  “con- 
trol” laboratories  and  representing  the  most  com- 
monly used  technics. 


Laboratory 

Test  Procedure 

Sensi- 

tivity 

Speci- 

ficity 

Nebraska 

Flocculation 

. 76.1 

99.0 

Nebraska 

Complement  Fixation 

— 75.2 

99.3 

Control  Lab. 

68.8 

100.0 

Mazzini  Control 

Lab.  Mazzini  - 

73.3 

98.7 

Kolmer  Control 

Lab Kolmer  Comp.  Fixation 

__  70.9 

99.3 

U.  S.  Pub.  Health V.D.K.L.  Slide  Test 

- 69.2 

99.3 

As  will  be  noted  both  of  the  Nebraska  tests 
showed  satisfactory  in  comparison  with  the  com- 
parative control  tests. 


It  might  be  added  that  105  test  performances 
were  reported.  Nebraska’s  Flocculation  test  stood 
fifth  from  the  top  in  sensitivity,  and  the  Comple- 
ment Fixation  test  tied  for  ninth  place. 
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‘PRESIDENTS  TAGE 

AN  ADMONITION 

Again  the  American  people  have  been  forewarned,  and  this  time  by  an  outstanding 
and  loyal  American  whose  experience  in  political,  diplomatic  and  humanitarian  affairs, 
and  whose  determination  to  ascertain  the  truth  about  matters  pertaining  to  government 
through  research  and  study,  entitle  him  to  be  designated  as  an  authority.  He  stated  that 
our  country  is  heading  down  the  back  road  because  of  the  thoughtless  and  shameless 
spending  of  funds  poured  into  the  Federal  Treasury  by  taxpayers. 

Again,  as  on  similar  occasions  when  pronouncements  have  been  made  by  authorities 
on  government  affairs,  we  are  confronted  with  a quippish  retort  from  one  in  high  political 
office  which  burlesques  the  issue  and  stems  from  views  political  rather  than  economic. 
And  lest  you  forget,  your  Federal  Government  is  trying  to  function  in  the  face  of  a stag- 
gering national  debt  which  increases  each  year  by  the  billions  and  will  continue  to  in- 
crease unless  the  will  of  those  in  command  is  curbed.  There  can  be  no  doubt  as  to  what 
would  happen  eventually  to  the  citizen,  the  business  man  or  the  banker,  the  village  or  the 
city,  the  state  or  the  nation  if  one  or  all  would  insist  on  spending  more  money  than  they 
received.  The  finale  would  spell  bankruptcy. 

During  the  past  ten  years,  and  especially  the  last  five,  American  physicians  have 
been  confronted  with  unprecedented  problems.  Heading  the  list  are  the  legislative  bilk 
initiated  by  short-sighted,  political  and  selfish-minded  individuals  who  would  gamble  witli 
the  future  health  and  medical  care  of  our  citizens  and  fetter  the  medical  profession. 
These  threats  are  being  countered  by  the  American  Medical  Association  through  an  edu- 
cational campaign,  the  purpose  of  which  is  to  enlighten  the  American  people  about  the 
true  intent  of  such  legislation  and  the  consequences  if  enacted. 

Such  ventures  are  very  costly,  and  to  offset  a deficit  in  the  now  solvent  treasury  of 
the  American  Medical  Association,  the  House  of  Delegates  by  resolution  requested  all 
members  to  contribute  twenty-five  dollars  to  a special  fund  set  up  for  this  purpose.  We 
(the  American  Medical  Association)  have  built  up,  down  through  the  years,  a sizeable 
sinking  fund  thanks  to  the  genius  of  those  entrusted  with  our  financial  affairs.  Our  pres- 
ent problems  call  for  strategy  and  action  and  unless  there  is  fluid  financing,  budgets 
mean  little,  and  as  already  outlined,  bankruptcy  is  inevitable.  There  has  not  been  any 
coercion,  threats  of  suspension  or  expulsion  leveled  at  those  who  do  not  choose  to  con- 
tribute. The  members  of  the  House  of  Delegates  believed  that  all  physicians,  recognizing 
the  seriousness  of  the  situation,  would  want  to  contribute  promptly.  The  response  to 
date  has  been  good  but  not  one  hundred  per  cent. 

It  is  the  hope  of  your  officers  that  those  members  of  the  Nebraska  State  Medical 
Asssociation  who  have  not  forwarded  their  contributions  will  do  so  immediately.  The 
efforts  of  those  who  are  fighting  the  battle  for  you  and  your  patients’  personal  liberty 
have  been  crowned  with  success  so  far.  More  funds  are  necessary,  for  there  is  still  much 
to  be  done. 

Have  you  forwarded  your  check  to  the  secretary  of  your  county  medical  society? 

If  not  and  you  do  not,  admonitions  mean  little  to  you. 


Medicine  and  Dentistry  March  Hand 
in  Hand* 

PAUL  G.  LUDWICK,  D.D.S. 

President,  Nebraska  State  Dental  Association 
Lincoln,  Nebraska 


Mr.  President,  Members  of  the  Nebraska 

State  Medical  Association,  Guests: 

It  is  a distinct  pleasure  to  have  this  oppor- 
tunity to  appear  before  you.  As  President 
of  the  Nebraska  State  Dental  Association  I 
bring  you  greetings  and  best  wishes  from 
our  members  for  a most  successful  meeting. 

Both  professions  have  made  great  strides 
in  the  advancement  of  the  healing  arts  dur- 
ing the  last  fifty  years.  Much  of  our  prog- 
ress as  professions  has  been  achieved 
through  the  close  cooperation  of  those  in- 
terested in  science  and  research.  It  has  been 
a great  source  of  satisfaction  to  observe  the 
increasing  close  relationship  existing  be- 
tween our  professions  and  today  we  stand 
united  in  our  efforts  to  serve  humanity  to 
the  best  of  our  ability.  Medicine  and  Den- 
tistry have  accepted  the  challenge  and  to- 
day we  can  boast  of  the  most  healthy  nation 
on  earth,  served  by  physicians  and  dentists 
who  are  the  best  educated  and  trained  of 
any  nation. 

Today  Medicine  and  Dentistry  are  threat- 
ened by  a sinister  group  of  individuals  who 
wish  to  undermine  the  security  of  our  nation 
through  compulsory  health  insurance  and 
other  health  measures.  If  we  lose  this  bat- 
tle it  will  be  because  our  professions  have 
failed  to  provide  the  answer.  Once  this  plan 
has  been  established  we  shall  see  it  spread 
to  every  organized  group  until  our  freedom 
— the  very  foundation  upon  which  we  were 
founded — will  be  threatened. 

As  members  of  the  medical  profession  you 
are  no  doubt  familiar  with  the  plans  of  the 
American  Medical  Association  to  combat 
present  legislation.  I am  sure  a part  of  your 
annual  meeting  will  be  devoted  to  this  very 
important  problem.  The  American  Dental 
Association  too  has  made  plans  for  meeting 
this  problem  and  I should  like  to  review  the 
salient  parts  of  the  dental  program  so  you 
may  know  we  too  are  in  the  fight  and  mus- 
tering our  forces. 

In  April  of  this  year  a special  supplemental 
issue  of  the  Journal  of  the  American  Dental 
Association  was  published  for  the  informa- 

•Address  delivered  before  the  annual  sessions  of  the  Ne- 
braska State  Medical  Association,  May  3,  1949,  in  Omaha. 
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tion  of  the  millions  of  Americans  who  value 
dental  care  as  an  essential  health  service.  It 
was  published  to  place  before  the  dentist, 
and  the  patient  whom  he  serves,  the  facts 
and  fallacies  of  a program  which  can  serious- 
ly affect  the  welfare  of  the  individual,  the 
family,  the  state,  and  the  nation. 

The  present  administration’s  espousal  of 
federal  compulsory  health  insurance,  an  un- 
tried system  here  and  one  that  has  had  du- 
bious results  abroad,  represents  a dangerous 
willingness  to  experiment  with  the  health  of 
the  people  for  the  sake  of  political  advantage. 
It  is  not  the  product  of  those  who  have  had 
life  long  experience  in  the  actual  provision  of 
dental  and  medical  care.  It  is  a program  de- 
signed by  laymen  with  a sharp  eye  to  the 
political  profit  inherent  in  promising  some- 
thing for  nothing. 

The  best  control  for  such  dangerous  ex- 
perimenting is  knowledge  on  the  part  of  the 
public  and  on  the  part  of  the  health  profes- 
sions. Plans  are  under  way  for  the  distribu- 
tion of  this  most  important  supplement  to 
schools,  libraries,  and  civic  groups  by  all  dis- 
trict dental  societies  and  it  is  hoped  that  in 
this  way  the  public  will  receive  an  accurate 
and  true  picture  of  the  fallacies  of  such  a 
plan. 

The  House  of  Delegates  of  the  American 
Dental  Association,  meeting  in  Chicago  in 
October  of  1944,  approved  the  now  well 
known  four  principles  in  planning  programs 
of  dental  care.  The  program  of  the  Ameri- 
can Dental  Association  is  the  result  of  more 
than  ten  years  of  study  by  several  commit- 
tees and  councils  of  the  Association  and  is 
founded  on  two  fundamental  statements: 

1.  A statement  of  principles  which  es- 
tablishes four  rules  for  action,  and 

2.  A statement  of  goals  which  enumer- 
ates the  objectives  toward  which  dental 
health  programs  should  be  directed. 

The  principles  adopted  by  the  American 
Dental  Association  which  should  govern 
dental  health  program  planning  are: 

1.  RESEARCH — Adequate  provision  should  be 
made  for  research  which  may  lead  to  the  preven- 
tion or  control  of  dental  diseases. 
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2.  DENTAL  HEALTH  EDUCATION  — Dental 
health  education  should  be  included  in  all  basic  edu- 
cation and  treatment  programs  for  children  and 
adults. 

3.  DENTAL  CARE — (a)  Dental  care  should  be 
available  to  all  regardless  of  income  or  geographic 
location,  (b)  Programs  developed  for  dental  care 
should  be  based  on  prevention  and  control,  (c)  Den- 
tal health  is  the  responsibility  of  the  individual,  the 
family,  and  the  community,  in  that  order.  The 
community  in  all  cases  shall  determine  its  methods 
for  providing  service. 

4.  PARTICIPATION  IN  PROGRAM  PLAN- 
NING— In  all  conferences  that  may  lead  to  the  for- 
mation of  a plan  for  dental  research,  dental  health 
education  and  dental  care  there  should  be  participa- 
tion by  authorized  representatives  of  the  American 
Dental  Association. 

For  an  immediate  plan  of  action  the  Amer- 
ican Dental  Association  enumerates  six  ob- 
jectives toward  which  dental  health  pro- 
grams should  be  directed: 

1.  The  prevention  of  dental  diseases  through  the 
application  of  preventive  technics  as  soon  as  they 
are  demonstrated  to  be  scientifically  valid. 

2.  The  control  of  dental  diseases  by  the  expan- 
sion of  community  dental  programs, 

3.  The  provision  of  additional  facilities  and  uni- 
form standards  for  dental  care  by  making  dental 
services  available  in  hospitals  and  health  centers 
for  in-patients  and  out-patients, 

4.  The  recruitment  of  an  annual  enrollment  of 
dental  students  equal  to  the  capacity  of  all  dental 
schools  to  increase  the  number  of  qualified  den- 
tists, 

5.  The  adoption  of  measures  to  make  dental 
practice  in  smaller  cities  and  rural  areas  more  at- 
tractive and  rewarding  in  order  to  procure  a better 
distribution  of  dentists, 

6.  The  employment  of  dental  hygienists  as  aux- 
iliary aids  to  the  dentist,  the  provision  of  additional 
courses  for  those  who  desire  to  qualify  for  positions 
in  public  health  departments  and  schools. 

The  current  campaign  to  induce  the  Con- 
gress to  enact  a national  system  of  compul- 
sory health  insurance  and  other  health  meas- 
ures has  increased  the  need  for  a detailed 
and  formalized  program  to  inform  both  the 
members  of  the  dental  profession  and  the 
general  public  of  the  official  attitudes  of  the 
American  Dental  Association  regarding  na- 
tional health  plans. 

The  program  has  been  divided  into  two  ma- 
jor divisions,  (1)  A program  to  provide  in- 
formation to  members  of  the  dental  profes- 
sion, auxiliary  groups  and  allied  professions, 
and  (2)  a program  designed  to  provide  in- 
formation to  the  general  public.  The  Board 
of  Trustees  approved  a budget  of  $72,875  to 
launch  this  new  program  to  educate  both 
the  public  and  the  profession.  The  largest 
single  budget  item  was  $27,500  for  the  dis- 


tribution of  pamphlets  and  brochures  to  the 
public. 

The  American  Dental  Association  has  op- 
posed, and  opposes,  a system  'Of  federal  com- 
pulsory health  insurance  because  it  does  not 
represent  a practical  economical  and  scien- 
tific approach  to  the  problems  of  dental  dis- 
ease. But  the  Association  has  not  offered 
opposition  alone.  It  has  urged  the  adoption 
of  a constructive  program  under  which  the 
national  dental  health  can  be  improved.  It 
has  sought  its  own  legislation  in  order  to 
put  the  initial  part  of  this  program  into  ef- 
fect. 

While  these  constructive  efforts  were  go- 
ing on  the  sponsors  of  compulsory  health  in- 
surance were  blithely  ignoring  their  respon- 
sibility to  national  dental  health  by  refusing 
to  discuss  any  program  other  than  the  fed- 
eralization of  the  health  services.  The  public 
must  weigh  this  fact  before  entrusting  the 
future  of  its  health  services  to  a group 
which  so  callously  disregards  its  welfare. 

The  American  Dental  Association  will  con- 
tinue to  work  for  the  improved  dental  health 
of  the  nation.  It  remains  willing  to  discuss 
problems  of  dental  health  with  any  group, 
governmental  or  private.  It  will  march  with 
medicine  toward  the  goal  of  improved  na- 
tional health  and  not  stand  by  and  see  the 
health  of  this  nation  made  the  private  enter- 
prise of  politicians  and  government  planners. 

As  President  of  the  Nebraska  State  Dental 
Association  I am  proud  to  say  that  our  mem- 
bers support  wholeheartedly  the  program  of 
the  American  Dental  Association,  and  we 
pledge  our  support  to  your  National  and 
State  Medical  Associations  in  the  defeat  of 
any  system  of  federal  compulsory  health  in- 
surance. 


MEDICAL  SERVICE  GAIN 

Medical  service  available  to  the  people  of  the 
United  States  continues  to  increase  and  improve. 
Figures  of  the  American  Medical  association,  for 
example,  show  that  6,597  doctors  entered  the  ranks 
of  the  medical  profession  dux-ing  1948.  That  was  a 
net  gain  for  the  year  of  3,367  after  allowance  was 
made  for  the  3,230  doctors  who  died  during  the 
same  period.  While  gains  numerically  were  great- 
est in  the  Middle  Atlantic  and  East  Noilh  Centi'al 
gi’oups  of  states,  the  association’s  statistical  bi’eak- 
down  showed  some  inci-ease  in  doctoi-s  in  each  of 
the  country’s  nine  geogi’aphical  divisions.  Add  to 
that  the  new  hospital  space  being  provided  each 
year  and  the  i-apid  growth  of  membership  in  the 
various  volunteer  hospital,  medical  and  surgical  in- 
surance pi’ograms  that  are  available,  and  you’ll  dis- 
cover that  we  Americans  are  getting  along  pretty 
well,  health-wise,  and  that  without  benefit  of  any 
government  “aid.” — Fi-om  South  Omaha  Stockman. 


The  Management  of  Massive  Bleeding 
from  Peptic  Ulcer" 

E.  B.  REED,  M.D.,  F.A.C.P. 

Lincoln,  Nebraska 


This  paper  is  presented  primarily  for  the 
purpose  of  laying  a plan  for  the  manage- 
ment of  massive  bleeding  from  peptic  ulcer. 
To  emphasize  certain  points  of  interest  to 
us  all,  a short  summary  of  the  cases  of  peptic 
ulcer  entering  Bryan  Memorial  Hospital  from 
1939  to  1948,  inclusive,  will  be  presented. 
No  attempt  will  be  made  to  prove  any  spe- 
cific contention,  so  clinical  details  and  scien- 
tific references  will  be  kept  to  a minimum. 

During  the  ten  year  period  there  were  26,- 
344  hospital  admissions.  There  were  178 
cases  of  peptic  ulcer,  proven  by  either  sur- 
gery or  x-ray,  admitted  to  the  hospital.  Of 
this  group,  129  were  males  and  49  were  fe- 
males. The  diagnosis  of  duodenal  ulcer  was 
made  in  155  instances,  gastric  ulcer  in  21 
and  jejunal  ulcer  in  two,  and  one  of  these 
occurred  in  a case  in  which  a gastro-enter- 
ostomy  had  been  done  three  years  previous- 
ly. This  might  be  considered  a relatively 
low  incidence  of  ulcer  but  it  is  probably  ac- 
counted for  by  the  fact  that  a large  per  cent 
of  ulcer  patients  in  this  area  are  treated  on 
ambulatory  basis. 

The  usual  complications  seen  in  ulcer  are 
hemorrhage,  obstruction,  perforation  and  in- 
tractability. In  this  survey  this  latter  com- 
plication is  not  considered  because  of  the 
apparent  variations  in  the  definition  of  in- 
tractability. In  this  group  of  178  there 
were  54  cases  of  severe  hemorrhage,  11 
showed  obstruction  and  14  had  perforated. 
Of  the  54  cases  of  massive  bleeding,  39  were 
males  and  15  females;  and  37,  or  68%,  were 
45  years  of  age  or  older.  But  hemorrhage 
occurred  at  all  ages,  namely,  19  to  75  years. 
If  the  blood  counts  alone  were  used  as  the 
index  of  severity,  37  had  red  blood  counts 
of  3 million  or  below  and  were  considered 
severe,  10  showed  moderate  changes,  and  in 
seven  the  blood  values  showed  only  minor 
decreases.  It  was  found  that  46  were  duo- 
denal ulcer,  seven  were  gastric,  and  there 
was  one  jejunal  ulcer.  In  this  group  of  54 
cases  there  were  five  deaths,  or  a mortality 
rate  of  9.2%.  All  of  these  deaths  occurred 
in  males  at  the  respective  ages  of  61,  69, 
74,  58  and  75  years.  Four  of  the  deaths 
occurred  on  or  before  the  sixth  hospital  day. 

* Read  before  the  Lancaster  County  Medical  Society,  March 
5,  1949. 
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The  cases  of  hemorrhage  considered  in  this 
group  had  either  one  or  more  tarry  or  gross- 
ly bloody  stools,  or  had  vomited  a measur- 
able quantity  of  blood  which  was  sufficient 
to  cause  weakness  or  faintness,  prompting 
the  physician  to  advise  immediate  hospitali- 
zation. 

Severe  and  rapid  gastric  hemorrhage  con- 
stitutes a real  medical  emergency  and  de- 
mands prompt  and  effective  treatment  if 
loss  of  life  or  serious  disability  is  to  be  pre- 
vented. Severe  hemorrhage  means  a large 
vessel  has  been  eroded.  The  pathologist  al- 
most invariably  reports  that  duodenal  ulcers 
causing  massive  hemorrhage  and  death  are 
located  on  the  posterior  wall  of  the  duo- 
denum and  the  ulcer  has  eroded  the  pan- 
creatic-duodenal artery  or  one  of  its  larger 
branches.  In  the  case  of  gastric  ulcers  on 
the  lesser  curvature,  a large  branch  of  the 
right  or  left  gastric  artery  will  be  found 
to  be  eroded. 

The  treatment  of  this  emergency  is  essen- 
tially medical,  but  every  case  of  hemorrhage 
in  the  light  of  present  day  experience  is  po- 
tentially surgical.  So  the  patient  who  has 
an  internist  in  active  attendance  and  a sur- 
geon in  the  near  background  can  expect  the 
best  results.  There  has  been  a tendency  for 
the  profession  to  become  complacent  about 
severe  hemorrhage.  This  is  probably  the 
result  of  the  often  repeated  statement,  “pa- 
tients rarely  bleed  to  death  from  peptic  ul- 
cer.” Also  most  of  us  find  the  patient  in  a 
state  of  collapse  lying  in  a pool  of  blood  on 
the  bathroom  floor  and  by  the  time  he  ar- 
rives at  the  hospital  he  seems  to  have  rallied 
and  appears  to  be  in  pretty  fair  condition. 
Such  a change  gives  us  a false  sense  of  se- 
curity and  may  lead  to  laxity.  For  our  guide 
in  treatment  we  should  constantly  refer  to 
our  patient  because  this  is  one  condition  in 
which  constant  reference  to  the  patient  pays 
the  greatest  dividends. 

A discussion  of  a rational  regimen  pre- 
supposes that  a fairly  exact  diagnosis  has 
been  made,  that  the  physician  has  command 
of  helpful  laboratory  procedures,  and  that 
he  has  an  understanding  of  the  prime  fac- 
tors which  retard  healing;  namely,  acid  pep- 
sin digestion,  nutritional  disorders,  psycho- 
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genic  disturbances,  hypersecretion  and  vary- 
ing degrees  of  pyloric  obstruction  with  gas- 
tric retention. 

We  propose  to  discuss  this  subject  under 
three  headings ; that  is,  the  phase  of  pre- 
vention, the  actual  emergency  and  the  proper 
direction  of  the  occasional  case  to  the  sur- 
geon. 

The  prevention  of  severe  hemorrhage  from 
peptic  ulcer  would  in  the  majority  of  in- 
stances vary  in  direct  proportion  to  the  re- 
currence of  the  ulcer;  and  to  a lesser  extent 
it  would  be  dependent  upon  more  complete 
diagnosis  of  atypical  gastrointestinal  cases. 
It  is  well  known  that  many  peptic  ulcers  do 
not  provoke  classical  ulcer  symptoms.  In 
the  nervous,  high  pressure  individual  we 
are  too  prone  to  pass  off  his  symptoms  as 
being  those  of  a nervous  indigestion  and  do 
not  give  him  the  thorough  study  he  is  en- 
titled to.  So  it  behooves  us  to  make  a com- 
plete diagnosis  as  early  as  possible  and  ini- 
tiate the  best  treatment  we  know,  thereby 
forestalling  many  ulcers  becoming  chronic 
and  more  difficult  to  handle.  This  latter 
condition  has  led  to  the  old  adage,  “once  an 
ulcer  patient,  always  an  ulcer  patient.” 
There  is  enough  truth  in  this  statement 
that  it  has  led  us  into  a fatalistic  attitude 
toward  the  problem;  hence  laxity  in  the 
therapy  and  in  guidance  of  the  patient.  If 
we  are  to  expect  more  cases  ending  in  com- 
plete healing,  we  must  maintain  adequate 
management  over  a prolonged  period  of  time. 

The  treatment  of  the  emergency  phase  is 
concerned  with  the  management  of  the  pa- 
tient through  the  period  of  active  bleeding 
and  until  that  bleeding  has  stopped. 

First  we  will  consider  chiefly  the  medical 
aspects  of  the  problem  and  later  will  direct 
attention  to  special  considerations  that  call 
for  surgical  intervention.  It  goes  without 
saying  that  all  bleeding  cases  should  be  hos- 
pitalized for  treatment.  Every  case  must  be 
individualized  and  a frequent  inventory  of 
the  patient’s  status  has  to  be  made.  At  the 
outset,  clinical  manifestations  of  shock  are 
usually  present.  The  skin  is  pale,  cold  and 
moist.  The  pulse  is  weak  and  rapid  and  the 
arterial  pressure  is  sharply  decreased.  Res- 
piration is  rapid  and  shallow.  At  first  the 
patient  is  apprehensive,  but  later  is  apathetic 
and  reflexes  and  sensations  become  de- 
pressed. Nausea  and  vomiting  are  the  rule. 
These  are  the  early  signs  of  hemorrhagic 
hypotensive  shock,  and  active  treatment  is 


necessary  to  prevent  irreversible  shock 
which  results  from  the  secondary  change  in- 
duced by  the  preceding  period  of  hypotension 
and  inadequate  circulation/  Bleeding  is 
usually  associated  with  the  vomiting  of  cof- 
fee-ground material,  or  inky-black  fluid,  or 
fresh  blood.  Melena  soon  follows  but  it 
must  not  be  forgotten  that  the  current  jelly- 
like  stool  may  be  seen  if  the  hemorrhage 
is  brisk  and  the  peristalsis  rapid.  The  pa- 
tient must  be  at  absolute  rest  in  bed.  Shock 
blocks  can  be  used  in  the  more  extreme 
cases.  There  seems  to  be  sufficient  evidence 
to  warrant  keeping  the  room  temperature 
at  neutral  levels,  68°  to  78°F,  thus  prevent- 
ing either  shivering  or  undue  perspiration. 

Early  restoration  of  blood  volume  is  indi- 
cated. There  has  been  some  hesitancy  in 
the  past  about  giving  blood  transfusions, 
but  most  authors  recommend  its  use  rather 
freely  and  as  often  as  indicated.  In  the  av- 
erage case,  transfusion  by  gravity  drip  giv- 
en slowly  enough  so  as  not  to  raise  the 
blood  pressure  too  rapidly  is  the  procedure 
of  choice.  If  blood  is  not  immediately  avail- 
able, treated  plasma  should  be  given  in  500 
cc.  amounts.  Five  per  cent  glucose,  in  nor- 
mal saline  may  be  used  as  a temporary 
measure.  There  is  no  definite  standard  to 
use  in  measuring  the  amount  of  blood  that 
should  be  given.  This  factor  depends  large- 
ly on  clinical  judgment.  The  reaction  to 
blood  loss  is  extremely  variable.  The  ap- 
pearance and  behavior  of  the  patient  are  of 
great  help.  Generally  not  more  than  three 
transfusions  in  a 24-hour  period  are  re- 
quired. 

A record  of  the  blood  pressure  should  be 
taken  every  hour  until  the  emergency  has 
passed  and  then  every  three  to  four  hours 
the  following  few  days.  It  is  one  of  the  best 
signals  of  change.  The  pulse  rate  is  of 
great  importance,  and  when  considered  with 
the  systolic  blood  pressure  offers  fairly  re- 
liable evidence  of  the  need  for  transfusion. 
With  a pulse  rate  above  120  and  a blood  pres- 
sure of  80  or  below,  a transfusion  is  in  order. 
Blood  counts  and  hematocrit  determinations 
should  be  followed  but  they  are  too  unreli- 
able to  be  the  sole  guides  of  treatment.  The 
factors  of  dilution  and  concentration  should 
be  kept  in  mind.  It  should  be  remembered 
that  erythremia  is  the  rule  in  uncomplicated 
ulcers.  Patients  whose  erythrocyte  counts 
are  above  3 million  and  whose  hematocrit 
reading  is  30  or  above  rarely  need  a blood 
transfusion. 
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The  increase  in  blood  nitrogen  levels  may 
be  used  as  a guide  in  the  estimation  of  the 
rapidity  of  bleeding.  This  increase  is  de- 
pendent upon  absorption  of  blood  from  the 
gastrointestinal  tract  and  lowered  kidney 
function  resulting  from  the  hypotension  and 
compensatory  vasoconstriction.  It  has  been 
shown  that  increases  in  blood  urea  levels  of 
50%  or  more  of  normal  follow  a blood  loss 
of  at  least  800  cc.  or  more.  Metheny  and 
Green  have  devised  a tilting  test  for  the  di- 
agnosis of  incipient  shock.  The  patient  who 
shows  no  signs  of  shock  in  the  supine  posi- 
tion, but  raised  to  a position  of  75°  and  then 
shows  signs  of  faint,  or  an  increase  in  pulse 
rate  of  30  beats  or  more  per  minute,  is  pre- 
sumed to  have  a blood  loss  in  excess  of  1,000 
cc.  of  blood. 

Practically  all  cases  require  sedation.  It 
is  our  practice  to  give  phenobarbital  more  or 
less  routinely;  usually  sodium  phenobarbital 
grs.  II  by  hypo  every  six  to  eight  hours  is 
administered  as  indicated.  In  the  exceed- 
ingly anxious  and  restless  patient,  dilaudid, 
grs.  1/32,  provided  it  does  not  seem  to  cause 
nausea,  is  given  every  four  to  six  hours  to 
enhance  the  effect  of  this  medication. 

For  the  patient  who  is  vomiting  a great 
deal  or  who  is  in  extreme  shock,  nothing  is 
given  by  mouth  except  chips  of  ice  as  de- 
sired. The  argument  whether  or  not  to  use 
starvation  treatment  and  how  long  to  use  it 
will  probably  go  on  forever.  It  is  our  prac- 
tice to  start  milk  and  cream  feedings  imme- 
diately if  the  above  signs  do  not  prevail. 
Starvation  usually  is  not  continued  for  more 
than  24  hours.  Ordinarily  three  ounces  of 
milk  and  cream  are  given  every  two  hours 
and  this  is  continued  through  the  night  if 
the  patient  is  awake.  If  the  milk  is  not  well 
tolerated,  5 to  10  per  cent  solution  of  sweet- 
ened gelatin  may  be  substituted.  In  the 
course  of  three  to  four  days,  if  food  is  tol- 
erated, additions  are  rapidly  made  so  that 
the  diet  at  the  end  of  ten  days  includes  sim- 
ple cereals,  jello,  custards,  vegetable  puree 
(in  simple  soups),  junket,  bland  pudding, 
skinless  fruits,  prune  juice,  melba  toast, 
coddled  egg  and  ground  beef,  plus  four  to  six 
ounces  of  milk  and  cream  at  two-hour  inter- 
vals. Thereafter  five  to  six  feedings  of 
bland  food  are  given  daily.  Vitamin  supple- 
ments, especially  vitamin  C,  are  included. 
During  the  first  period  two  to  three  hundred 
milligrams  of  ascorbic  acid  are  administered 
parenterally.  Hematinics  are  not  started  un- 
til a few  days  after  bleeding  has  stopped. 


We  consider  the  coagulants  of  doubtful 
value,  and  in  those  cases  that  are  transfused 
most  of  the  necessary  factors  are  supplied; 
however,  every  case  should  be  given  a sur- 
vey for  a specific  hemorrhagic  tendency  and 
treated  accordingly. 

Antacids  are  generally  employed  after  the 
patient  demonstrates  that  he  can  take  fluid 
by  mouth  without  nausea.  We  use  alumi- 
num hydroxide  with  magnesium  trisilicate 
in  I to  II  dram  doses,  between  feedings.  We 
have  never  subscribed  to  the  practice  of  giv- 
ing this  type  of  medication  by  nasal  drip.  It 
is  a source  of  constant  annoyance  to  the  pa- 
tient and  by  the  same  token  may  be  a source 
of  great  harm.  Furthermore,  it  ties  up  a 
great  deal  of  the  interne’s  time  as  well  as 
nursing  service,  which  is  a factor  in  these 
days  of  shortages. 

Some  advocate  gastric  lavage  with  cold 
water,  but  this  also  seems  to  be  a practice 
that  is  gradually  losing  favor.  We  do  not 
recommend  its  use.  Brown  advocates  the 
use  of  adrenalin  after  the  lavage  with  cold 
water. 

Other  symptomatic  measures  are  used  as 
the  case  seems  to  demand  but  the  above 
constitutes  the  general  plan  of  procedure. 

As  has  been  previously  stated,  most  cases 
of  massive  hemorrhage  stop  bleeding  under 
appropriate  medical  management.  However, 
there  is  always  a small  per  cent  that  will 
continue  to  bleed  and  prove  fatal.  Experi- 
ence has  shown  that  many  of  these  patients 
can  be  saved  by  large  quantities  of  blood 
and  a good  surgeon.  It  is  the  responsibility 
of  the  medical  man  in  cooperation  with  the 
surgeon  to  recognize  these  special  cases. 
Certain  criteria,  that  have  been  developed 
by  various  investigators,  may  be  used  in  the 
selection  of  the  particular  case  for  emer- 
gency surgical  treatment.  They  may  be 
summarized  as  follows: 

(1)  In  that  case  in  which  hemorrhage  continues 
in  spite  of  a strict  medical  regimen  or  when  hem- 
orrhage recurs  after  a temporary  cessation,  surgery 
should  be  considered. 

(2)  Age  has  been  shown  by  a number  of  authors 
to  be  a factor  in  mortality.  It  is  well  known  that 
the  great  majority  of  deaths  from  massive  hemor- 
rhage occurs  in  patients  of  50  years  or  older.  It 
becomes  necessary  to  observe  closely  an  apparently 
mild  hemorrhage  in  the  older  person. 

(3)  Patients  who  have  had  multiple  hemorrhage 
do  not  seem  to  do  well  on  medical  management 
and  so  this  fact  should  be  considered  for  what  it 
is  worth  in  deciding  what  is  best  for  the  patient. 
The  first  hemorrhage  rarely  ends  fatally. 
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(4)  Also  experience  has  proven  that  the  chances 
of  recovery  are  related  to  the  duration  of  the  hem- 
orrhage. Very  few  survive  if  heavy  bleeding  per- 
sists for  48  hours  or  more.  So  this  fact  bears 
weight  in  the  selection  of  the  case  for  surgery. 

(5)  It  must  be  remembered  that  the  rate  of 
hemorrhage,  with  its  effect  upon  circulation,  is 
the  most  dangerous  factor  in  these  cases.  The 
presence  of  hypotension  and  signs  of  shock  in  spite 
of  repeated  blood  transfusion  make  surgery  more 
or  less  imperative. 

It  should  be  emphasized  that  only  those  patients 
who  are  bleeding  to  death  in  spite  of  our  best  medi- 
cal program  should  go  to  surgery,  regardless  of  the 
fact  that  the  exsanguinated  patient  is  an  extremely 
poor  surgical  risk. 

In  the  case  that  makes  a fairly  prompt 
recovery  from  an  episode  of  massive  hem- 
orrhage, it  has  been  our  practice  to  consider 
the  case  as  a medical  problem.  However, 
more  recently  we  have  inclined  to  the  opinion 
that  certain  of  these  cases  should  have  elec- 
tive surgery.  We  use  some  of  the  above 
criteria  as  our  guide  to  a great  extent,  in  the 
selection  of  these  cases.  In  brief  we  con- 
sider that  individual  of  50  years  or  more 
who  has  had  a rather  difficult  time  as  a 
result  of  the  hemorrhage,  and  whose  his- 
tory indicates  a chronic  type  of  ulcer,  as  a 
candidate  for  elective  surgery.  This  is 
more  specially  true  if  any  of  the  following 
conditions  are  also  present:  (1)  high  gastric 


acids;  (2)  history  of  previous  hemorrhage; 
(3)  slight  to  moderate  hypertension;  (4) 
previous  surgery,  such  as  pyloroplasty  or 
posterior  gastroenterostomy.  We  are  con- 
fident that  elective  surgery  will  eventually 
help  to  lower  mortality  rate  in  peptic  ulcers. 

SUMMARY 

(1)  For  academic  interest,  a survey  of 
peptic  ulcer  cases  admitted  to  the  Bryan 
Memorial  Hospital  over  a ten  year  period  is 
presented.  There  is  reviewed  a total  of  178 
cases,  54  of  which  were  admitted  because  of 
hemorrhage. 

(2)  A plan  for  the  management  of  mas- 
sive bleeding  from  peptic  ulcer  is  the  sole 
purpose  of  this  presentation. 

(3)  A practical  regimen  of  treatment  is 
outlined.  Restoration  of  blood  volume  is 
the  first  consideration.  Blood  should  be  giv- 
en as  rapidly  and  as  frequently  as  clinical 
conditions  demand  it. 

(4)  An  attempt  has  been  made  to  shojv 
that  a small  per  cent  of  this  group  of  pa- 
tients should  have  emergency  surgical  treat- 
ment and  others  should  have  elective  sur- 
gery. Criteria  have  been  set  forth  for  the 
selection  of  these  special  cases. 


* * * 


Side  Effects  of  the  Antihistamine  Drugs" 

M.  H.  BRODKEY,  M.D.,  F.A.C.A. 

From  the  Department  of  Medicine,  Division  of  Allergy, 
Creighton  University  School  of  Medicine 
Omaha,  Nebraska 


In  the  past  several  years,  a new  field  has 
been  opened  in  the  treatment  of  allergic  dis- 
orders with  the  introduction  of  antihistamine 
drugs.  Many  of  these  histamine  antagonists 
have  been  found  to  be  effective  in  the  edema 
states  of  allergic  disorders.  Some  were  re- 
stricted in  their  clinical  use,  however,  be- 
cause of  varying  degrees  of  side  reactions. 
Previous  to  1942,  at  least  165  substances  had 
been  used  in  the  treatment  of  the  allergic 
state,  many  of  which  had  antihistaminic 
properties.  Drugs  such  as  the  amnio-acids, 
arginine,  histidine,  and  cysteinte  were  his- 
tamine antagonists,  but  were  too  highly  toxic 
in  their  action.  The  original  Fourneau  syn- 
thetic antagonists  in  France,  929F  and 
1571F,  were  abandoned  for  clinical  use  be- 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1948. 


cause  of  high  toxicity  and  narrow  margin 
between  toxic  manifestations  and  anihistam- 
ine  activity.  In  1942,  compound  2339RP 
(Antergan),  was  used  clinically  in  France, 
and  was  shown  to  be  within  man’s  tolerance. 
In  1945,  histamine  antagonists  of  American 
origin  began  to  appear,  the  first  of  which 
to  be  marketed,  “Benadryl,”  exerted  side  ef- 
fects in  well  over  one-half  of  the  patients 
on  whom  it  was  used.  There  rapidly  fol- 
lowed a dozen  or  more  drugs  of  this  nature, 
all  of  which  have  presented  claims  of  ex- 
cellency in  action  with  minimum  of  side 
effects. 

The  value  of  any  drug  used  for  thera- 
peutic purposes  is  governed  in  part  by  its 
ability  to  exert  therapeutic  effects,  with  a 
minimum  of  side  reactions.  This  goal  in 
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antihistamine  therapy  has  been  achieved  to 
a degree.  A lessened  number  of  side  effects 
seems  to  have  appeared  with  each  of  the 
newer  antihistaminics  marketed.  Experi- 
mental investigations  at  present  promise  to 
produce  newer  drugs  with  even  less  side  ef- 
fects. “Bromothen”  and  “Chlorothen,”  made 
by  the  Stamford  Research  Laboratories,  have 
been  effective  antihistamine  drugs  in  73  clin- 
ical cases  without  side  effects.  However,  none 
of  the  dozen  or  so  antihistamanic  drugs  ap- 
pearing for  clinical  use  in  1947  and  1948, 
has  been  without  fault.  With  some  the  side 
reactions  have  been  profund ; with  others 
they  have  been  minimal  in  most  instances. 
Nevertheless,  even  in  the  cases  where  min- 
imal reactions  were  usual,  an  occasional  se- 
vere effect  took  place  which  necessitated  the 
discontinuation  of  the  drug.  In  evaluation 
of  a series  of  cases  treated  by  a specific  anti- 
histamine drug,  consideration  must  be  given 
to  the  number  of  cases  reported.  Too  small 
a series  may  furnish  figures  which  are 
misleading.  For  example,  a physician  in 
southern  United  States  reported  on  the 
action  and  side  effects  of  a specific  anti- 
histamine drug  under  his  investigation.  His 
report  on  a moderate  number  of  cases 
showed  no  major  side  reactions;  two  days 
after  his  cases  had  been  reported,  a new 
patient  developed  a profound  effect  from  the 
drug.  Among  the  figures  for  side  reactions 
of  the  newer  antihistamine  drugs,  the  fol- 
lowing summarize  the  major  drugs  now  in 
use: 

ANTIHISTMINE  DRUGS  WITH  AVERAGE  PER- 
CENTAGES OF  SIDE  REACTIONS 

1.  Benadryl  (Parke  Davis) — side  effects  in  some 
series  as  high  as  63%  have  been  reported G3). 

2.  Pyribenzamine  (Ciba) — 26%  side  effects; 
6.7%  had  to  stop  drug<2-  3- 11). 

3.  Neohetramine  (Wyeth) — 16%  side  effects; 
9%  had  to  stop  drug  (C.  E.  Arbesman).(2) 

4.  Decapryn  (Merrell) — less  than  10%  of  cases 
had  side  effects  (E.  A.  Brown). (D 

5.  Thenylene  (Abbott) — 27%  had  side  effects 
(R.  E.  Kierland). 

6.  Hydryllin  (Searle) — 35%  side  effects;  14% 
had  to  stop  drug  (C.  E.  Arbesmand2) 

7.  Neo-Antergan  (Merck) — 33%  side  effects; 
16%  had  to  stop  drug  (C.  E.  Arbesman)d2> 

8.  Thephorin  (Roche)  — 38.6%  side  effects; 
12.8%  severe  (R.  Frank). (g) 

9.  Trimeton  (Schering)— 16%  side  reactions;  6% 
had  to  stop  drug  (E.  A.  Brown). <5> 

10.  Histadyl  (Lilly) — 27%  had  side  effects(2). 

11.  Antistine  (Ciba) — 14%  side  effects;  7.5% 
had  to  stop  drug  (C.  A.  Arbesman)d2) 

12.  Linadryl  (Park  Davis) — 17.2%  discomforting 

reactions  04). 

13.  Diatrin  (Warner). 

14.  Anthallan. 


By  far  the  chief  side  effect  of  the  anti- 
histamine drugs  has  to  do  with  a depression 
of  the  higher  cerebral  centers.  The  triad 
of  complaints  chiefly  heard  is  drowsiness, 
lassitude  and  dizziness.  Often,  after  the 
drug  in  question  has  been  used  for  a while, 
these  complaints  become  minimal  or  disap- 
pear. In  some  instances,  however,  the  ef- 
fects are  so  profound  that  the  drug  must  be 
discontinued.  Because  it  is  not  known  how 
the  patient  will  react  to  the  drug  when  it 
is  first  given,  a warning  concerning  possible 
immediate  side  effects  should  accompany  the 
prescription.  Initially  the  patient  should  not 
be  allowed  immediately  to  perform  a haz- 
ardous occupation,  such  as  driving.  One  of 
the  drugs,  “Thephorin”,  in  many  instances 
fails  to  produce  drowsiness,  but  has  a stimu- 
lating cerebral  effect,  in  some  cases  pro- 
ducing insomnia.  Among  the  other  side  ef- 
fects of  these  drugs,  the  following  can  be 
listed: 


Dryness  of  the  mouth 

Disorientation 

Weakness 

Confusion 

Vertigo 

Anorexia 

Chilliness 

Numbness 

Nausea 

Blurred  vision 

Exaustion 


Bad  taste 
Headache 
Abdominal  cramps 
Increase  of  symptoms 
Flushes 
Perspiration 
Urinary  symptoms 
Palpitation 
Tremor 

Chest  oppression 
Flatulence 


Numerous  unusual  side  reactions  have 
been  reported  from  the  use  of  the  antihis- 
tamine drugs.  In  general,  some  of  them 
have  been  used  over  a long  period  of  time  in 
average  doses,  without  alteration  of  the 
blood  count  or  of  blood  chemistry.  Some  of 
the  more  severe  side  reactions  deserve  men- 
tioning. 

Weil  reported  a case  in  which  a boy,  three 
years  old,  was  given  two  50  mg  doses  of  Ben- 
adryl for  hay  fever.  Six  hours  later  a third 
dose  of  lOOmg  was  administered.  Shortly 
following  the  third  dose,  the  child  was  found 
sitting  in  bed,  laughing  and  singing.  There 
were  muscular  twitchings  of  the  face,  in- 
voluntary spastic  movements  of  the  extremi- 
ties, urinary  incontinuence,  and  in  a few 
minutes  the  child  was  irrational.  In  24  hours, 
recovery  was  complete. 

Geiger (9)  has  reported  a patient  who  took 
300mg  of  Benadryl  over  a period  of  three 
days.  By  the  fourth  day,  this  26  yeai  old 
woman  complained  of  palpitation,  diminished 
vision,  malaise,  drowsiness,  heartburn  and 
nausea.  Following  the  next  regular  dose  of 
50  mg,  she  was  found  unconscious.  She  re- 
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sponded  to  epinephrine  and  three  hours  later 
was  completely  recovered. 

Benadryl  has  been  used  in  suicide.  Duer- 
feldt(e)  has  reported  a girl  who  took  30  cap- 
sules of  50mg  Benadryl  with  a successful 
suicide  intent.  Another  of  Duerfeldt’s  pa- 
tients b y misunderstanding  instructions, 
took  50  of  the  50mg  capsules  at  one  dose, 
and  survived. 

Blood  cell  alterations  have  been  reported 
by  the  continued  use  of  the  antihistamine 
drugs.  Blanton  and  Owens (3)  describe  a case 
of  granulocytopenia,  due  probably  to  Pyri- 
benzamine.  A 74  year  old  woman  developed 
fever  and  marked  depression  of  granulocytes 
in  the  periferal  blood  after  eight  weeks  of 
moderate  doses  of  Pyribenzamine.  With- 
drawal of  the  drug  and  administration  of 
penecillin  resulted  in  recovery.  The  white 
cell  count  had  dropped  from  8,600  with  75% 
neutrophiles,  to  1,300  with  3%  neutrophiles. 
Crandall  has  reported  four  patients,  each 
taking  heavy  doses  of  Benadryl  or  Pyriben- 
zamine, developing  marked  anemia  with  red 
blood  cell  counts  dropping  to  2.5  to  3 mil- 
lion. At  the  same  time  white  blood  cell 
counts  ranged  from  1200  to  1500.  One  pa- 
tient, a physician,  died  from  a blood  dys- 
crasia,  after  being  on  a long  course  of  Pyri- 
benzamine. 

Skin  eruptions  following  Pyribenzamine 
have  been  reported  by  Harris  and  Shure(11), 
and  by  Epstein (7b  Eczematoid  and  pityriasis 
rosea  type  eruptions  cleared  with  the  dis- 
continuation of  the  drug,  and  recurred  on  its 
administration. 

'I- 


Idiosyncrasies  to  the  drugs  have  appeared 
in  the  literature.  Kern(12>  has  reported  a 
patient  who  had  taken  one  tablet  of  Pyriben- 
zamine, and  subsequently  fainted  and  re- 
mained unconscious  for  several  minutes. 
Glaser  and  Davison  have  observed  that  in 
some  mothers,  Benadryl  and  Pyribenzamine 
have  greatly  diminished  fetal  movements. 

None  of  the  antihistamine  drugs  should 
be  used  indiscriminately.  The  dose  schedule 
for  each  patient  taking  the  drugs  should  be 
individualized.  The  adverse  side  effects  of 
the  drugs  must  be  kept  in  mind  in  determin- 
ing the  ideal  beneficial  dose  to  the  patient. 
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MASS  CHEST  X-RAY  PROGRAM  UNCOVERS  TUMORS 


Mass  x-raying  of  chests  is  resulting  in  the  find- 
ing of  an  increasing  number  of  solitary  tumors,  ac- 
cording to  Dr.  Robert  K.  Arbuckle  of  Oakland,  Calif. 

Doctor  Arbuckle,  associated  with  the  Samuel 
Merritt  Hospital  in  Oakland,  makes  this  comment 
in  the  July  issue  of  the  American  Journal  of  Roent- 
genology and  Radium  Therapy.  He  presents  a re- 
port of  a study  undertaken  to  determine  which  of 
the  diagnostic  procedures  offer  the  most  help  in 
arriving  at  an  exact  diagnosis  in  patients  with  a 
single  tumor  of  the  chest. 

Fifty  proved  cases  are  reviewed.  Most  of  the 
tumors  were  of  three  types:  (a)  bronchial  car- 
cinomas; (b)  nerve  tissue  tumors,  and  (c)  aneu- 
rysms. 

“Intelligent  management  of  patients  having  soli- 
tary tumors  of  this  kind,  many  of  which  were 


asymptomatic  depends  upon  the  exact  nature  of  the 
mass,”  Doctor  Arbuckle  says.  “It  is  a great  ad- 
vantage to  be  able  to  establish  the  diagnosis 
promptly  so  that  therapeutic  measures  can  be 
planned  and  carried  out  without  delay.” 

He  points  out  the  difficulty  of  making  an  ac- 
curate diagnosis  by  roentgenoscopy  even  for  com- 
petent roentgenologists.  He  adds: 

“Needle  aspiration  under  roentgenoscopic  guid- 
ance for  the  purpose  of  producing  material  for  his- 
topathologic study  afforded  us  the  most  prompt 
and  accurate  method  of  establishing  the  diagnosis 
(74  per  cent  of  the  cases). 

“There  are  no  roentgen  findings  that  can  be  con- 
sidered characteristic  of  any  particular  type  of 
tumor.  In  many  instances  the  diagnosis  which  was 
finally  established  was  not  considered  among  the 
possibilities  when  the  first  examination  was  made.” 
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It  is  recognized  by  all,  that  there  is  need 
for  additional  diagnostic  methods  to  improve 
the  results  in  gallbladder  surgery  and  that 
the  mortality  and  morbidity  in  biliary  tract 
surgery  is  increased  proportionately  to  the 
delay  in  treatment  of  gallstones  or  stones  in 
the  common  duct. 

The  purpose  of  this  paper  is  to  report  our 
results  with  routine  exploration  of  the  com- 
mon duct  following  cholecystectomy  for  cho- 
lelithiasis. We  have  found  no  group  of  symp- 
toms or  physical  findings  either  before  or  at 
the  time  of  operation  which  definitely  ex- 
clude the  presence  of  common  duct  stones  in 
a patient  with  disease  of  the  biliary  tract. 
We  know  of  no  group  of  symptoms  which  are 
a positive  sign  of  a stone  in  the  common  duct. 

If  jaundice  is  present  one  immediately 
thinks  of  a stone  in  the  common  duct;  but 
when  one  is  carrying  out  a surgical  pro- 
cedure in  the  biliary  tract,  if  he  limits  his 
justification  for  exploring  the  common  duct 
to  the  presence  of  jaundice,  he  will  leave  be- 
hind almost  as  many  common  duct  stones  as 
he  removes,  since  jaundice  does  not  always 
occur  when  stones  are  present. 

In  1936  Lahey(1)  concluded  that  previous 
to  1926  he  had  left  stones  in  the  common 
duct  in  one  out  of  10  patients  subjected  to 
cholecystectomy  and,  in  an  effort  to  de- 
crease this  high  incident,  Lahey  increased 
common  duct  exploration  44%  in  a series  of 
2,000  cases  with  discovery  of  stones  in  18% 
in  the  last  one-third  of  the  series.  But,  be- 
cause of  the  increased  mortality  and  morbid- 
ity which  has  been  erroneously  associated 
with  opening  of  the  common  duct,  it  is  easy 
to  understand  why  most  surgeons  have  hes- 
itated to  explore  the  duct  merely  because  at 
times  no  stones  have  been  found.  Mirizzi(2), 
Best(3),  Hicken,  Partington (4>,  Sachs  and 
others  have  made  use  of  immediate  cho- 
langiography to  avoid  opening  the  common 
duct  unnecessarily.  This  procedur e,  al- 
though it  is  of  value,  can  be  time  consuming 
and  burdensome.  In  our  opinion  it  is  simple 
to  open  the  duct  and  explore  it  and  there  is 
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also  less  chance  of  leaving  small  stones  in 
the  duct  which  may  not  be  visualized  even 
using  the  cholangiography  technic.  In  this 
way,  the  number  of  common  duct  stones  left 
behind  will  be  reduced  even  though  many  pa- 
tients will  have  an  exploration  of  the  com- 
mon duct  in  which  no  stones  will  be  found. 

From  1938  to  1948  over  560  explorations 
of  the  common  duct  have  been  performed, 
and  it  is  my  firm  opinion  that  exploration  of 
the  common  duct  does  not  increase  the  op- 
erative mortality  or  morbidity.  The  routine 
use  of  intratracheal  anesthesia  in  operations 
on  the  biliary  tract  has  facilitated  adequate 
exposure ; also  penicillin,  streptomycin  and 
the  use  of  the  indwelling  Levine  tube  with 
continuous  gastric  suction  have  been  im- 
portant factors  in  reducing  mortality  to  less 
than  1%. 

Previous  to  the  present  series  our  indica- 
tions for  opening  the  common  duct  were  as 
follows:  1.  Jaundice,  2.  Dilated  or  thick- 

ened common  duct,  3.  Positive  or  suspicious 
findings  in  palpation  of  the  common  duct,  4. 
Sediment  in  bile  aspirated  from  the  common 
duct,  5.  Acute  or  sub-acute  pancreatitis, 
6.  Non  calculus  gallbladder  with  biliary  tract 
symptoms. 

Of  the  total  number  of  cholecystectomies 
performed  in  the  past  ten  years  at  Creighton 
Memorial  St.  Joseph’s  Hospital  only  4%  were 
accompanied  by  exploration  of  the  common 
duct.  Of  this  4%  explored,  56%  were  found 
to  have  stones.  And  of  the  total  number  of 
cholecystectomies  when  no  exploration  of 
the  common  duct  was  performed,  23%  re- 
turned with  symptoms  of  biliary  tract  colic. 
Of  this  23%  with  biliary  symptoms  the  com- 
mon duct  was  explored  and  66%  were  found 
to  have  stones. 

In  order  to  improve  our  results  in  this 
disease  it  was  decided  to  explore  the  common 
ducts  of  all  patients  whose  gallbladder  con- 
tained stones  either  large  or  small  and  also 
a non-calculus  gallbladder  with  symptoms  of 
biliary  tract  colic.  From  1946  to  the  present 
date  200  cholecystectomies  have  been  per- 
formed on  patients  whose  gallbladder  con- 
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tained  large  or  small  stones.  On  routine  ex- 
ploration of  the  common  duct  in  these  cases, 
25%  were  found  to  contain  stones. 

It  was  interesting  to  note  that  50%  of  the 
gallbladders  which  contained  small  stones 
also  had  stones  in  the  common  duct.  It  was 
also  noted  that  patients  with  jaundice  whose 
gallbladder  contained  stones  at  the  time  of 
the  operation,  in  50%  of  the  cases  with 
jaundice,  the  cause  of  the  jaundice  was  ob- 
struction due  to  stones  in  the  common  duct. 
We  also  found  on  exploration  of  many  com- 
mon ducts  that  appeared  normal,  in  which 
the  bile  had  a golden  appearance  with  no 
debris,  and  also  on  palpation  no  stones  could 
be  felt,  many  of  these  had  small  stones  in 
the  lower  end  of  the  common  duct  or  in  the 
region  of  the  papilla  of  Vater.  Of  the  200 
patients  whose  common  ducts  were  explored 
and  found  to  have  stones  and  removal  was 
successfully  performed,  only  one  has  re- 
turned with  symptoms  of  biliary  tract  colic. 
During  the  time  of  convalescence  from  the 
first  exploration  of  the  common  duct,  this 
one  patient  showed  a stone  in  the  common 
duct  on  cholangiography  studies  and  was 
being  treated  conservatively*5)  until  she  ac- 
cidentally pulled  the  T tube  during  move- 
ments in  the  night.  She  returned  six  months 
later  with  symptoms  of  biliary  tract  colic, 
and  upon  exploration  of  the  common  duct, 
stones  were  successfully  removed  relieving 
her  of  symptoms.  Cholangiography  studies 
then  showed  no  stones. 

It  is  needless  to  say  that  many  common 
ducts  have  been  opened  in  which  no  stones 
have  been  found  and  one  may  say  that  the 
procedure  was  unnecessary.  But  because  I 
know  of  no  symptoms  or  signs  which  will 
tell  which  common  duct  contains  stones  and 
which  does  not,  we  have  felt  justified  to 
open  all  common  ducts  if  the  gallbladder 
contains  stones.  In  doing  this  routinely  we 
have  been  rewarded  in  finding  more  ducts 
containing  stones  than  we  did  before,  and 
more  patients  have  been  relieved  of  their 
symptoms  of  biliary  tract  disease.  We  have 
also  noted  that  this  procedure  has  not  in- 
creased the  mortality  or  morbidity  rate,  and 
of  the  last  200  patients  whose  gallbladders 
have  been  removed  with  common  duct  ex- 
ploration, we  have  had  no  fatalities. 

In  order  to  carry  out  this  procedure*6)  it 
is  necessary  to  properly  prepare  the  patient 
before  surgery.  He  must  be  completely  re- 
laxed; the  surgeon  must  have  good  exposure 
and  a dry  field.  We  have  used  intratracheal 


gas  ether  anesthesia  on  our  cases  and  a long 
right  subcostal  incision.  After  complete  ex- 
ploration of  the  abdomen  the  fundus  of  the 
gallbladder  is  grasped  and  the  bile  is  aspi- 
rated thus  shrinking  the  gallbladder.  The 
ampulla  of  the  gallbladder  is  then  grasped 
and  the  gastrohepatic  ligament  is  cut  and 
wiped  away  from  the  region  of  the  cystic 
duct,  artery,  and  common  duct.  The  cystic 
artery  is  then  clamped,  cut  and  tied  with  an 
O chromic  suture.  The  cystic  duct  is 
clamped,  cut,  and  the  gallbladder  is  removed. 
A Mayo  pack  is  placed  in  the  region  of  the 
gallbladder  bed  and  the  liver  retracted.  The 
cystic  duct  is  doubly  tied  with  O chromic 
suture  near  the  common  duct  and  placed  in 
extension  with  a forceps.  The  common  duct 
is  then  placed  under  direct  vision,  and  exam- 
ined with  the  left  index  and  middle  fingers 
under  the  duct,  and  the  thumb  above.  Bile 
is  aspirated  from  the  common  duct  with  a 
small  needle  and  examined  for  debris.  Guide 
sutures  are  placed  on  each  side  of  the  com- 
mon duct  below  the  cystic  duct  and  the  com- 
mon duct  is  opened  longitudinally.  Common 
duct  spoons  are  then  introduced  and  stones 
are  removed  if  present.  After  this,  the  com- 
mon duct  is  irrigated  with  normal  saline  un- 
til aspirations  are  clear.  A T-tube  is  intro- 
duced in  the  common  duct  with  the  longer 
arm  pointing  toward  the  duodenum.  The 
common  duct  is  sutured  around  the  T-tube 
with  O chromic  suture  and  two  penrose 
drains  are  introduced  into  Morrison’s  pouch ; 
then  both  drains  and  T-tube  are  brought  out 
through  a stab  wound  to  the  right  of  the  in- 
cision. All  abdominal  packs  and  sponges  are 
removed  and  accounted  for,  a piece  of  oxycel 
gauze  is  placed  in  the  gallbladder  bed  to  pre- 
vent postoperative  oozing.  The  omentum  is 
placed  between  the  duodenum  and  liver  for 
prevention  of  any  postoperative  obstruction 
of  the  duodenum  due  to  adhesion.  A million 
units  of  penicillin  and  a gram  of  streptomy- 
cin are  placed  in  the  peritoneal  cavity  and 
the  abdomen  is  closed  using  O chromic  for 
peritoneum  and  fascia.  The  skin  is  approxi- 
mated with  silk.  A blood  transfusion  or 
dextrose  solution  is  given  during  the  opera- 
tion and  during  convalescence  as  necessary. 
A Levine  tube  is  introduced  immediately 
when  the  patient  arrives  in  his  room  and  at- 
tached to  suction  for  several  days.  The  T- 
tube  is  attached  to  bottles  at  the  side  of  the 
bed  and  allowed  to  drain.  Only  ice  water  by 
mouth  is  allowed  until  the  Levine  tube  is  re- 
moved. During  this  period  blood  transfu- 
sions and  dextrose  are  given  intravenously 
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for  the  support  of  the  patient.  Mobile  x-ray 
therapy  to  abdomen  is  given  routinely  post- 
operatively.  Also  large  doses  of  Vitamin  C 
and  Vitamin  B complex  are  given.  Demerol 
has  been  used  for  pain  and  patients  have 
been  allowed  to  move  about  in  bed  freely, 
being  up  and  about  by  the  3rd  postoperative 
day  when  feedings  by  mouth  are  begun.  The 
drains  are  removed  on  the  7th  postoperative 
day  and  irrigation  of  the  common  duct 
through  the  T-tube  with  saline  is  begun  on 
the  7th  postoperative  day  and  continued 
daily  until  the  T-tube  is  removed.  Cholan- 
giographic  studies  have  been  performed  on 
the  14th  postoperative  day  and  if  no  stones 
are  present  in  the  duct  the  T-tube  is  clamped 
and  irrigated  daily  with  normal  saline  for 
several  days,  after  which  the  T-tube  is  re- 
moved. When  the  common  duct  is  found  to 
be  small  and  containing  stones,  the  T-tube 
is  left  in  place  for  several  weeks  before  re- 
moval. When  the  common  duct  is  large  and 
thickened,  the  T-tub  is  left  in  for  several 
months  before  removal. 

When  patients  have  been  found  jaundiced 
before  surgery  they  are  all  properly  pre- 


pared with  Vitamin  K and  blood  transfusions 
until  the  prothrombin  time  is  within  normal 
limits.  We  have  not  had  any  wound  disrup- 
tions. On  several  occasions  patients  have 
developed  pulmonary  infarcts  but  fortunate- 
ly this  cleared  up  after  dicumarol  adminis- 
tration and  ligation  of  superficial  femoral 
veins. 

CONCLUSIONS 

1.  In  order  to  cut  down  complications, 
mortality  and  morbidity  rate,  all  common 
ducts  should  be  explored  in  patients  whose 
gallbladder  contains  stones. 

2.  If  t h i s procedure  is  followed,  more 
stones  will  be  found  and  more  patients  will 
be  relieved  of  their  biliary  tract  disease. 

3.  This  procedure  can  be  done  with  a low 
mortality  and  morbidity  rate  with  proper 
preparation  of  the  patient  and  with  proper 
preoperative  and  postoperative  care. 
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The  differential  diagnosis  of  acute  abdom- 
inal pain  is  one  of  the  most  difficult  tasks 
confronting  the  conscientious  student  of 
medicine.  The  work  of  differentiating  the 
various  conditions  which  might  produce  ab- 
dominal pain  is  further  complicated  by  the 
fact  that  some  demand  life-saving,  emergen- 
cy surgery;  while  in  others,  surgical  inter- 
vention might  be  delayed.  In  yet  other  con- 
ditions operative  intervention  may  have 
nothing  to  offer  or  may  actually  be  detri- 
mental. The  patient  with  acute  abdominal 
pain,  therefore,  forces  one  of  three  decisions 
to  be  made:  (1)  Emergency  laparotomy  is 

indicated,  (2)  Operation  is  indicated  but  can 
be  deferred  and  (3)  Operation  is  contra-in- 
dicated. The  magnitude  of  this  task  is  best 
appreciated  when  one  lists  the  various  con- 

♦Published  with  the  permission  of  the  Medical  Director  of  the 
Veterans  Administration,  who  assumes  no  responsibility  for  the 
opinions  expressed  or  conclusions  drawn  by  the  author. 


ditions  which  may  be  associated  with  acute 
abdominal  pain.  (Table  I.) 

TABLE  I 

Conditions  producing  acute  abdominal  symptoms: 

1.  Appendicitis 

2.  Salpingitis 

3.  Segmental  Enteritis 

4.  Diverticulitis:  Colon,  Meckel’s,  Duodenal 

5.  Acute  Gallbladder  Disease 

6.  Penetrating  Ulcer:  Gastric,  Duodenal,  Bowel 

7.  Perforated  Viscus:  Duodenum,  Sigmoid  Col- 
on, Gallbladder 

8.  Ruptured  Viscus:  Uterus,  Bladder 

9.  Trauma:  Pen.  wounds,  Crushing  wounds 

10.  Mesenteric  Thrombosis 

11.  Strangulated  Hernia:  Internal,  External 

12.  Intussusception 

13.  Volvulus 

14.  Referred  Pain:  Radiculitis,  Coronary  Occlu- 
sion, Pneumonia 

15.  Torsion  of  Ovarian  Cyst 

16.  Torsion  of  Undescended  Testicle 

17.  Torsion  of  Pedicled  Fibroid 
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18.  Acute  Pancreatitis 

19.  Pyelitis 

20.  Prostatitis 

21.  Seminal  Vesiculitis 

22.  Ureteral  Calculus 

23.  Myositis 

24.  Liver  Abscess 

25.  Biliary  Calculus 

26.  Ruptured  Graafian  Follicle 

27.  Retroperitoneal  Hemorrhage 

To  attempt  to  recall  this  entire  list  of 
pathologic  entities  when  examining  a patient 
with  acute  abdominal  pain  is  manifestly  im- 
possible. Yet  it  is  mandatory  that  we  cover 
each  condition  that  might  demand  emer- 
gency surgery.  To  do  this  quickly,  easily  and 
accurately  is  not  only  possible  but  absolute- 
ly necessary  to  successfully  practice  abdom- 
inal surgery.  It  is  accomplished  by  dividing 
our  original  list  into  two  groups,  (1)  those 
conditions  which  demand  urgent  surgery 
and  (2)  those  which  do  not.  By  studying  the 
first  group  of  cases  it  becomes  apparent  that 
they  comprise  conditions  in  which  one  of 
three  pathologic  processes  is  active:  peri- 

tonitis, gangrene  of  the  bowel  and  hemor- 
rhage. These  processes  must  be  considered 
acute  surgical  emergencies.  Diseases  which 
do  not  produce  these  effects,  although  they 
may  ultimately  require  surgery,  can  be  ex- 
cluded from  the  group  generally  known  as 
the  acute  surgical  abdomen.  Therefore,  when 
examining  a patient  with  acute  abdominal 
pain  it  is  first  necessary  to  exclude  perito- 
nitis, gangrene  of  the  bowel  and  hemor- 
rhage. 

PERITONITIS 

Peritonitis  is  the  most  common  and  the 
most  important  condition  producing  an  acute 
surgical  abdomen.  It  usually  begins  as  a 
localized  process  which,  if  neglected,  becomes 
generalized  and  ultimately  ends  fatally  in 
twenty  per  cent  or  more  of  cases.  The  per- 
itoneum has  a most  effective  and  efficient 
infection-resisting  mechanism.  With  the  help 
of  antibiotics  and  sulfonamides  it  is  able  to 
overcome  even  gross  contamination.  How- 
ever, the  peritoneum  is  unable  to  control  a 
constant  source  of  infection.  It  is,  therefore, 
the  object  of  urgent  surgery  for  peritonitis 
to  eradicate  as  promptly  as  possible  the 
source  of  infection. 

Peritonitis  from  a clinical  standpoint  can 
be  divided  into  local  and  general.  The  former, 
as  noted  previously,  is  often  a harbinger  of 
the  latter. 

Local  peritonitis,  which  is  the  more  frequent  of 
the  two,  is  commonly  associated  with  Appendicitis, 
Sigmoid  Riverticulitis,  Meckel’s  Diverticulitis,  and 
Acute  Cholecystitis. 


Localized  peritonitis  is  dangerous  because 
it  threatens  to  develop  into  generalized  per- 
itonitis with  its  high  morbidity  and  mortali- 
ty rates.  Fortunately,  the  physical  findings 
are  quite  definite  and,  together  with  a good 
history,  are  often  diagnostic. 

1.  Localized  pain  of  considerable  severity.  This 
is  the  outstanding  symptom  of  localized  peritonitis. 
The  pain  is  not  as  severe  as  that  associated  with 
biliary  or  ureteral  calculi  but  it  is  enough  to  awaken 
the  patient  from  a sound  sleep  and  produces  a con- 
stant discomfort.  Localization  is  quite  exact  and  the 
patient  can  frequently  point  with  one  finger  to  the 
area  of  greatest  pain,  which  is  usually  directly  over 
the  diseased  part. 

2.  Involuntary  muscular  rigidity.  This  is  of  ex- 
treme importance  to  the  careful  examiner  because 
it  cannot  be  mimicked  by  voluntary  action.  Gen- 
eralized abdominal  rigidity  may  be  produced  by 
voluntary  effort  but  can  usually  be  overcome  by 
careful,  gentle  and  persistent  effort.  Muscular 
spasm  involving  one  half  or  one  quarter  of  the  ab- 
domen is  pathognomonic  for  underlying  peritonitis. 

3.  Peritoneal  irritation.  If  this  is  present  the 
area  of  the  local  peritonitis  is  fixed.  It  is  demon- 
strated by  rebound  tenderness  and  contralateral 
pain  when  palpating  the  well  side  of  the  abdoman. 
When  localized  peritonitis  is  present  either  of  these 
maneuvers  produces  pain  in  the  affected  area.  This 
sign  also  is  seldom  obscured  by  voluntary  action  on 
the  part  of  the  patient. 

4.  Laboratory  studies  are  usually  confined  to  a 
blood  count  and  urinalysis.  The  red  cell  count  and 
hemoglobin  when  elevated  may  reflect  dehydration. 
The  white  cell  count  reflects  a suppurative  process 
by  leukocytosis  and  shift  to  the  left.  Urinalysis  may 
reveal  pathological  findings  if  the  pathology  is  adja- 
cent to  the  ureter. 

Generalized  peritonitis  is  frequently  a fur- 
ther development  of  localized  peritonitis.  It 
usually  develops  between  the  third  and  sixth 
day  of  the  disease  and  if  associated  with  a 
continuously  open  perforation  of  a viscus  is 
universally  fatal.  If  the  disease  process  be- 
gins with  generalized  peritonitis,  spontaneous 
or  traumatic  rupture  of  a viscus  must  be 
suspected.  The  use  of  roentgenograms  to 
demonstrate  free  intraperitoneal  air  beneath 
the  diaphragm  is  of  great  help  to  establish 
the  fact  that  perforation  of  a hollow  viscus 
has  occurred.  Primary  hematogenous  per- 
itonitis is  rare  and  practically  never  seen  in 
adults.  The  conditions  associated  with  gen- 
eralized peritonitis  are: 

Perforated  Appendicitis,  Perforated  Diverticulitis, 
Perforated  Cholecystitis,  Perforated  Duodenal  Ulcer, 
Ruptured  Bladder,  Penetrating  Wounds,  Crushing 
Wounds. 

It  will  be  immediately  apparent  that  gen- 
eralized peritonitis  is  usually  due  to  perfora- 
tion of  a viscus  either  by  disease  or  external 
force  with  the  formation  of  an  open  source 
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of  peritoneal  contamination.  Generalized 
peritonitis  is  recognized  by  the  following 
findings : 

1.  Generalized  abdominal  rigidity.  Because  of 
the  diffuse  involvement  of  the  peritoneum  the  entire 
musculature  of  the  abdominal  wall  goes  into  a re- 
flex spasm  producing  the  familiar  “board-like  rigid- 
ity.” This  sign  is  only  found  in  generalized  peri- 
tonitis but  as  has  been  implied  above  care  must  be 
taken  in  eliciting  it.  It  may  be  mimicked  by  muscle 
guarding. 

2.  Abdominal  pain.  This  is  usually  quite  severe. 
The  pain  is  diffuse  and  cannot  be  localized  by  the 
patient. 

3.  Paralytic  ileus.  This  is  due  to  a reflex  inhibi- 
tion of  peristalsis.  It  is  characterized  by  a loss  of 
peristaltic  sounds  on  auscultation,  vomiting  and  ob- 
stipation. Suggestive  x-ray  findings  can  frequently 
be  demonstrated. 

4.  Vascular  collapse.  This  is  usually  of  a mild 
degree  but  becomes  progressively  more  severe.  It 
is  due  to  the  profound  toxemia  and  is  associated 
with  the  classical  Hippocratic  facies.  Ultimately  it 
is  the  cause  of  death. 

5.  The  laboratory  findings  reflect  the  infection, 
dehydration  and  toxemia.  As  a result  leukocytosis, 
high  red  cell  count  and  hemoglobin,  and  albuminuria 
are  found. 

GANGRENE  OF  BOWEL 

The  next  important  indication  for  emer- 
gency surgery  is  gangrene  of  a portion  of  the 
gastrointestinal  tract.  Strangulation  of 
bowel  rapidly  progresses  to  necrosis  and 
terminates  in  shock.  If  unrelieved  the  out- 
come is  fatal  due  to  shock  or  toxemia  with 
renal  failure.  Strangulation  of  bowel  is  found 
in  association  with: 

1.  Hernia  (Enterocele). 

2.  Intussusception. 

3.  Volvulus. 

4.  Mesenteric  Thrombosis. 

The  symptoms  and  findings  in  this  group 
are  not  as  distinct  as  in  the  peritonitis  se- 
ries. There  are  several  important  points 
that  are  significant. 

1.  Pain  is  usually  present.  It  may  vary  from 
sudden  severe  pain  of  prostrating  intensity  to  mild 
discomfort.  There  is  seldom  any  localization  with 
the  exception  of  external  hernia.  A strangulated  ex- 
ternal enterocele  will  produce  local  pain.  Internal 
herniae  as  well  as  the  other  conditions  above  give 
a diffuse  abdominal  pain  more  frequently  than  not. 

2.  Bowel  obstruction  with  obstipation  dates  to 
the  onset  of  pain.  This  is  universally  present  and 
the  obstruction  is  usually  complete  and  of  the  me- 
chanical type.  Peristalsis  is  not  inhibited  and  aus- 
cultation may  reveal  an  increase  in  activity. 

3.  Peritonitis  is  not  present  until  late  in  the  dis- 
ease. It  is  important  to  differentiate  the  findings 
in  advanced  obstruction  from  those  in  peritonitis. 
Auscultation  of  the  abdomen  is  valuable  in  this  re- 
gard. 

4.  Toxemia  is  an  early  and  important  finding. 
A profound  toxemia  associated  with  abdominal  pain, 


early  bowel  obstruction  and  absence  of  peritonitis 
is  diagnostic.  The  pulse  is  an  important  index  of 
the  toxic  state  and  usually  becomes  progressively 
more  rapid  until  relief  is  obtained.  If  early  relief 
is  not  obtained  renal  suppression  with  anuria  re- 
sults. Once  this  develops  the  outlook  is  grave. 

5.  Peripheral  vascular  collapse  is  present  as  a 
terminal  event  if  anuria  has  not  developed  earlier. 
It  is  an  expression  of  the  toxic  state  plus  the  pro- 
found physiological  effects  of  transudation  of  blood, 
electrolytes  and  fluids  into  the  injured  bowel. 

6.  The  laboratory  findings  are  the  same  as  in 
peritonitis. 

INTRAPERITONEAL  HEMORRHAGE 

This  last  group  of  conditions  comprising 
the  acute  surgical  abdomen  is  not  large  but 
is  nevertheless  important.  Correct  diagnosis 
is  of  profound  importance  since  control  of 
the  bleeding  point  spells  the  difference  be- 
tween life  and  death.  Conditions  in  which 
hemorrhage  may  occur  are: 

1.  Ruptured  ectopic  pregnancy. 

2.  Abdominal  trauma  either  crashing  or  pene- 
trating. 

3.  Postoperative. 

All  trauma  to  the  abdomen  must  be  re- 
garded with  suspicion  until  the  possibility  of 
hemorrhage  is  excluded.  Symptoms  may  be 
delayed  for  several  days  due  to  the  forma- 
tion of  a clot  which  may  be  secondarily  dis- 
lodged. The  possibility  of  postoperative  hem- 
orrhage although  a rarity  today  is  still  an 
occasional  occurrence.  The  signs  and  symp- 
toms include: 

1.  Pain  may  be  mild  to  severe  and  may  occa- 
sionally be  absent.  A sudden  hemmorhage  into  a 
clean  peritoneal  cavity  will  always  produce  rather 
severe  pain.  If  the  peritoneal  cavity  has  been 
previously  traumatized  or  infected,  bleeding  may 
produce  little  or  no  pain. 

2.  Peritoneal  irritation  as  a result  of  bleeding 
is  likewise  more  severe  with  a fresh  hemorrhage 
into  an  unsoiled  peritoneum.  The  findings  here  vary 
from  those  of  generalized  peritonitis  to  a completely 
asymptomatic  abdomen. 

3.  Progressive  anemia  with  a suggestive  history 
is  the  most  significant  finding.  Increasing  pallor 
and  tachycardia  are  present  early.  Air  hunger, 
faintness  and  shock  develop  later. 

4.  Laboratory  findings  are  usually  not  signifi- 
cant except  for  a falling  red  cell  count.  Compensa- 
tion for  intra-abdominal  bleeding  is  usually  suffi- 
cient to  be  reflected  in  a falling  red  cell  count.  A 
mild  degree  of  leukocytosis  may  be  present. 

ACUTE  ABDOMINAL  CONDITIONS  NOT 
REQUIRING  URGENT  SURGERY 

After  the  surgical  conditions  of  the  “acute 
abdomen”  are  considered  there  remains  a 
rather  large  and  heterogenous  group  of  dis- 
eases which  demand  attention.  Many  of 
these  conditions  require  surgical  operation. 
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They  have  been  separated  from  the  forego- 
ing category  only  insofar  as  the  surgical 
procedure  can,  with  a certain  degree  of  safe- 
ty, be  deferred  to  accomplish  certain  addi- 
tional tests  or  studies.  This  implies  that  the 
operation  to  be  performed  is  not  immediate- 
ly life-saving  although  it  may  be  absolutely 
necessary  to  restore  normal  health.  Here 
again,  we  have  attempted  to  classify  these 
diseases  into  related  groups  for  purposes  of 
clinical  discussion. 

MASSIVE  TISSUE  NECROSIS 
In  this  group  of  conditions  early  surgery 
is  desirable  although  urgent  surgery  is  not 
necessarily  indicated.  The  differentiation 
of  this  group  from  peritonitis  is  sometimes 
difficult  or  impossible.  The  outstanding  point 
of  difference  is  an  absence  of  muscle  spasm 
of  the  abdominal  wall  and  a lack  of  perito- 
neal irritation.  The  pain  is  usually  very  se- 
vere and  seldom  more  localized  than  to  an 
entire  hemi-abdomen.  Toxemia,  reflected  in 
a rapid,  thready  pulse  is  an  early  finding. 
Diseases  in  this  category  include : 

Torsion  of  an  ovarian  cyst,  torsion  of  an  undes- 
cended testicle,  torsion  of  a pedicled  fibroid,  stran- 
gulated omental  hernia  (omentocele). 

RETROPERITONEAL  INFLAMMATION 
Retroperitoneal  inflammatory  diseases 
produce  signs  and  symptoms  which  are  often 
confused  with  intraperitoneal  lesions.  This 
group  of  diseases  seldom  needs  an  operation 
for  cure  although  differentiation  may  be  so 
difficult  that  exploratory  celiotomy  is  indi- 
cated. Abdominal  lymphoblastoma  may  be 
included  in  this  group.  The  conditions  to  be 
considered  are: 

Mesenteric  lymphadenitis 
Periostitis  of  ileum 

Upper  urinary  tract:  Ureteritis,  Pyelitis 
Acute  pancreatitis 

Lower  urinary  tract:  Prostatitis,  Seminal  Ves- 
iculitis 

Abdominal  lymphoblastoma 

The  most  important  entities  in  this  group 
are  the  urinary  tract  infections.  Right-sid- 
ed acute  seminal  vesiculitis  may  prove  a dif- 
ficult diagnostic  problem.  Rectal  examina- 
tion will  confirm  the  diagnosis.  An  abdom- 
inal lymphoma  of  the  Hodgkins  or  sarcoma 
type  may  produce  pain,  fever  and  leukocy- 
tosis. Acute  pancreatitis  is  the  only  one  of 
this  group  which  produces  shock.  The  im- 
portant points  in  this  group  of  diseases  are: 

1.  Fever  is  an  almost  constant  finding  and  in 
the  urinary  infections  may  reach  104°.  This  is  a 
rather  important  point  since  an  early  fever  in  the 
surgical  abdomen  is  not  usual. 


2.  Pain  is  not  well  localized.  It  is  usually  con- 
fined to  a half  or  a quadrant  of  the  abdomen. 

3.  Peritoneal  irritation  is  absent.  Muscle  spasm 
and  rebound  tenderness  are  not  present. 

4.  Laboratory  studies  vary.  The  upper  urinary 
infections  are  usually  associated  with  a pyuria.  An 
acute  seminal  vesiculitis  on  the  other  hand  usually 
has  a normal  urine.  Leukocytosis  may  vary  from 
mild  to  severe. 

CALCULI 

The  most  dramatic  of  all  the  acute  abdom- 
inal episodes  are  the  symptoms  associated 
with  the  passage  of  a calculus.  The  pain  is 
so  severe  and  so  localized  that  the  diagnosis 
is  seldom  difficult.  The  radiation  of  pain  is 
likewise  characteristic.  Biliary  and  urinary 
calculi  are  the  chief  offenders. 

ABDOMINAL  WALL 

A rare  source  of  confusion  in  the  diag- 
nosis of  an  acute  abdomen  is  disease  of  the 
anterior  abdominal  wall.  A careful  history 
and  examination  will  in  most  instances  re- 
veal the  true  nature  of  the  condition.  To  be 
considered  are: 

Myositis  due  to  superficial  trauma  .+ 

Ruptured  abdominal  muscle  (rectus) 

Thrombophlebitis  of  superficial  veins 

Herpes  Zoster 

Referred  pain  (cardiac,  pulmonary,  radiculitis) 

Diagnosis  is  usually  relatively  easy  and 
aided  by  the  following  facts : 

1.  Pain  is  superficial  and  aggravated  by  light 
palpation. 

2.  True  muscle  spasm  is  absent  as  well  as  signs 
of  peritoneal  irritation. 

3.  Laboratory  work  is  negative. 

4.  History  and  physical  examination  will  make 
the  diagnosis.  The  important  thing  to  remember  is 
that  a cardio-pulmonary  examination  cannot  be 
omitted. 

DIAGNOSTIC  PROCEDURES  OF  VALUE 

Having  classified  the  acute  abdominal  dis- 
eases the  next  question  that  arises  is,  “What 
is  the  correct  diagnostic  procedure  to  follow 
when  confronted  by  a patient  complaining  of 
acute  pain  in  the  abdomen?”  We  have  at- 
tempted to  outline  our  procedure  step  by 
step. 

1.  Inspection.  This  begins  on  entrance  to  the 
patient’s  room.  Is  he  resting  comfortably  or  is  he 
in  evident  distress  ? Has  he  assumed  a suggestive 
position?  Is  pallor  of  the  skin  and  mucosa  present? 
Do  the  tongue  and  lips  suggest  dehydration  or  the 
stigmata  of  avitaminosis? 

2.  History.  This  should  include  a careful  de- 
scription of  the  course  of  the  disease.  Appendicitis 
in  many  instances  can  be  suspected  from  the  history 
alone.  The  story  of  trauma  or  pregnancy  or  previ- 
ous similar  episodes  may  be  significant.  A history 
of  chronic  diarrhea  or  recurrent  attacks  of  diarrhea 
is  often  important. 
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3.  Examination.  The  abdomen  is  usually  ex- 
amined first.  It  is  the  site  of  the  disease  and  the 
patient  expects  it.  If  the  hands  are  cold  they  are 
warmed  by  washing  in  hot  water.  The  right  hand 
is  then  lightly  placed  upon  the  umbilicus  with  the 
palm  down.  While  the  examination  is  under  way 
the  doctor  engages  the  patient  in  a steady  stream 
of  conversation.  Gradually  the  palpating  hand 
wanders  over  the  abdominal  wall  coming  to  the  in- 
volved quadrant  last.  This  palpation  is  superficial 
and  does  not  produce  pain.  It  develops  confidence 
in  the  patient  and  assures  him  that  he  is  not  about 
to  be  roughly  mishandled.  It  tells  the  doctor  about 
tissue  turgor,  nutritional  state,  abdominal  disten- 
tion, palpable  borborygmus  and  superficial  tender- 
ness. Last  but  by  no  means  least  it  helps  the  doc- 
tor formulate  an  opinion  as  to  the  patient’s  psychic 
reaction  to  his  disease — whether  he  is  a stoic  or 
prone  to  exaggerate. 

Next  comes  deep  palpation.  The  patient  is  asked 
to  flex  his  knees,  to  place  his  hands  at  his  sides  and 
to  relax  the  abdominal  wall.  He  is  then  asked  to 
indicate  with  one  finger  the  point  of  maximum  ten- 
derness. After  this  is  done  the  palpation  proceeds 
from  the  opposite  abdominal  quadrant.  Palpation 
begins  suoerficially  and  gradually  progresses  more 
deeply.  The  conversation  between  the  physician  and 
patient  continues,  the  doctor  being  constantly  alert 
to  changes  in  facial  expression  which  may  indicate 
unsuspected  areas  of  tenderness.  In  this  way  the 
examining  hand  passes  from  quadrant  to  quadrant 


seeking  information  about  the  sigmoid  colon,  spleen, 
liver,  cecal  area,  retro-pubic  area  and  deep  inguinal 
areas.  Now  the  costovertebral  angles  are  palpated 
for  tenderness.  Finally  a rectal  examination  is  done. 
When  examining  the  rectum  the  following  items  are 
noted:  sphincter  tone,  ampullar  contents,  size,  shape 
and  tenderness  of  prostate  and  seminal  vesicles,  base 
of  bladder,  pelvic  peritoneum,  intrarectal  lesions  and 
finally  extrarectal  masses.  When  the  finger  is  with- 
drawn it  is  examined  to  note  the  color  of  the  stool 
and  the  presence  or  absence  of  recent  or  old  bleed- 
ing. The  examination  is  now  completed  by  a rapid 
but  careful  evaluation  of  the  head  and  neck,  thoracic 
organs  and  extremities. 

4.  Laboratory  examinations  are  invaluable.  A 
complete  blood  count  is  essential  and  includes  red 
and  white  cell  counts,  colorimetric  hemoglobin  de- 
termination and  differential  count.  A urinalysis  is 
done  for  sugar  and  albumin  and  a microscopic  study 
of  the  uncentrifuged  sediment  is  requested. 

This  amount  of  work-up  will  satisfy  or- 
dinary requirements.  Occasionally  it  will  be 
advisable  to  request  a flat  plate  of  the  ab- 
domen. Calculi,  hepatomegaly,  splenomeg- 
aly and  soft  tissue  masses  are  frequently 
demonstrated.  Upright  x-rays  to  show  the 
diaphragms  are  useful  to  demonstrate  free 
intraperitoneal  air  to  confirm  the  presence 
of  a ruptured  viscus. 


* * ❖ 


The  False  Fear  of  Disc  Surgery 

KEITH  W.  SHELDON,  M.D. 

Lincoln,  Nebraska 


A certain  amount  of  false  fear  regarding 
the  surgical  consideration  of  herniated  inter- 
vertebral discs  has  been  created  by  lay  and 
medical  press  offerings.  Contrary  to  popu- 
lar impression,  even  patients  with  definite 
clinical  symptoms  are  not  necessarily  all  sur- 
gical cases.  In  fact,  the  large  percentage  of 
them  may  be  treated  quite  successfully  by 
non-operative  procedures.  Those  refractive 
cases  needing  surgical  intervention,  after 
careful  evaluation,  can  be  relieved  in  nearly 
all  instances. 

One  of  the  basic  tenets  of  good  medicine 
is  the  establishment  of  a diagnosis.  Too 
many  cases  of  nerve  root  irritation  are  treat- 
ed without  diagnosis  and  consequently  with- 
out favorable  results.  Low  back  or  low  back 
and  associated  leg  pain,  as  the  chief  com- 
plaint of  a patient,  often  leads  the  doctor 
who  sees  the  patient  first  to  neglect  the 
efforts  toward  a complete  examination. 

TERMINOLOGY 

There  is  no  justification  for  the  use  of 
sciatica,  sciatic  neuralgia,  lumbago,  neuritis, 


etc.,  as  diagnostic  terms.  They  express  only 
symptoms.  The  tentative  diagnosis  of  intra- 
spinal  disc  pressure  is  not  difficult.  Once 
established,  it  protects  both  the  patient  and 
the  physician  from  serious  errors  of  omis- 
sion in  both  diagnosis  and  treatment. 

DIAGNOSIS 

(a)  Careful  History.  The  history  of  low 
back  and  leg  pain  unilateral  or  bilateral ; low 
back  pain  alone,  leg  pain  alone,  or  hip  pain, 
should  put  the  examiner  on  guard.  Pares- 
thesias, such  as  numbness,  burning,  tingling, 
formication,  needles  and  pins  sensation,  all 
suggest  cerebral  or  peripheral  nerve  irrita- 
tion. Pain  accentuation  by  cough  or  sneeze 
may  indicate  intraspinal  pressure.  Motor 
weakness  of  an  extremity,  subjective  or  ob- 
jective, should  be  searched  for  diligently. 
The  history  of  an  injury  is  not  a necessary 
factor  in  the  diagnosis.  Periods  of  partial 
or  complete  relief  from  pain  and  disability 
at  various  times  are  significant,  as  is  the 
complaint  of  night  pain.  Certain  other  neu- 
rologic complications,  such  as  bowel  or  blad- 
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der  weakness  are  often  brought  out  only  by 
direct  questioning. 

(b)  Physical  Examination.  Physical 
examination  should  be  thorough  enough  to 
rule  out  pain  arising  from  modalities  other 
than  nerve  root  or  vertebral  disturbance. 

The  Back:  Is  there  listing  of  the  trunk? 
Does  the  patient  have  scoliosis?  Is  there  a 
definite  limp?  Observation  and  palpation 
will  reveal  the  presence  or  absence  of  muscle 
spasm  in  the  sacral-spinalis  muscle  groups. 
Is  there  a normal  lumbar  curve  or  is  the 
curve  absent?  Note  the  degree  of  restric- 
tion of  motion  in  forward,  backward,  and 
lateral  bending.  The  radiation  of  back  or 
leg  pain  on  acute  neck  flexion,  the  so-called 
Nafzigger’s  sign,  is  a simple  test,  which 
should  not  be  overlooked,  as  it  is  of  value  in 
making  a diagnosis.  Are  there  any  local 
areas  of  tenderness,  or  trigger  zones,  which 
upon  pressure  precipitate  the  original  pain? 

(c)  Leg  signs.  With  the  patient  lying 

supine,  certain  leg  signs  are  of  value.  Hip 
motion:  The  absence  of  pain  on  complete 

rolling  motion  of  the  hip  rules  out  most  local 
pathology.  If  there  is  any  evidence  of  a 
positive  Patrick*  sign,  a confirmation  using 
Gaenslen’s**  maneuver  will  aid  in  the  evalu- 
ation of  sacroiliac  joint  stability.  A positive 
straight  leg  raising  sign  or  a Laseque*** 
sign  suggests  nerve  root  irritation. 

(d)  Neurological  Changes.  The  examin- 
ation from  a purely  neurologic  point  of  view 
may  be  brief,  but  there  are  several  items  of 
importance  and  they  are  easily  accomplished. 
First,  a test  of  the  reflexes,  alteration  of 
which  usually  means  root  pressure.  Second, 
the  simple  scratch  test  of  the  legs  for  in- 
equality of  sensation  is  rapid  and  remark- 
ably accurate.  Third,  the  gross  motor  power 
may  be  tested  by  having  the  patient  walk 
on  his  toes,  then  on  his  heels  and  do  alter- 
nate single-leg  hopping.  Usually  this  will 
indicate  the  significant  changes  in  the  motor 
power  of  one  extremity  as  compared  to  the 
other.  It  is  not  necessary  to  go  into  the 
various  sensory  level  changes  in  this  review. 
They  can  be  found  in  any  modern  text  book 
on  anatomy.  A point  of  diagnostic  interest 
is  the  change  in  sensation  of  the  web  of  the 
great  toe.  This  is  often  overlooked  as  an 

♦Patrick — Pain  elicited  on  abduction  of  the  thigh  with  the 
knee  in  the  flexed  position,  the  ankle  resting  on  the  oppo- 
site knee. 

♦♦Gaenslen’s — Pain  elicited  with  the  patient  holding  complete- 
ly flexed  leg  and  the  examiner  hyperextending  the  opposite 
leg  over  the  edge  of  the  table. 

♦♦♦Laseque — Pain  elicited  by  extension  of  the  lower  leg  with 
the  hip  in  complete  flexion. 


isolated  area  of  lumbar  V root  irritation. 
Another  isolated,  but  significant  finding,  is 
the  weakness  of  the  great  toe  extensor.  In 
testing  the  reflexes  of  the  ankles,  inequality 
is  often  missed  unless  the  patient  is  kneeling 
comfortably  with  the  ankles  completely  re- 
laxed. 

It  is  rare  that  one  patient  presents  all  of 
the  diagnostic  signs  of  herniated  disc.  It  is, 
however,  important  to  record  any  persistent 
change  at  each  examination.  The  neurologic 
picture  may  change  considerably  from  one 
examination  to  the  next.  The  patient  may 
be  relatively  asymptomatic  and  objectively 
negative  one  day,  yet  his  neurologic  signs 
may  be  diagnostic  a week  later,  especially 
if  he  has  had  an  acute  exacerbation  of  his 
pain  during  that  period.  It  is  therefore  not 
safe  to  rely  on  negative  findings  at  a pre- 
vious examination. 

(e)  X-ray  Films.  X-ray  study  is  of  real 
value.  This  includes  oblique  films  and  local- 
ized views  of  the  lumbosacral  joint.  Not  only 
do  they  reveal  most  changes  in  bone  strud- 
ture,  but  they  also  help  rule  in  or  out  spon- 
dylitis, mestatic  malignant  lesions  or  infec- 
tious processes.  Narrowing  of  the  inter 
vertebral  space  may  presume  the  presence 
of  a herniated  intervertebral  disc.  How- 
ever, this  is  not  diagnostic. 

TREATMENT 

(a)  Conservative  Measures.  Once  a 
working  diagnosis  is  established,  certain 
conservative  measures  are  in  order.  (1) — If 
there  is  a trigger  zone,  local  block  with  pro- 
caine or  one  of  the  longer  acting  local  anes- 
thetics will  often  relieve  the  pain  tempo- 
rarily. (2) — Support  by  a low  back  brace, 
with  or  without  the  benefit  of  physiother- 
apy, is  of  value.  These  patients  should 
wear  the  brace  continuously,  unless  they  can 
be  taught  to  get  in  and  out  of  the  brace 
while  in  bed  and  have  an  adequate  bed  board 
between  the  mattress  and  springs.  (3)  — 

More  stubborn  cases,  which  are  not  progress- 
ing properly,  may  be  relieved  by  a period  of 
traction.  If  relief  is  obtained,  it  is  followed 
up  by  the  wearing  of  a low  back  support. 

In  the  use  of  conservative  measures,  these 
patients  should  not  be  made  “brace  cripples” 
for  the  rest  of  their  lives.  The  brace,  may 
be  worn  for  a period  of  two  to  four  months, 
with  subsequent  gradual  reduction  of  its 
use.  By  that  time,  adequate  muscle  rehabil- 
itation of  the  back,  shoulder  girdle,  and  hip 
muscles,  may  be  accomplished.  If  the  pain 
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recurs  or  is  worse  following  or  during  activ- 
ity, it  must  be  remembered  that  in  most  cas- 
es surgical  relief  is  obtainable  and  the  pa- 
tient need  not  remain  a partial  cripple  for 
the  rest  of  his  life. 

(b)  Failures  Following  Conservative 
Management.  Before  considering  surgical 
treatment  of  those  stubborn  cases,  which  do 
occur,  a complete  recheck  of  the  neurologic 
findings  is  necessary.  It  is  true  that  in  near- 
ly all  cases,  a rather  accurate  localization 
can  be  accomplished  by  the  neurological 
manifestations  of  the  root  pressure.  How- 
ever, the  discrepancy  in  the  number  of  ver- 
tebrae in  the  spine  of  different  people,  the 
difference  in  the  level  of  origin  of  the  nerve 
roots,  contribute  to  the  diagnostic  errors. 
Another  factor  is  the  disc  pressure,  which 
after  a certain  period  of  time,  causes  enough 
edema  of  the  nerve  roots  adjacent  to  the 
affected  root  to  manifest  false  diagnostic 
levels  above  and  below  the  true  area  of 
herniation. 

(c)  Myelography.  In  order  to  rule  out 
such  conditions  as  cord  tumors  of  the  cauda 
equina,  which  are  infrequent  but  important, 
a myelography  is  of  value. 

SURGICAL  TREATMENT 

(a)  Adequate  Decompression.  The  relief 
of  nerve  root  irritation  by  surgery  can  be 
easy  or  difficult.  No  matter  what  the  basic 
pathology,  the  establishment  of  free  mobile 
nerve  root  in  the  affected  region  is  neces- 
sary. This  may  be  done  by  the  removal  of 
an  extruded  disc,  by  the  removal  of  a herni- 
ated disc,  by  a foraminectomy,  or  merely  by 
decompression  in  the  removal  of  a hyper- 
trophied ligamentum  flava.  Any  one  of  the 
above  or  combination  may  give  relief.  The 
removal  of  one  piece  of  an  extruded  disc  is 
not  sufficient  to  be  sure  of  an  adequate  re- 
sult. A visualization  of  a free  mobile  nerve 
root  is  necessary.  If  this  is  accomplished, 
the  number  of  good  results  will  rise  rapidly. 
Patience  is  a virtue  in  many  fields  and  cer- 
tainly in  the  operating  of  herniated  inter- 
vertebral discs,  it  pays  dividends. 

(b)  Fusion  Criteria.  One  of  the  main 
reasons  for  writing  this  paper  is  to  discuss 
a concept  we  employ  in  our  clinic  as  to  the 
advisability  of  simultaneous  fusion.  We 
study  the  vertebral  architecture  as  demon- 
strated by  x-rays,  including  obliques  and 
localized  spot  films.  With  the  assistance  of 
the  roentgenologist  and  the  patient’s  clinical 
picture,  we  endeavor  to  tell  the  patient  prior 


to  surgery  whether  or  not  fusion  will  be 
necessary.  However,  of  great  importance 
is  the  fact  that  in  all  cases,  we  reserve  the 
final  decision  as  to  the  need  for  spinal  fusion, 
basing  it  on  the  vertebral  stability  at  the 
time  of  the  surgical  exploration.  The  patient 
is  informed  of  this  routine  and  as  a rule,  ac- 
cepts it  readily.  We  would  rather  have  this 
period  of  indecision  than  be  forced  to  go 
back  later,  to  do  a fusion  after  the  patient 
had  been  told  that  fusion  would  not  be  neces- 
sary. The  stability  can  be  determined  quite 
readily  at  the  time  of  operation,  and  this  to- 
gether with  X-ray  findings,  makes  the  situ- 
ation clear  in  nearly  all  instances. 

The  fusion  is  done  with  iliac  graft,  can- 
cellous-cortical bone  being  laid  down  in  well 
prepared  fusion  bed.  No  special  fixation  is 
used  to  lock  the  graft. 

(c)  Post-Operative  Course.  We  allow  all 
of  our  patients  who  have  had  no  fusion  to 
get  out  of  bed  between  the  first  and  the 
fifth  day.  The  patients  with  fusion  are 
placed  into  a well  fitting  low  back  brace  and 
are  allowed  out  of  bed  between  the  fifth  and 
the  tenth  day.  Hospitalization  in  both 
groups  varies  from  eight  to  sixteen  days.  We 
advise  little  or  no  heavy  labor  until  the  end 
of  three  months.  The  fused  patients  wear 
the  low  back  brace  for  five  months,  follow- 
ing which  the  back  is  rehabilitated  gradually 
and  the  brace  discarded. 

(d)  Short  Hospitalization.  Contrary  to 
the  belief  of  certain  authors,  short  hospital- 
ization and  the  chance  of  a relatively  brief 
period  of  complete  disability  make  it  easier 
for  the  patient  to  accept  the  operation.  We 
feel  that  our  results  have  justified  the 
means.  The  economic  loss  is  much  less. 

SUMMARY 

1.  The  treatment  of  low  back  pain,  with 
or  without  leg  pain,  should  be  based  on  a 
correct  diagnosis  whenever  it  is  possible  to 
establish  one. 

2.  Conservative  therapy  in  nearly  all  in- 
stances should  be  tried  before  surgery  is 
considered.  (Certain  cases  where  paralysis 
is  progressing  rapidly  do  not  justify  a long 
conservative  therapy  trial.) 

3.  Until  further  diagnostic  measures  of  a 
confirmatory  nature  are  in  evidence,  mye- 
lography is  a simple  way  of  ruling  out  cord 
tumors  and  helping  in  the  localization  in 
about  65%  of  the  low  back  cases,  as  to  the 
level  of  the  lesion. 

4.  The  objective  in  adequate  disc  surgery 
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is  to  secure  a free,  mobile,  non-irritated 
nerve  root. 

5.  The  final  decision  as  to  whether  fusion 
is  necessary  or  not,  should  be  made  at  the 
time  of  the  operation. 


6.  The  use  of  the  low  back  brace  and  the 
short  period  of  hospitalization,  is  of  value 
economically  and  psychologically  in  the 
treatment  of  patients  with  herniated  inter- 
vertebral disc. 


* * * 


Post-Resection  Reconstruction  of  the 
Thoracic  Esophagus 

STANLEY  E.  POTTER,  M.D. 

Omaha,  Nebraska 


Neither  diagnosis  and  treatment  of 
esophageal  tumors  nor  preoperative  and 
postoperative  management  fall  into  the  scope 
of  this  paper.  The  discussion  will  be  limited 
to  the  methods  of  restoration  of  continuity 
of  the  proximal  alimentary  tract  in  varying 
situations  of  surgical  loss  of  continuity.  De- 
tails of  technique  will  be  found  in  the  bibliog- 
raphy. 

Sweetn-2)  has  given  great  impetus  to  the 
advancement  of  surgery  of  the  proximal 
esophagus  with  his  intrathoracic  reconstruc- 
tions. Recently  Gross (5)  reported  the  resec- 
tion and  end-to-end  anastomosis  of  a short 
segment  of  the  esophagus  for  benign  stric- 
ture, the  first  case  so  treated  to  appear  in 
the  literature.  Yudin(3>  has  contributed  to 
the  problem  with  his  report  on  antethoracic 
esophago-jej unostomy.  While  intrathoracic 
reconstruction  may  be  preferable,  certain  cir- 
cumstances will  require  the  construction  of 
an  antethoracic  tube. 

Current  methods  of  esophageal  reconstruc- 
tion under  varying  anatomical  circumstances 
are  considered  below. 

(A)  RESTORATION  OF  SHORT  SEGMENTS 

OF  THE  ESOPHAGUS 

When  surgical  defects  of  the  esophagus 
are  three  centimeters  or  less,  as  in  atresia 
or  local  stricture,  end-to-end  approximation 
is  feasible.  An  open  layer  closure  preserves 
tissue,  and  lengthy  mobilization  apparently 
does  not  preclude  an  adequate  blood  supply 
to  the  stumps  of  the  esophagus.  Gross(5) 
stresses  repleuralization  of  the  anastomotic 
site  and  retropleural  drainage. 

(B)  RESTORATION  OF  DEFECTS  OF  THE 
ESOPHAGUS  BELOW  THE  AORTIC 

ARCH;  STOMACH  AVAILABLE 
FOR  THE  ANASTOMOSIS 

The  method  of  Sweet  appears  to  be  ideal 
in  this  situation  (Fig.  1).  Through  a trans- 


pleural transdiaphragmatic  approach,  the 
stomach  is  mobilized  with  careful  preserva- 
tion of  the  right  gastric  and  right  gastro- 
epiploic arteries.  After  closure  of  the  stom- 
ach defect  near  the  esophago-gastric  junc- 
tion, an  open  esophago-gastrostomy  is  per- 
- I 


Figure  1.  Intrathoracic  esophago-gastric  anastomosis. 

formed  at  the  superior  aspect  of  the  cardia. 
The  thoracic  portion  of  the  stomach  is  then 
anchored  to  the  parietal  pleura  and  to  the 
edges  of  the  diaphragm.  A complemental 
phrenic  nerve  crush  prior  to  the  incision  of 
the  diaphragm  facilitates  the  procedure. 

In  anastomoses  immediately  below  the 
arch  of  the  aorta  the  esophagus  is  mobilized 
and  brought  anterior  to  the  aorta  for  suture 
to  the  stomach. 

(C)  RESTORATION  OF  DEFECTS  OF  THE 

ESOPHAGUS  BELOW  THE  AORTIC  ARCH; 

STOMACH  NOT  AVAILABLE  FOR 
THE  ANASTOMOSIS 

This  situation  obtains  when  concomitant 
resection  of  the  stomach  is  required  in  ad- 
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vanced  carcinoma  of  the  cardia  with  involve- 
ment of  the  distal  esophagus. 

Gastrostomy,  per  se,  does  not  prevent  res- 
toration as  in  B,  providing  its  closure  can  be 
effected. 

In  this  circumstance  of  surgical  defect  of 
the  stomach,  a limb  or  loop  of  jejunum  can 
be  utilized  for  anastomosis  to  the  esophagus 
within  the  chest.  End-to-side  anastomosis, 
as  with  a loop,  may  permit  more  accurate  su- 
ture but  limits  the  jejunum  available  (Fig. 
2).  The  second  or  third  jejunal  branches 

i 

I 1 


Figure  2.  Intrathoracic  esophago-jejunostomy  following  total 
resection  of  the  stomach,  utilizing  a proximal  jejunal  loop. 

frcm  the  superior  mesenteric  artery  may  be 
divided  to  secure  additional  length.  Aje- 
juno-jej  unostomy  below  the  anastomosis  is 
advisable  since  angulation  may  occur  at  the 

. i 


Figure  3.  Intrathora(*ic  esophago-jejunostomy  following  total 
resection  of  the  stomach,  utilizing  the  Y principle. 


esophagus,  and  a distal  diversion  of  the  bili- 
ary and  pancreatic  secretions  is  desirable. 

The  utilization  of  a jejunal  limb  in  the  Y 
principle  (Fig.  8)  would  afford  complete  di- 
version of  the  proximal  small  bowel  contents, 
but  presents  an  end-to-end  anastomosis  with 
disparity  in  lumenal  size. 

Neither  of  the  two  methods  described  are 
suitable  except  in  defects  of  the  more  distal 
esophagus.  Circumstances  requiring  remov- 
al of  more  than  this  area  usually  do  not  re- 
quire gastrectomy,  so  the  method  of  Sweet 
may  be  utilized. 

(D)  RESTORATION  OF  DEFECTS  OF  THE 
ESOPHAGUS  ABOVE  THE  AORTIC  ARCH, 
WITH  OR  WITHOUT  PRELIMINARY 
CERVICAL  ESOPHAGOSTOMY, 
UTILIZING  STOMACH 

Until  recent  times,  defects  of  the  proximal 
third  of  the  esophagus  required  cervical 
esophagostomv  with  staged  reconstruction 
of  an  antethoracic  tube.  Last  year,  Sweet ( 6 } 
reported  two  intracervical  esophago-gastric 
anastomoses  after  resection  of  the  medial 
half  of  the  clavicle  and  a segment  of  the  left 
first  rib  (Fig.  4).  In  the  first  case,  he  util- 


t 

Figure  4.  Intracervical  esophago-gastric  anastomosis  follow- 
ing subtotal  esophagectomy. 

ized  a stomach  requiring  the  closure  of  a 
functioning  gastrostomy;  no  sacrifice  of 
stomach  length  occurred  with  the  closure. 
The  closure  of  a gastrostomy  parallel  to  the 
long  axis  of  the  stomach  is  recommended. 

Since  this  report,  suture  of  the  pharynx  to 
the  mobilized  stomach  has  been  accomplished 
without  bone  resection  for  exposure19). 

(E)  CONSTRUCTION  OF  THE  ANTE- 
THORACIC  ESOPHAGUS 
Since  the  publication  of  intrathoracic  and 
intracervical  techniques,  it  is  probable  that 
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there  will  be  few  indications  for  the  con- 
struction of  an  antethoracic  esophagus. 
However,  there  will  be  some  patients  with,  or 
requiring,  a cervical  esophagostomy  in  whom 
the  following  methods  may  be  utilized. 

In  1944,  Yudin  (3>  described  his  experience 
in  eighty  cases  of  antethoracic  esophageal 
reconstruction. 

He  utilizes  the  proximal  jejunum  as  in 
Fig.  3,  with  division  of  the  accompanying 
jejunal  branches  of  the  superior  mesenteric 
artery.  The  blood  supply  of  this  mobilized 
limb  of  bowel  is  dependent  upon  the  anasto- 
mosis of  the  vascular  arcade  immediately  be- 
low the  vasa  recta;  the  success  of  the  entire 
operation  depends  upon  the  preservation  of 
this  arcade.  Longmire(8)  has  reported  the 
anastomosis  of  the  left  internal  mammary 
vessels  to  the  arcade  when  the  latter  was 
inadvertently  divided. 

After  division  of  the  jeunal  branches,  an 
end-to-side  jejuno-jej unostomy  is  performed 
and  the  jejunal  limb  is  placed  in  a subcu- 
taneous tunnel  on  the  chest  for  anastomosis 
with  the  cervical  esophagostomy. 

If  jejunum  is  unsatisfactory,  a modifica- 


tion of  the  Beck-Jianu  gastrostomy  may  be 
utilized.  Allbritten(7)  has  used  this  method 
on  three  occasions;  in  two,  the  subcutaneous 
stomach  tube  extended  well  above  the  clav- 
icle and  in  one  of  these  an  anastomosis  with 
a cervical  esophagostomy  was  accomplished. 

This  method  uses  the  greater  curvature 
of  the  stomach  as  a tube  pedicled  on  the  left 
gastroepiploic  vessels ; the  left  costal  cartil- 
ages may  be  resected  for  length  and  to  pre- 
vent angulation.  The  tube  is  then  implanted 
subcutaneously  on  the  chest  wall,  and  a cer- 
vical esophago-gastrostomy  performed. 
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DEATH  AND  SERIOUS  ILLNESSES  ATTRIBUTED  TO  HAY  FEVER  DRUGS 


Serious  reactions  to  hay  fever  drugs,  including 
one  death  from  a compound  sold  under  the  trade 
name  of  Thenylene  Hydrochloride,  are  reported  in 
the  July  23rd  issue  of  The  Journal  of  the  American 
Medical  Association. 

An  article  by  Drs.  Hugh  F.  Rives,  Berl  B.  Ward, 
and  M.  L.  Hicks,  Dubuque,  Iowa,  tells  of  the 
death  of  a 16  month  old  girl  in  Dubuque  attributed 
to  accidentally  taking  Thenylene  Hydrochloride 
within  the  limits  of  the  average  adult  dose. 

Soon  after  the  poisoning  occurred  in  March,  1949, 
the  child  was  admitted  to  St.  Joseph  Mercy  Hos- 
pital, where  she  died  the  following  morning. 

The  drugs  reported  are  antihistaminic  compounds, 
chemicals  that  inhibit  the  action  of  histamine,  a 
substance  released  from  body  tissues  during  allergic 
reactions.  They  have  been  used  for  hay  fever  and 
other  allergic  conditions,  and  some  of  the  drugs 
have  been  used  to  treat  colds. 

Toxic  reactions  to  some  of  the  drugs  are  unpre- 


dictable because  they  may  occur  even  with  small 
doses. 

The  incidence  of  unfavorable  reactions  from 
taking  antihistaminic  drugs  varies  from  24  to  27 
and  46  per  cent  of  patients  in  different  groups  ob- 
served by  other  researchers,  the  doctors  say.  These 
reactions  include  drowsiness,  vomiting,  diarrhea, 
headaches,  nervousness,  fainting  spells,  severe 
prostration,  and  mental  conditions  ranging  from  a 
confused  state  to  severe  mental  illness.  Patients 
observed  returned  to  normal  after  the  drugs  were 
discontinued. 

“Since  the  antihistaminic  drugs  have  become 
available  to  the  members  of  the  medical  profession, 
both  the  lay  press  and  many  physicians  have 
hailed  these  preparations  as  practically  nontoxic 
and  as  the  solution  to  most  allergic  problems,”  the 
doctors  emphasize.  “That  present  indiscriminate 
use  of  these  antihistaminic  agents  needs  a critical 
review  is  evidenced  in  the  literature.  Although  we 
have  found  no  other  report  of  a fatality,  there  have 
been  serious  reactions.” 


The  Care  of  Hand  Injuries" 

Part  III — Surface  Injuries 

Prepared  by  the  American  Society  for  Surgery 
of  the  Hand 


The  first-aid  care  of  wounds  of  the  hand  is  di- 
rected fundamentally  at  protection.  It  should  pro- 
vide protection  from  infection,  from  added  injury, 
and  from  future  disability  and  deformity.  The  best 
first-aid  management  consists  in  the  application  of 
a sterile  protective  dressing,  a firm  compression 
bandage  and  immobilization  by  splinting  in  the 
position  of  function  (see  note*).  No  attempt 
should  be  made  to  examine,  cleanse,  or  treat  the 
wound  until  operating  room  facilities  are  available. 

Early  definite  care  requires  thorough  evaluation 
of  the  injury  with  respect  to  its  cause,  time  of  oc- 
currence, status  as  regards  infection,  nature  of 
first-aid  treatment  and  appraisal  of  structural  dam- 
age. For  undertaking  the  definitive  treatment  the 
conditions  required  are  a well-equipped  operating 
room,  good  lighting,  adequate  instruments,  suffi- 
cient assistance,  complete  anesthesia  and  a blood- 
less field.  The  treatment  itself  consists  of  aseptic 
cleansing  of  the  wound,  removal  of  devitalized 
tissue  and  foreign  material  (exercising  strict  con- 
servation of  all  viable  tissue),  complete  hemostasis, 
and  the  repair  of  injured  structures,  to  be  followed 
by  protective  dressing  to  maintain  the  optimum  po- 
sition. After-treatment  consists  of  protection,  rest 
and  elevation  during  healing,  and  early  restoration 
of  function  by  directed  active  motion. 

Bums,  abrasions  and  avulsions  may  cause  de- 
struction and  denudation  of  any  area  of  the  skin 
of  the  hand.  The  care  of  such  injuries  has  three 
major  objectives: 

1.  Protection  from  infection. 

2.  Early  restoration  of  skin  covering. 

3.  Avoidance  of  disabling  scarring  and  contrac- 
tures. 

These  objectives  are  sought  in  the  various  stages 
of  treatment. 

1.  First-aid  treatment. 

(a)  Chemical  burns.  Remove  chemical  by  pro- 
fuse irrigation  with  water,  preferably  warm. 

(b)  Heat  bums,  abrasions  and  chemical  burns 
(after  washing  away  the  injuring  agent).  Apply 
sterile  dressing  completely  to  cover  the  hand  and 
bandage  firmly. 

2.  Definitive  treatment. 

This  should  be  carried  on  in  operating  room  under 
conditions  of  strict  asepsis.  (Draping  of  field, 
sterile  gloves,  masking  of  operator  and  attendants). 

(a)  Gentle  removal  of  first-aid  dressing,  soak- 
ing loose  with  normal  saline  solution  if  necessary. 

(b)  Gentle  cleansing  of  injured  surface  by  light 
sponging  with  saline  on  cotton  balls.  If  surface  is 

* Position  of  function  or  position  of  grasp;  wrist  hyper- 
extended  in  cock-up  position  ; fingers  in  mid-flexion  and  sep- 
arated : thumb  abducted  and  in  mid-flexion,  with  tip  pointing 
toward  little  finger. 
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dirty  or  greasy,  it  may  be  gently  cleansed  with 
sterile  neutral  soap  in  sterile  water  or  bland  deter- 
gent. Loose  fragments  and  tags  of  skin  are  re- 
moved. Blisters  are  not  opened. 

(c)  Sterile  strips  of  fine-mesh  vaseline-impreg- 
nated gauze  are  smoothly  applied  to  the  injured 
surface.  These  are  covered  with  dry  sterile  gauze, 
gauze  being  placed  between  adjacent  fingers. 

The  whole  hand  is  covered  with  thick  layer  of 
sterile  mechanic’s  waste  or  fluff  gauze,  and  splinted 
in  the  position  of  function.  Elastic  knit  bandage 
is  applied  over  all,  including  all  fingers,  with  firm 
even  pressure.  The  hand  is  kept  elevated. 

3.  Subsquent  dressings. 

The  original  dressing  is  left  undisturbed  for  12- 
14  days  unless  elevation  of  temperature  suggests 
active  infection  requiring  inspection.  The  second, 
and  all  subsequent  dressings  until  healing,  are 
done  under  completely  aseptic  conditions  (as  de- 
scribed above).  Preparations  for  skin  grafting 
should  be  made  in  advance. 

(a)  The  dressing  is  removed.  Slough  and  debris 
are  washed  away  by  irrigation  with  normal  saline 
solution  (no  scrubbing  of  surface). 

(b)  Granulating  areas  from  which  slough  has 
separated  should  be  covered  with  thin  split-thick- 
ness skin  grafts. 

(c)  Dressing,  similar  to  that  employed  at  first 
definitive  treatment,  is  applied.  Hand  is  splinted 
in  position  of  function. 

(d)  Further  dressings,  similarly  conducted,  are 
done  at  intervals  of  seven  days  until  epithelization 
of  burned  surface  is  complete.  Skin  coverage  by 
grafting  should  be  secured  as  rapidly  as  possible,  as 
the  best  assurance  against  infection,  inflammation, 
infiltration,  scarring  and  contractures.  This  early 
coverage  by  “skin  dressing”  is  of  the  greatest  im- 
portance, even  when  epithelization  from  the  mar- 
gins is  proceeding  satisfactorily.  Split-thickness 
grafts  are  best  for  this  purpose,  even  though  it  is 
anticipated  that  some  of  grafted  area  must  later 
be  removed  for  replacement  by  more  suitable  skin. 

4.  Restoration  of  function. 

As  soon  as  epithelization  of  burned  surfaces  is 
complete,  directed  active  use  and  exercise  of  the 
hand  is  begun.  Normal  use  of  the  hand  is  encour- 
aged and  voluntary  exercise  and  appropriate  occu- 
pational therapy  prescribed. 


The  Uses  of  Penicillin  and  Streptomycin  by  Ches- 
ter Scott  Keefer,  M.D.,  Wade  Professor  of  Medicine, 
Boston  University  School  of  Medicine,  Director  of 
Evans  Memorial  and  Physician-in-Chief  of  the  Mas- 
sachusetts Memorial  Hospitals.  Porter  Lectures, 
Series  15,  72  pages  including  index.  University  of 
Kansas  Press,  Lawrence,  Kansas,  1949.  $2.00. 
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REHABILITATION  IN  MULTIPLE  SCLEROSIS 

Because  of  the  hopeless  outlook  in  multiple 
sclerosis,  therapy  in  general  has  been  directed 
toward  symptomatic  relief,  and  the  approach  has 
been  a negative  one.  In  rehabilitation,  the  disabil- 
ity, rather  than  the  specific  disease  process  which 
has  produced  it,  is  our  primary  consideration.  In 
multiple  sclerosis,  as  in  many  other  chronic,  pro- 
gressive, crippling  disease,  the  problems  are  the 
same.  In  considering  a patient  as  to  feasibility 
for  training,  progression  of  the  disease  must  be 
carefully  evaluated,  for  if  the  disease  process  out- 
strips training,  such  training  is  obviously  wasted. 

In  rehabilitation,  the  primary  consideration,  in 
working  out  a program  for  the  severly  disabled, 
is  to  teach  him  to  live,  and  if  possible  to  work,  with 
what  he  has  left.  Those  capacities  can  be  de- 
termined only  through  performance  testing.  In 
addition  to  general  diagnostic  studies,  the  medical 
evaluation  of  the  multiple  sclerosis  patient  must 
include  muscle  tests,  point  range  of  motion,  and 
tests  for  the  inherent  needs  of  daily  living.  These 
are  of  primary  importance,  for  it  is  upon  their 
results  that  the  patient’s  rehabilitation  program  is 
planned. 

Too  frequently  in  rehabilitation,  many  of  the 
basic  skills  necessary  for  effective  daily  living  are 
overlooked.  The  patient  is  given  numerous  medi- 
cal, psychologic  and  vocational  services  in  prepara- 
tion for  employment,  but  retraining  in  the  basic 
physical  skills  of  ambulation,  elevation  and  self- 
care  activities  is  neglected,  with  the  result  that 
the  patient,  being  unable  to  walk,  travel,  or  care 
for  his  personal  needs,  is  also  unable  effectively 
to  utilize  the  other  medical  psychologic,  social,  and 
vocational  services  he  has  received  for  richer  and 
fuller  living. 

It  has  been  found  difficult  in  many  instances 
to  differentiate  between  muscular  inability  due  to 
disease  and  that  due  to  atrophy  of  disuse,  and  some- 
times only  a test  period  of  conditioning  exercise 
will  provide  this  information,  which  is  vital  in  the 
training  program. 

From  the  information  gained  by  the  tests  for  the 
factors  of  daily  living,  a suitable  program  is  set 
up  for  the  individual,  designed  to  meet  his  par- 
ticular needs.  It  has  been  noted,  especially  in 
hand  activities  and  gait  training,  that  individuals 
long  incapacitated  from  multiple  sclerosis  will  have 
alienation  and  overcompensation  of  certain  muscle 
groups.  With  muscle  re-education  and  definitive 
therapeutic  exercise,  it  is  often  possible  to  ac- 
complish much  in  correcting  these  conditions. 

We  approach  the  psychiatric-psychologic  prob- 
lem as  a team — the  psychiatrist,  the  social  worker 
and  the  psychologist — working  with  the  family  as 
well  as  with  the  patient. 

It  has  been  found  that  the  previous  personality 
of  multiple  sclerosis  does  not  conform  to  any  par- 
ticular pattern.  There  is  immaturity  in  certain 
cases,  and  a great  deal  of  independence  and  relative 
maturity  in  other  cases. 

The  main  point  is  that,  after  the  patient’s  per- 
sonality is  thoroughly  known  by  phychiatric  exam- 
ination, psychologic  study  and  social  service  inves- 
tigation, then  each  problem,  as  it  comes  up  can  be 
handled  with  the  full  knowledge  of  the  limitations 
of  the  patient,  psychologically  and  physically. 

Multiple  sclerosis  offers  one  of  the  most  chal- 
lenging problems  in  the  entire  field  of  rehabilita- 


tion, both  from  the  physical  and  the  psychologic 
standpoint.  Therapy  in  this  field  requires  patient 
training  and  deep  understanding.  However,  the 
results  in  the  restoration  of  confidence  and  func- 
tion, although  far  from  satisfactory,  have  been 
gratifying. 

— From  the  Department  of  Rehabilitation  and  Physical  Medi- 
cine, New  York  University  College  of  Medicine. 


NOISE  THREAT  TO  HEALTH 

Noise  is  regarded  by  psychiatrists  and  psycholo- 
gists as  one  of  the  most  serious  threats  to  health, 
say  W.  E.  Grove,  M.D.,  Milwaukee,  in  the  Journal 
of  the  American  Medical  Association. 

Long  continued  loud  noise  impairs  nervous  and 
mental  health  to  a degree  “not  incomparable  to 
battle  fatigue,”  damages  hearing  function,  and  re- 
duces efficiency  of  workers. 

“The  nervous  system  is  not  constituted  to  take 
this  sort  of  battering,”  Dr.  Grove  says.  “One  be- 
comes jumpy,  jittery,  and  irritable  under  the  im- 
pact of  continuous  noise.  Exposure  to  extremely 
loud  sounds  over  a long  period  results  in  impaired 
hearing.  The  louder  the  sound,  the  greater  the 
impairment  over  a similar  period.” 

Some  researchers  have  found  that  the  dividing 
line  between  innocuous  and  hazardous  noise  lies 
somewhere  between  70  and  100  decibels,  Dr.  Grove 
says.  -■*' 

For  its  effect  on  hearing  function,  doctors  can 
safely  disregard  noise  of  less  than  a 90  decibel 
level,  he  believes.  Study  has  shown  that  the  noise 
level  of  an  ordinary  office  is  about  40  decibels, 
that  a busy  street  about  65  decibels,  and  that  of 
heavy  traffic  about  80  decibels. 


BOOK  REVIEW 

Blakiston’s  New  Gould  Medical  Dictionary,  1st  Edition — 
Edited  by  Harold  Wellington  Jones,  M.D.,  Colonel,  U.  S. 
Army,  Retired.  Contributing  Editor.  Encyclopedia  Americana, 
Former  Director.  Army  Medical  Library,  Washington,  D.C.  ; 
Normand  L.  Hoerr,  M.D.,  Ph.D.,  Professor  of  Anatomy, 
School  of  Medicine.  Western  Reserve  University  : Arthur  Osol, 
Ph.D.,  Professor  of  Chemistry.  Director  of  Chemistry  Depart- 
ments, Philadelphia  College  of  Pharmacy  and  Science,  Editor- 
in-Chief,  United  States  Dispensary.  With  the  assistance  of 
an  editorial  board  and  over  100  contributors. 

252  Illustrations,  129  in  color;  1.294  pages;  August  1,  1949. 
Textbook  edition  $8.50 ; thin  paper  edition  $10.75  ; deluxe  edi- 
tion $13.50. 

Edited  by  three  men  with  the  assistance  of  an  editorial 
board  and  over  10  contributors,  this  is  the  first  new  medical 
dictionary  in  38  years. 

More  than  300  modern  texts  as  well  as  journals,  yearbooks 
and  standard  indexes  in  all  basic  fields  were  critically  exam- 
ined for  new  words  and  changes  of  usage  ; all  definitions 
were  written  by  specialists  actively  at  work  in  the  various 
fields  and  each  entry  was  carefully  checked  and  arranged  ac- 
cording to  modem  lexicographic  standards  demanding  brevity, 
clarity  and  accuracy.  Hundreds  of  new  words  are  included 
that  can  be  found  in  no  other  medical  dictionary ; each  new 
word  was  examined  and  analyzed  by  many  experts  before  be- 
ing accepted. 

This  is  the  first  medical  dictionary  to  combine  a system 
of  modern  phonetic  respelling  with  syllabification,  to  give 
alternate  pronunciations,  and  to  cross-reference  from  defini- 
tions to  illustrations.  Special  tables  of  arteries,  enzymes, 
vitamins,  monostrosities,  etc.,  are  grouped  in  a special  sec- 
tion for  easy  reference.  Bound  into  the  center  of  the  book  is 
an  atlas  with  252  illustrations.  129  in  color. 

All  branches  of  medicine  and  allied  sciences  are  exhaustively 
covered — including  medical  physics  and  chemistry,  dentistry, 
pharmacy,  nursing,  veterinary  medicine,  biology  and  botany, 
as  well  as  medicolegal  terms. 


BOOK  RECEIVED 

Shearer’s  Manual  of  Human  Dissection — Edited  by  Charles 
E.  Tobin,  Ph.D.,  Associate  Professor  of  Anatomy,  The  Uni- 
versity of  Rochester  School  of  Medicine  and  Dentistry.  Sec- 
ond Edition  ; 79  illustrations  ; 286  pages  ; July  13,  1949.  $4.50. 
The  Blakiston  Company,  Philadelphia,  5,  Pa.,  Toronto  2, 
Canada. 
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Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 


ORGANIZATION  SECTION 


The  proposed  governmental  fee  schedule  of 
the  Nebraska  State  Medical  Association  will 
need  to  be  revised  and  reprinted,  but  this 
can  not  be  done  for  several  months.  Your 
Planning  Committee  hopes  to  make  these 
revisions  as  satisfactory  as  possible  to  every 
doctor  in  the  state. 

In  order  to  accomplish  this,  the  commit- 
tee is  extending  the  opportunity  to  all  medi- 
cal groups  to  discuss  fees  for  their  sections 
and  then  present  their  wishes  before  the 
final  reprinting.  Each  group  desiring  such 
a hearing  must  notify  the  headquarters  of- 
fice prior  to  November  15,  1949.  If  a group 
does  not  request  a hearing  by  the  above 
date,  it  will  be  assumed  that  the  present  fee 
schedule  is  entirely  satisfactory  to  that 
group. 

Your  Planning  Committee  stated  at  its 
last  meeting.  July  7,  1949,  that  “while 
changes  in  the  relative  values  of  various 
procedures  should  be  made,  and  some  proce- 
dures added,  the  average  fees  are  adequate. 
We  are  convinced  that  there  can  be  no  gen- 
eral increase  in  fees.” 

Letters  have  been  sent  to  the  following 
groups  regarding  fee  schedule  changes:  In- 
ternal Medicine,  Obstetrics  and  Gynecology, 
Pediatrics,  E.E.N.T.,  Orthopedics,  Psychi- 
atry, Pathology,  Academy  of  G.P.,  G.U., 
and  Dermatology. 

At  its  last  meeting,  August  2,  your  Pub- 
lic Relations  Committee,  headed  by  Dr.  H. 
S.  Morgan  of  Lincoln,  set  the  dates  for  two 
important  meetings  with  the  public  relations 
personnel  of  the  county  societies.  This  ac- 
tion followed  the  request  of  President  J.  D. 
McCarthy  that  each  county  president  ap- 
point a committee  of  one  or  more  to  serve 
as  “extended  members”  of  the  Public  Rela- 
tions Committee. 

The  first  meeting,  to  be  held  at  Omaha,  is 
set  for  October  6,  with  the  final  meeting  be- 
ing held  at  North  Platte,  October  13.  Com- 
mittee members  believed  that  by  holding 
two  such  conferences,  one  in  the  western 
and  the  other  in  the  eastern  half  of  the 
state,  a better  representation  would  result 
from  all  the  county  societies.  Both  meetings 
will  convene  at  4 p.m. 

Purpose  of  the  two  meetings  is  to  outline 
the  entire  public  relations  program  of  the 
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state  association.  The  extended  members 
will  also  be  advised  as  to  the  work  that  can 
be  done  on  the  county  level.  It  is  expected 
that  these  meetings  will  enable  the  state  as- 
sociation to  have  an  aggressive,  well-cordi- 
nated  public  relations  program  when  the 
“show  down”  comes  on  compulsory  health 
insurance  in  the  next  session  of  Congress. 

H.R.  2893,  providing  for  the  extension  of 
social  security  taxation,  including  the  self 
employed,  is  now  being  considered  by  the 
House  Ways  and  Means  Committee.  The 
bill  as  it  now  reads  would  bring  the  self 
employed  into  the  tax  structure  of  the  so- 
cial security  program.  This  includes  doctors 
and  all  other  professional  men  who  are  not 
now  taxed  under  the  present  system. 

One  observer  stated  that  the  bill  is  “an 
attempt  to  bail  out  the  bankrupt  social  se- 
curity system.”  If  this  measure  were  to  be 
passed,  a doctor  could  pay  taxes  for  40  years, 
but  would  have  to  give  up  his  practice  to 
qualify  for  benefits  of  $25  per  month  at  age 
65.  In  other  words,  you’ll  be  taxed  for  the 
rest  of  your  income  producing  years  and  re- 
ceive little  or  no  return  on  your  tax  dollars. 

The  A.M.A.  House  of  Delegates,  at  the 
Atlantic  City  meeting  in  June,  adopted  a 
resolution  opposing  this  bill  as  pertaining  to 
physicians.  It  is  considered  by  many  as 
merely  another  plank  in  Truman’s  “Fair 
Deal”  road  to  statism.  The  farmers  were 
excluded  from  the  bill  after  they  bitterly  op- 
posed it.  Doctors  must  do  the  same. 

According  to  a Nebraska  representative  in 
Washington,  the  bill  will  not  be  reported  out 
in  its  present  form.  He  says  that  the  House 
Ways  and  Means  Committee  is  writing  its 
own  bill.  Now  is  the  time  to  voice  your  op- 
position and  suggestions  to  Nebraska’s  con- 
gressmen concerning  the  bill. 


BOOKS  RECEIVED 

Medicine  of  the  Year,  First  Issue  1949.  Internal 
Medicine — Hugh  J.  Morgan,  M.D.,  Professor  of 
Medicine,  Vanderbilt  University.  Obstetrics — Frank 
Whitacre,  M.D.,  Professor  of  Obstetrics  and  Gyne- 
cology, University  of  Tennessee.  Pediatrics — Henry 
G.  Poncher,  M.D.,  Professor  of  Pediatrics,  Univer- 
sity of  Illinois.  Surgery — Warren  H.  Cole,  M.D., 
Professor  of  Surgery,  University  of  Illinois.  Edi- 
torial Direction — John  B.  Youmans,  M.D.,  Dean, 
College  of  Medicine,  University  of  Illinois.  143 
pages.  J.  B.  Lippincott  Company,  Philadelphia, 
London,  Montreal. 


NEWS  and  VIEWS 


We  offer  this  public  pulse  letter  from  the 
World  Herald  of  August  6,  1949  for  what 
it  is  worth. 

Trenton,  Nebr. : Why  have  we  such  a shortage 

of  doctors  in  Nebraska  ? Are  there  no  country  doc- 
tors any  more  ? 

In  this  area  there  is  a territory  of  2,500  square 
miles  with  no  resident  doctor  and  the  majority  of 
small  towns  either  have  no  doctor  at  all,  or  only 
one.  These  men  are  subject  to  call  24  hours  daily 
and  it  is  a killing  pace. 

We  have  enjoyed  several  years  of  prosperity  and 
two  or  three  doctors  could  locate  here  and  enjoy  a 
good  practice.  We  are  crowded  with  workers  and 
their  families,  here  to  work  on  construction  of  the 
big  dam. 


We  also  quote  a report  from  Harrison, 
Nebraska  to  the  effect  that  on  July  28  mem- 
bers of  the  Harrison  Community  Club  gath- 
ered to  discuss  means  of  procuring  a doctor 
for  the  community. 


Prospective  medical  students  were  reminded  re- 
cently that  Nebraska  does  not  recognize  European 
medical  schools. 

The  warning  came  from  Oscar  Humble,  Secretary 
of  the  State  Medical  Board  of  Examiners. 

The  State  has  not  followed  the  example  of  the 
National  Association  of  Boards  of  Medical  Examin- 
ers in  deploring  the  Veterans  Administration  prac- 
tice of  granting  G.I.  payments  for  study  in  Euro- 
pean medical  schools. 

Medical  education  is  in  a “deplorable  state”  in 
the  vast  majority  of  foreign  countries,  according 
to  a resolution  forwarded  to  the  VA,  and  no  survey 
of  them  has  been  made  by  the  American  Medical 
Association  since  before  World  War  I.  But  it  is 
known,  the  resolution  said,  there  has  been  a marked 
deterioration  since  1935. 


Over-all  policy  and  unified  program  for  Ne- 
braska’s three  mental  hospitals  were  discussed  the 
latter  part  of  July  by  the  state  board  of  control 
and  hospital  staff  members. 

The  executive  conference,  held  at  the  Cornhusker 
hotel,  was  concerned  with  two-fold  planning  to  give 
greater  unification  to  a mental  health  program  for 
the  state  and  thos?  carried  out  by  the  individual 
hospitals. 

Immediate  attention  was  given  to  improvement 
of  hospital  program  of  medical  and  nursing  care, 
ward  aides,  food  preparation  and  service,  cost  ac- 
counting, resident  engineer,  and  disposition  of  out- 
state  patients. 

The  direction  of  over-all  program  in  the  future 
will  involve  geriatrics  division,  treatment  of  chil- 
dren, boarding  home  care,  outpatient  clinics,  tuber- 
culous, criminally  insane,  surgery,  and  psychiatric 
social  service. 
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Winfred  R.  Blume,  M.D.,  a 47-year-old 
University  of  Nebraska  medical  college 
graduate,  died  in  Sioux  City,  July  27,  1949. 


The  Eighteenth  Annual  Meeting  of  the  Central 
Association  of  Obstetricians  and  Gynecologists  will 
be  held  Thursday,  Friday  and  Saturday,  September 
21,  22  and  23,  1950  at  the  Hotel  Schroeder,  Mil- 
waukee, Wisconsin. 


The  Department  of  the  Army  has  just 
published  Special  Regulation  i40-210-10, 
which  authorizes  commanders  of  Army  in- 
stallations to  place  volunteer  reserve  offi- 
cers of  the  Medical,  Dental,  and  Veterinary 
Corps  on  active  duty  for  periods  of  from  one 
to  twenty-nine  days  a month,  but  not  more 
than  ninety  days  of  active  duty  in  a fiscal 
year.  Officers  selected  will  be  placed  on  ac- 
tive duty  in  the  grade  in  which  currently 
commissioned  in  the  Officers’  Reserve 
Corps. 

The  Elkhom  Valley  Medical  Society  met  August 
18,  1949  at  Norfolk  Country  Club.  Golf  from  8 
a.m.  to  12  m.  Lunch  at  Country  Club,  12  to  1. 
Meeting  called  to  order  at  1:30  p.m.  with  following 
presentation:  “Clinical  Analysis  of  Histamine  Ceph- 
alalgia,” Jason  Dixon,  M.D.,  University  of  Kansas, 
Kansas  City,  Mo.;  “Pulmonary  Suppurative  Dis- 
eases,” Donald  Paulson,  M.D.,  Baylor  University, 
Dallas,  Tex.;  “Soft  Tissue  Dystocia,”  J.  P.  Redg- 
wick,  M.D.,  University  of  Nebraska,  Omaha,  Nebr.; 
“Treatment  of  Acute  Bums,”  Harvey  S.  Allen, 
M.D.,  Northwestern  University,  Chicago,  111.;  “En- 
docrine Diseases  in  Childhood,”  L.  0.  Underhal, 
Mayo  Clinic,  Rochester,  Minn. 


The  forty-fourth  annual  convention  of  Ne- 
braska nurses  will  be  held  in  Grand  Island 
at  Hotel  Yancey,  October  19,  20,  and  21. 

Of  special  interest  to  Nebraska  physicians 
will  be  program  session  Wednesday  evening, 
October  19,  at  which  Dr.  Franklin  P.  Mur- 
phy, Dean,  University  of  Kansas  School  of 
Medicine,  will  be  the  principal  speaker.  His 
subject  will  be  “The  Better  Distribution  of 
Medical  Personnel  to  Rural  Areas.” 

Dr.  Murphy  will  also  describe  how  medi- 
cal-nursing relationships  affect  the  total 
medical  care  provided  to  the  public. 

The  convention  theme  is  “The  Role  of  the 
Nurse  in  Nebraska’s  Future.” 

Other  program  sessions  include  a panel 
discussion  on  “The  Care  of  the  Aged  and 
Chronically  111”  Wednesday  afternoon,  and 
a discussion  of  “Current  and  Pending 
Changes  in  Nursing  Education”  on  Thurs- 
day afternoon.  Medical  staffs  will  want  to 
cooperate  with  nursing  staffs  so  that  a 


maximum  number  of  nurses  may  be  released 
from  each  hospital  to  attend  this  important 
3-day  meeting. 


The  drive  for  enforcement  of  Nebraska’s 
nurse  practice  act  is  bringing’excellent  re- 
sults, according  to  Miss  Blanche  Graves,  Di- 
rector of  the  Bureau  of  Education  and  Regis- 
tration for  Nurses,  State  House,  Lincoln, 
Nebraska. 

The  Nebraska  State  Nurses’  Association 
and  the  Bureau  are  cooperating  in  this  ef- 
fort. 

A number  of  graduate  nurses  are  prac- 
ticing in  the  state  without  a license.  It  is 
particularly  alarming  to  note  that  such  prac- 
tice is  taking  place  even  in  well-established 
institutions. 

During  the  war  the  movement  of  nurses 
was  accelerated  as  nurses  joined  the  Army 
and  Navy  Nurse  Corps,  or  traveled  with 
their  husbands.  Temporary  licensure  was 
provided  for  by  law,  but  the  law  was  diffi- 
cult to  enforce  and  expired  in  1947. 


KNOW  YOUR 
BLUE  SHIELD  PLAN 


Enrollment  in  Blue  Shield  Plans  the  nation  over 
now  exceeds  ten  million.  It  is  estimated  that  by 
the  end  of  this  year,  there  will  be  100,000  members 
enrolled  in  Nebraska. 


For  prompt  payment  in  claims,  medical  report 
forms  should  be  filled  out  in  full  and  mailed  to  the 
Blue  Shield  Plan  immediately  upon  completion  of 
the  service  rendered  to  subscribers. 


After  September  1,  it  will  be  necessary  to  re- 
turn for  completion  any  claim  forms  which  are  sub- 
mitted without  the  assignment  blank  filled  in  and 
signed  by  the  subscriber.  The  Blue  Shield  must 
make  this  requirement  in  order  to  continue  making 
payments  directly  to  the  physicians. 


BLUE  SHIELD  PAYMENTS 
NEAR  MILLION  MARK 
Total  benefit  payments  made  by  Nebraska  Medi- 
cal Service  amounted  to  $996,619.25  on  August  1, 
1949.  It  is  estimated  that  the  figure  will  exceed 
a million  dollars  before  November,  when  Nebraska’s 
Blue  Shield  Plan  will  observe  its  fifth  anniversary. 

In  1945,  the  Plan’s  first  year  of  operation,  pay- 
ments totaled  $6,688.50.  Claims  in  1946  amounted 
to  $54,013,  and  each  year’s  payments  have  more 
than  doubled  the  previous  year. 

During  the  first  seven  months  of  1949,  checks  to 
physicians  had  already  totaled  $348,293.25. 
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REPORT  OF  EXECUTIVE  DIRECTOR  OF 
NEBRASKA  STATE  MEDICAL  SERVICE 

CASH  RECEIPTS  AND  DISBURSEMENTS 
July  31,  1949 


Cash  on  hand,  July  1,  1949 $104,968.93 

Receipts : 

From  dues  $69,323.75 

From  enrollment  fees 1,808.00 

Taxes  deducted  from  salaries 47.80  71,179.55 


$176,148.48 

Disbursements : 

Claims  paid  $54,155.00 

Administrative  expense  (Regular 
$6,491.60  ; Adv.  Cam- 
paign $425.77)  6,917.37 

Professional  fees,  E.K.M 333.33 

Office  salaries  300.00 

Medical  Director  150.00 

Attorney  200.00 

Advertising  46.62 

Printing  and  stationery 1,281.70 

Conference  and  office  meetings 10.00 

Taxes  160.40 

Hospital  records  7.00 

Refunds  156.50 

Dues  61.92 

Collection  expenses  183.70 

Bank  charges  .50 

U.  S.  Bonds 25.160.00  89,124.04 

Cash  on  hand.  July  30,  1949 $ 87,024.44 

Bank  Balance,  July  31,  1949: 

Packers  National  Bank,  Omaha $ 85,877.28 

First  National  Bank,  Omaha.' 1,147.16 


MEMBERSHIP  SUMMARY— JULY,  1949 


Sub-  De- 

scribes pendents 

Membership.  July  1,  1949  36.628  49,523 

Additions  _ _ 1,724 

Less  Terminations  __  510 

Membership,  August  1,  1949  36, 8^-2  51,210 

Groups  enrolled  during  July 
Groups  cancelled  during  July 
Number  of  active  groups,  August  1,  1949  _ 

JULY  ENROLLMENT  BY  COUNTY 

Adams  _ 158  Hall 

Total 

85,151 

88,052 

63 

6 

. 2.103 

— 122 
52 

95 

1 

2 

5 

_ 31 

1 

2 

9 

1 

1 

2 

182 

4 

_ 47 

1 

1 1 

. 13 

3 

32 

1 

2 

8 

14 

7 

_ 45 

4 

8 

2 

55 

1 

633 

1 

1 

30 

1 

1 

1 

13 

- . 4 

4 

1 

26 

1 

Greeley 

i 

Wayne 

3 

Hamilton  24  York  6 


Assets : 


BANK  BALANCE 
July  31,  1949 


Cash  in  Banks $ 87,024.44 

Premiums  in  process  of  collection 2,182.50 

U.  S.  Bonds  (cost  plus  accrued 
interest)  200,151.00 


$ 87,024.44 


$289,357.94 


Liabilities : 

Accounts  payable.  Blue  Cross  (July)__$  6,665.03 


Accounts  payable.  Blue  Cross 

(bonuses)  885.88 

Accounts  payable,  monthly  invoices 158.70 

Accrued  payroll  taxes 50.80 

Claims  payable: 

Unreported  40,844.50 

Pending  3,455.50 

Contingent  10.000.00 

Unearned  premiums  68,394.50  130,454.91 


Reserve  for  Maternity  Care 10,000.00 

Reserve  for  Administrative  Expense 200.00 

Unassigned  Surplus  148,703.03  $289,357.94 


INCOME  AND  EXPENSE 
July  31  1949 


Month  of 
July 

Income : 

From  dues  $ 73,839.75 

From  enrollment  fees 1,808.00 

Interest  U.  S.  Bonds 

Miscellaneous  


6 Months 
to  Date 


$449,247.05 

11,476.00 

302.09 

1,000.00 


$ 75,647.75 


Expenses : 

Claims  $ 58,653.00 

Administrative  expen  e : 

Regular  6,042.49 

Advertising  (50-50)  622.54 

Reserve  125.88 

Professional  fees  333.33 

Office  salaries  300.00 

Medical  Director  150.00 

Attorney  200.00 

Auditing  

Advertising  96.00 

Printing  16.30 

Stationery  

Conferences  and  office 

meetings  49.40 

Collection  expenses  183.70 

Taxes  and  licenses 3.00 

Dues  61.92 

Miscellaneous  7.50 


$462,025.14 

$352,598.25 

40,092.46 

5,718.43 

1,085.88 

2,533.31 

2,100.00 

1.050.00 

1.150.00 
700.00 

1,911.30 

1,895.68 

13.35 

1,768.93 

305.60 

59.00 

421.59 

85.61 


$ 66,845.06  $413,489.39 


.$  8,802.69  $ 48,535.75 


CASE  REPORT 
July,  1949 

Number  of  cases  paid 1,383 

Number  of  services  rendered 1,729 

Females  1,0 1>4 

Males  715 

Subscribers  582 

Dependents  1,147 


Type  of  Service 

No. 

Per 

Cent 

Amount 

Paid 

Per 

Cent 

Appendectomies 

85 

4.29% 

$ 8,325.00 

15.32% 

Gynecology 

92 

5.32% 

7,705.00 

14.18% 

Tonsillectomies 

219 

12.67% 

7,647.50 

14.07% 

Obstetrics 

.114 

6.59% 

5,795.00 

10.66% 

General  Surgery 

_ 85 

4.92% 

5.792.50 

10.66% 

Orthopedics 

129 

7.46% 

3,643.00 

6.70% 

X-rays 

.320 

18.52% 

2,771.00 

5.10% 

Herniotomies 

21 

1.21% 

2,300.00 

4.23% 

Minor  Surgery 

_274 

15.84% 

2,199.50 

4.06% 

Medical  - 

_109 

6.30% 

1,933.00 

3.56% 

Gall  Bladders  _ 

_ 10 

.58% 

1,500.00 

2.76% 

Urology 

32 

1.85% 

1,185.00 

2.18% 

Hemorrhoids 

27 

1.56% 

855.00 

1.57% 

Nose  and  Throat 

1.27% 

751.50 

1.38% 

Radiation  Therapy  __ 

_ 8 

.46% 

637.50 

1.17% 

Pathology  

123 

7.11% 

505.00 

.93% 

Eye 

20 

1.16% 

462.50 

.85% 

Anesthesia 

28 

1.62% 

230.00 

• 42% 

Transfusions 

11 

.64% 

110.00 

•20% 

Grand  Total 

.1,729 

100.00% 

$54,348.00 

100.00% 

Adjustments 

. —193.00 

Amount  of  cases  in  process 

$54,155.00 
of  settlement 

$3,455.50 

Average  cost  per  case 

for  July 

39.16 

Number  per  thousand 

receiving  benefits 

during  July. 

16 

DEATHS 

Nelson  Hiram  Lewis,  M.D.,  Benkelman.  Born  in 
Wisconsin  in  1868.  Graduated  from  Milwaukee 
medical  college  in  1905.  Shortly  after  his  gradu- 
ation he  located  in  Kansas  where  he  remained  un- 
til 1915  when  he  moved  to  Benkelman.  There  he 
was  active  in  civic  and  professional  affairs  and  was 
a member  of  many  public  and  fraternal  orgniza- 
tions.  Died  July  21,  1949.  Surviving  are  his  wife 
and  two  sons. 


George  W.  Sullivan,  M.D.,  St.  Edward.  Born  in 
Cuming  County  in  1880.  Graduated  from  the  Uni- 
versity of  Nebraska  medical  college  in  1908.  The 
same  year  he  located  in  St.  Edward.  He  took  an 
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active  interest  in  all  community  affairs,  was  a 
member  of  the  Masonic  order.  He  died  July  5, 
1949.  Surviving  are  his  wife  and  a daughter. 


J.  E.  Prest,  M.D.,  Trenton.  Born  in  Minnesota  in 
1878.  Graduated  from  the  University  of  Nebraska 
college  of  medicine  in  1904.  In  1927  he  located  in 
Trenton  where  he  remained  until  shortly  before  he 
died  on  July  7,  1949.  Dr.  Prest,  according  to  local 
reports,  was  a tireless  worker  and  during  the  war 
was  the  only  physician  in  a large  surrounding  ter- 
ritory, working  almost  constantly  to  bring  medical 
care  to  the  people  of  the  area.  Surviving  Dr.  Prest 
are  his  wife,  one  son  and  one  daughter. 


Joseph  F.  Lauvetz,  M.D.,  Wahoo.  Bora  in  Aus- 
tria in  1885.  Came  to  Nebraska  as  a child  of  4 
years.  Attended  public  schools  in  Milligan  and  in 
1902  matriculated  at  Creighton  University  School 
of  Medicine  from  which  he  graduated  in  1905.  Lo- 
cated in  Wahoo  in  1906  after  a year’s  internship  at 
St.  Joseph’s  hospital  in  Omaha.  Later  he  took  post 
granduate  in  New  York  and  Philadelphia.  Dr. 
Lauvetz  was  active  in  civic  affairs  and  at  one  time 
served  as  president  of  the  Saunders  County  Medi- 
cal Society.  On  several  occasions  he  was  a dele- 
gate to  the  House  of  Delegates  of  Nebraska  State 
Medical  Association  of  which  he  was  an  active 
member  for  many  years.  He  died  July  28,  1949 
at  St.  Joseph’s  hospital,  Omaha.  Surviving  are  his 
wife;  one  son,  Dr.  Robert  F.  of  Denver,  and  one 
daughter. 
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Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor.  Nebraska  State 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ing, Omaha. 


Dr.  B.  V.  Kenny,  Jr.,  has  opened  an  office  in 
Howells. 

Dr.  Robert  H.  Mclntire,  formerly  of  Campbell, 
has  moved  to  Oxford. 

Dr.  Charles  Brannen  of  Greeley  is  about  to  join 
Dr.  C.  W.  Weekes  of  Ord. 

Dr.  and  Mrs.  Carl  Russum  of  Omaha  vacationed 
at  Sun  Valley,  Idaho  in  July. 

Dr.  George  Wiggins,  formerly  of  Coeur  d’Alene, 
Idaho,  has  located  in  Peru,  Nebraska. 

Dr.  Willard  N.  Blome,  formerly  of  Stromsburg, 
has  gone  east  for  post  graduate  work. 

Dr.  J.  M.  F.  Heumann  of  Omaha  has  gone  by 
plane  to  Germany  for  a visit  with  relatives. 

After  two  months  vacation  to  South  America,  Dr. 
and  Mrs.  Charles  G.  Rydberg  returned  to  Litchfield. 

We  record  with  sorrow  the  death  of  Mrs.  George 
P.  Pratt,  wife  of  Dr.  George  P.  Pratt  of  Omaha 
on  July  25. 

Dr.  Samuel  D.  Miller  of  Lincoln  was  certified  as 
a Fellow  of  the  American  College  of  Anesthesiolo- 
gists in  June. 

Dr.  B.  D.  Petersen,  a 1947  graduate  of  the  Uni- 
versity of  Nebraska  college  of  medicine,  has  lo- 
cated in  Bridgeport. 

Dr.  Paul  F.  Christenson,  after  a short  period  of 


practice  in  Superior,  has  accepted  a residency  in 
radiology  at  Salt  Lake  City. 

Dr.  Samuel  I.  Fuenning  of  Lincoln  is  the  new 
president  of  the  South  Central  Section  of  the  Amer- 
ican College  Health  Association. 

Dr.  James  M.  Brown,  formerly  of  Clarkson,  Ne- 
braska, has  moved  to  Denver.  The  new  doctor  in 
Clarkson  is  Dr.  Hubert  J.  Alberts. 

Dr.  W.  J.  Holden  recently  completed  a two  years’ 
residency  in  obstetrics  at  the  University  of  Minne- 
sota hospital  and  returned  to  Omaha  in  July. 

Dr.  Harold  C.  Lueth  of  Omaha  was  guest  speaker 
at  the  Medical  Association  of  West  Virginia,  Aug- 
ust 5.  His  topic  was  “Medical  Care  in  the  Atomic 
Age.” 

Dr.  Douglas  Orr  of  Seattle,  Washington,  was  in 
Lincoln  early  in  August  to  attend  the  48th  wedding 
anniversary  of  his  parents,  Dr.  and  Mrs.  H.  Win- 
nett  Orr. 

Dr.  E.  H.  Reeves  of  Arnold  announces  the  as- 
sociation with  him  of  Dr.  R.  A.  McShane,  a re- 
cent graduate  of  the  University  of  Nebraska  Col- 
lege of  Medicine. 

Dr.  Joseph  D.  McCarthy  of  Omaha  was  elected 
to  the  executive  committee  of  the  Council  of  Medi- 
cal Service  of  the  A.M.A.  at  a recent  meeting  of  the 
Board  of  Trustees. 

Dr.  Douglas  Campbell  of  Scottsbluff  recently 
completed  a two  weeks  post  graduate  course  in 
pulmonary  diseases  at  the  University  of  Colorado 
school  of  medicine. 

According  to  press  reports,  Stuart,  Nebraska,  for 
the  first  time  in  40  years  is  without  a doctoi\  Dr. 
Francis  J.  Clark  until  recently  located  in  Stuart, 
has  moved  to  South  Dakota. 

Dr.  Ronald  F.  Rebal,  a graduate  of  the  Univer- 
sity of  Nebraska  College  of  Medicine,  recently 
discharged  from  the  United  States  Army  Medical 
Corps,  has  located  in  Neola,  Iowa. 

Dr.  A.  F.  Taborsky  attended  the  meeting  of  the 
American  Proctologic  Society  in  Columbus,  Ohio, 
in  June.  Members  of  the  Proctology  Section  of  the 
Royal  Society  of  Medicine  of  England  were  guests. 

Dr.  Willard  G.  Kuehn,  University  of  Nebraska 
College  of  Medicine  graduate,  following  one  year’s 
residency  at  Children’s  Memorial  hospital  in  Omaha, 
has  located  in  Clarinda,  Iowa,  in  association  with 
Dr.  H.  S.  Frenkel. 

Dr.  Patrick  Leonard,  a University  of  Nebraska 
College  of  Medicine  graduate,  following  service  in 
the  United  States  Naval  Reserve  and  post  gradu- 
ate work  at  Tulane  University  in  New  Orleans, 
has  located  in  Ainsworth. 

Associated  with  Dr.  V.  S.  Lynn  in  Geneva,  is  Dr. 
Edward  J.  Hinrichs.  Dr.  Hinrichs  is  a graduate 
of  the  University  of  Nebraska  Medical  College 
and  a former  interne  at  the  Immanuel  hospital  in 
Omaha.  He  was  recently  discharged  from  the 
United  States  Army  Medical  Corps. 

Word  has  been  received  of  the  death  in  the 
Philippine  Islands  of  Dr.  C.  T.  Blancaflor,  a 1922 
graduate  of  the  University  of  Nebraska  medical 
college.  Dr.  Blancafor  practiced  in  Nebraska  for  a 
short  while  prior  to  returning  to  the  Philippine 
Islands.  During  the  war  Dr.  Blancaflor  was  taken 
prisoner  in  the  Japanese  invasion  and  was  released 
at  the  time  General  Wainwright  gained  his  freedom. 
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Tuberculosis  Abstracts 

Today  there  are  thousands  of  workers  whose 
prime  objective  is  the  control  of  tuberculosis.  A 
method  of  attaining  that  objective  is  known.  It 
consists  of  finding  and  persuading  each  person  with 
tuberculosis  to  seek  medical  care  and  providing  his 
physician  with  the  knowledge  necessary  to  treat 
the  disease  effectively.  In  it  is  included  restoring 
the  individual  to  the  fullest  possible  usefulness,  and 
protecting  others  from  cantagion. 

THE  PRESENT  STATUS  OF  TUBERCULOSIS 
CONTROL 

The  control  of  tuberculosis  involves  acquiring 
new  knowledge  — research;  and  distributing  ex- 
isting knowledge — education.  Education  involves 
the  public  and  the  medical  profession.  The  doctor 
in  his  office  is  impotent  unless  the  patient  comes 
to  him.  The  patient  is  in  jeopardy  unless  he  knows 
that  he  is  a patient,  and  unless  the  doctor  knows 
how  to  treat  him.  These  principles  are  inseparable. 
The  physician  and  the  health  educator  are  mutual- 
ly dependent  and  inseparable  allies  in  the  cam- 
paign against  tuberculosis. 

One  of  the  ways  in  which  the  progress  of  tu- 
berculosis control  is  being  retarded  is  putting  the 
emphasis  upon  accomplishments,  not  upon  the  un- 
fulfilled tasks.  To  believe  the  job  is  nearly  done 
is  dangerous,  and  the  facts  should  be  faced. 

Forget  about  the  reduction  in  tuberculosis  mor- 
tality statistics  for  a moment  and  look  at  the  pres- 
ent situation!  Tuberculosis,  today  in  the  United 
States,  remains  the  most  important  chronic  fatal 
disease  to  be  caused  by  a “genu,”  the  most  im- 
portant of  all  diseases  of  young  people,  the  most 
important  of  the  truly  preventable  diseases. 

More  than  this  should  be  said  — much  more. 
Mortality  statistics  list  tuberculosis  in  comparison 
with  groups  of  other  diseases.  “Heart  disease”  is 
not  one  disease  but  many.  It  includes  arterio- 
sclerotic heart  disease  of  the  aged,  rheumatic  heart 
disease  of  the  young,  hypertensive  heart  disease 
of  middle  life,  infectious  diseases  of  the  heart,  and 
many  rarer  conditions. 

Cancer  is  not  a single  disease,  presenting  one 
medical  problem.  Yet  the  various  cancerous  dis- 
eases are  grouped  for  comparison  with  tuberculosis. 
Most  cancer  appears  to  be  a degenerative  disease 
old  older  age;  most  deaths  from  heart  disease  are 
incident  to  old  age.  Everyone  has  to  die  some  day 
from  some  cause  and  these  degenerative  conditions 
will  increase  as  our  people  live  longer  and  longer 
lives. 

Tuberculosis  is  also  displaced  on  the  list  of 
causes  of  death  by  accidental  deaths  of  all  types 
— obviously  an  unfair  comparison.  Tuberculosis 
would  rank  higher  if  mortality  tables  grouped  dis- 
eases properly.  If  listed  according  to  preventability, 
or  to  age  groups  affected  or  to  years  of  potential 
life  lost,  or  to  actual  cost  in  dollars,  or  according 
to  sorrow,  hardship  and  frustration  caused — there 
would  be  less  complacency  and  more  alarm  at  the 
present  tuberculosis  death  rate. 

If  causes  of  death  were  listed  according  to  or- 
gans affected,  diseases  of  the  lungs  would  stand 
high  on  the  list.  Diseases  such  as  tuberculosis, 
asthma,  bronchiectasis  and  pneumonia  stand  high. 


Pulmonary  embolism  and,  among  males,  cancer  of 
the  lung  are  also  extremely  important. 

There  has  been  so  much  talk  about  scientific 
medicine  that  some  people  seem  to  think  of  medical 
practice  as  a technological  pursuit — applying  fixed 
formulas  to  compute  the  diagnosis.  Medicine  is  a 
ministry  as  well  as  a science,  and  the  practice  of 
medicine  a calling  as  well  as  an  occupation. 

Patients  are  people.  They  have  intellect,  imagi- 
nation and  emotions — they  have  souls.  No  two 
people  react  alike  to  the  same  disease  and  few 
human  miseries  are  caused  entirely  by  pathologic 
alterations  of  body  structure.  Symptoms  are  al- 
most always  caused  by  a blend  of  pathology  with 
fear,  apprehension,  and  perhaps  fatigue.  The  ma- 
jority of  persons  seeking  medical  advice  have  no 
siginificant  organic  disease.  Their  symptoms  are 
due  to  misbehaving  organs,  not  diseased  organs. 
These  complaints  are  called  “functional”  as  distin- 
guished from  “organic”  or  structural  defects.  But 
functional  complaints  are  real,  not  imaginary,  and 
often  they  are  curable.  And  when  organic  disease 
strikes  — tuberculosis,  heart  disease,  cancer  — the 
emotional  aspects,  the  functional  disturbances  are 
as  real  and  often  more  disturbing  than  are  the 
pathologic  alterations.  Even  major  surgery  is  to 
the  normal  person  frequently  more  of  an  emotional 
than  a physical  experience. 

The  modern  school  of  medical  practice  believes 
in  full  and  complete  instruction  of  the  patient.  Ete 
not  only  may,  but  must  know  the  facts,  good  and 
bad.  He  is  not  the  subject  of  medical  treatment 
but  the  partner  of  his  physician  and  shares  the 
task  of  achieving  recovery.  Patients  Sfee  their 
x-rays;  they  know  about  laboratory  tests;  they 
know  the  diagnoses  and  something  of  the  future. 

The  modem  physician  sees  a greater  duty  than 
that  of  restoring  to  a state  of  health  people  who 
feel  ill.  He  advises  normal  well  people  how  to  re- 
main well,  happy,  and  productive.  He  is  learning 
how  to  examine  well  people  and  to  avert  many  of 
the  tragedies  which  occur  when  his  advice  is  sought 
belatedly.  Through  his  knowledge  of  personal 
hygiene,  immunization,  nutrition,  and  the  nervous 
system,  he  may  prevent  disease  and  interpret  func- 
tional symptoms. 

In  the  prevention  of  disease  the  physician  has 
allied  himself  with  public  health  experts,  field 
workers,  and  executives.  These  are  trained  educa- 
tors, inspired  and  diligent  crusaders,  who  not  only 
work  beside  the  physician  — they  work  ahead  of 
him.  They  make  possible  the  application  of  his 
skills  and  arts  to  vast  numbers  of  people  other- 
wise beyond  the  doctor’s  reach.  Physicians  should 
know  more  of  these  professional  allies  and  the 
knowledge  and  training  which  they  may  possess. 
He  should  use  them  as  consultants  in  medical  prob- 
lems of  social  and  community  significance. 

We  are  now  on  the  right  track  to  achieve  the 
great  task  remaining — the  control  of  tuberculosis. 
There  are  vastly  more  effective  methods  of  detect- 
ing and  treating  tuberculosis  and  other  chest  dis- 
eases than  ever  before.  The  relative  roles  of  health 
educators,  epidemiologists,  sanatorium  physicians, 
private  practitioners  is  beginning  to  be  seen  quite 
clearly.  Let  no  disrupting  revolution  in  medical 
practice  prevent  this  major  achievement  of  the 
progressive  American  system  of  medicine. 

— The  Present  Status  of  Tuberculosis  Control,  H.  Corwin  Hin- 

shaw,  M.D.,  National  Tuberculosis  Association  Bulletin, 

July,  1949. 
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The  myth  that  “vivisection”  is  prohibited  in  Eng- 
land is  blasted  by  Professor  O.  G.  Edholm,  former 
secretary  of  the  Research  Defence  Society  of  Great 
Britain,  in  an  article  written  for  the  Bulletin  of 
the  National  Society  for  Medical  Research.  Pro- 
fessor Edholm’s  article  gives  details  of  the  ar- 
rangements under  which  animal  experimentation  is 
conducted  in  the  British  Isles. 

The  report  was  released  by  Dr.  A.  J.  Carlson, 
President  of  the  National  Society  for  Medical  Re- 
search, who  explained:  “Since  the  discrediting  of 
the  Nazi  antivivisection  law  under  which  human 
beings  took  the  place  of  guinea  pigs,  the  antivivi- 
section cult  has  needed  a precedent  to  which  they 
could  point  in  making  their  claim  that  medical 
science  does  not  require  ‘vivisection’.  Not  finding 
a single  place  in  the  world  in  which  medical  re- 
search is  conducted  without  animal  experimenta- 
tion, the  antivivisectionists  concocted  a bald  lie  and 
built  it,  with  the  help  of  the  Hearst  press,  into 
a widely  accepted  belief.” 

Professor  Edholm  also  pointed  out  that  in  1947 
the  House  of  Lords  in  its  authority  as  the  highest 
court  of  the  land  denied  British  antivivisection  so- 
cieties a tax-exempt  status  and  held  that  antivivi- 
section societies  were  “detrimental  to  the  public 
interests.” 

Under  the  provisions  of  the  act,  biological  scien- 
tists whose  investigation  into  the  nature  and  cure 
of  disease  require  the  use  of  animal  studies  (and 
almost  all  investigations  do  require  animal  experi- 
mentation) obtain  licenses  and  certificates  which 
permit  them  to  carry  on  their  vital  studies  free 
from  molestation  under  the  terms  of  the  act. 

They  are  however  liable  for  the  good  care  of  their 
animal  subjects  under  a cruetly  to  animals  law  just 
as  American  scientists  are. 

“Anyone  unfamiliar  with  the  state  of  affairs  in 
Great  Britain,”  Professor  Edholm  wrote,  “would 
probably  conclude  that  the  act  is  designed  to  dis- 
courage and  prevent  animal  experiments.  Such  is 
emphatically  not  the  case.” 

Commenting  on  one  advantage  of  the  act,  Pro- 
fessor Edholm  pointed  out  that  scientists  “cannot 
be  prosecuted  on  a charge  of  cruelty  arising  from 
animal  work  without  the  consent  of  the  secretary 
of  state.  This  is  an  extremely  valuable  safeguard, 
especially  where,  as  in  Great  Britain,  there  are 
numerous  antivivisection  societies  which  conduct  a 
nosity  offensive  with  unscrupulous  propaganda.” 

Professor  Edholm  also  pointed  out  some  disad- 
vantages of  the  act. 

“First,  there  are  all  the  petty  annoyances  which 
are  inseparable  from  any  system  of  control.  It  is 
a very  usual  experience  for  a research  worker  to 
embark  upon  a problem  and  in  the  course  of  that 
work  to  obtain  some  quite  unexpected  results.  Fre- 
quently, it  is  wise  to  change  the  original  plan  and 
to  follow  up  the  new  lead.  Such  is  the  way  in  which 
some  of  the  most  striking  advances  in  knowledge 
have  been  made.  Now  it  can  happen  that  in  such 
a situation  in  Great  Britain  the  new  experiments 
are  not  covered  by  existing  certificates  and  a fresh 
certificate  has  to  be  obtained.  That  may  involve 
an  irritating  delay. 

“Then  there  are  some  peculiar  aspects  of  the  law. 
Nutrition  experiments  come  under  the  act.  You 


can  feed  your  pet  dog  anything  you  like,  provided 
that  his  diet  is  not  obviously  harmful,  but  if  you 
wish  to  make  any  observations  such  as  weighing  or 
temperature  readings  that  would  be  an  experiment 
and  require  a license  and  appropriate  certificate.” 

“Nevertheless”,  the  report  continues,  “I  think  it 
is  fair  to  say  that  the  operation  of  the  Act,  while 
it  may  have  delayed  some  experimental  work,  is 
not  a serious  disadvantage  to  the  average  worker. 

“In  Great  Britain  . . various  antivivisection  soci- 
eties flourish,  or  rather  have  flourished  considerably 
in  the  past.  In  recent  years,  with  a greater  public 
understanding  of  the  benefits  of  medical  research, 
support  of  these  societies  has  diminished.” 


ATTRIBUTE  ALLERGIES  OF  CHILDREN 
TO  EMOTIONAL  UPSET 

Asthma  and  other  allergic  conditions  of  children 
can  be  attributed  to  rejection  of  children  by  moth- 
ers, conclude  two  Beverly  Hills,  Calif.,  researchers. 

Rejection  of  children  may  be  done  unconsciously 
and  often  is  not  obvious  because  mothers  mask 
such  feelings  by  overattentiveness  to  the  children’s 
physical  needs,  Hyman  Miller,  M.D.,  and  Dorothy 
W.  Baruch,  Ph.D.,  write  in  a current  issue  of  Amer- 
ican Journal  of  Diseases  of  Children,  published  by 
the  American  Medical  Association. 

Allergic  children  present  a characteristic  pat- 
tern of  emotional  disturbances  which  leads  to  the 
development  of  allergic  symptoms,  of  which  asthma 
is  perhaps  the  most  striking  example,  they  say, 
adding: 

“Psychiatrists  have  classified  allergic  persons, 
and  particularly  asthmatic  persons,  as  passive  de- 
pendents. This  passive  dependency  appears  to  be 
based  on  a need  for  the  mother.  The  persistence 
of  this  pattern  in  adult  asthmatic  persons  is  quite 
evident;  origin  of  the  pattern,  however,  lies  in 
childhood. 

“It  is  actually  the  rejecting  mother  who  pro- 
vides the  emotional  basis  for  the  asthmatic  mani- 
festation.” 

This  conclusion  has  been  further  confirmed  by 
observation  of  a group  of  allergic  children  and  a 
group  of  nonallergic  children  of  comparable  age 
and  economic  background  brought  to  the  doctor’s 
office  for  personal  behavior  problems,  the  research- 
ers say. 

“None  of  the  latter  children,  on  physical  examin- 
ation or  medical  history,  gave  any  indication  of  al- 
lergic symptoms.  Interviews  with  the  parents  indi- 
cated that  children  in  the  allergic  group  had  been 
much  more  commonly  rejected  by  the  mother  than 
those  in  the  nonallergic  group.” 

Mothers,  however,  frequently  are  overattentive 
about  allergic  children’s  feeding  and  sleeping  and 
take  them  to  many  physicians,  the  researchers 
point  out. 

Such  oversolicitousness  probably  is  a reaction  to 
a feeling  of  guilt  over  rejection  of  the  child  and 
generally  takes  the  form  of  undue  attentiveness  to 
the  child’s  physical  needs  and  neglect  of  his  emo- 
tional needs. 
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CONSUMERS  RESEARCH  EVALUATES 
THE  PROMISES  OF  MEDICAL 
SOCIALIZATION 

For  many  years  Consumers  Research  has 
been  carrying  on  a most  energetic  and  fear- 
less campaign  for  honesty  in  advertising 
claims  and  sales  literature.  Technical  ex- 
perts associated  with  Consumers  Research 
publish  their  reports  on  the  basis  of  original 
investigation,  with  but  one  objective:  To 
tell  the  consumer  the  truth  about  goods  or 
services  advertised  on  the  open  market.  Con- 
sumers Research  is  neither  conservative  nor 
radical  in  its  views.  Its  only  interest  lies  in 
truth  about  advertising.  If  a shirt  pro- 
duced by  a certain  manufacturer  is  adver- 
tised to  sell  at  $2.50  apiece,  CR  after  care- 
ful investigation  publishes  the  name  of  the 
maker,  the  brand  under  which  the  shirt  is 
sold,  and  indicates  whether  according  to  the 
quality  of  the  garment  the  price  is  fair, 
high,  or  exhorbitant. 

In  the  September  issue  of  Consumers  Re- 
search Bulletin  the  Editor  comments  on  the 
campaign  tactics  of  the  “social  coersionists” 
with  reference  to  National  Health  Insurance. 
Thus:  “In  this  country,  the  intellectual  kins- 
folk of  the  OPA  ideologists  are  currently  at- 
tacking the  consumer’s  methods  of  handling 
his  hospital  and  doctor  bills.”  . . . “The  lack 
of  satisfaction  secured  from  expenditures 
for  medical  and  hospital  services  has  un- 
doubtedly led  many  people  to  look  favorably 
upon,  or  at  least  be  willing  to  countenance 
some  system  of  socialized  medicine  by  which 
they  would  be  forced  to  make  payments  to  a 
government  medical  insurance  fund.  The 
U.S.  proponents  of  compulsory  government 


medical  care  have  skillfully  disguised  the 
compulsion  aspects  by  referring  to  their  pro- 
gram as  ‘National  Health  Insurance,’  which 
puts  their  drive  for  control  of  the  consum- 
ers health  expenditures  in  the  best  possible, 
though  a wholly  deceiving  light.” 

Following  a critical  analysis  of  prospec- 
tive costs  and  values  returned  under  the  pro- 
posed plan  the  editor  asks  pertinently,  “Do 
U.S.  consumers  want  to  give  the  Power  to 
‘Society’  or  the  federal  government  ....  to 
decide  just  how  much  of  their  income  MUST 
be  sent  to  the  U.S.  Treasury  for  medical 
care?  Can  they  judge  from  the  sales  claims 
whether  the  new  product  will  be  better  than 
the  one  they  are  now  using?”  “The  deci- 
sion,” he  concludes,  “is  now  in  their  hands, 
but  it  will  be  in  the  hands  of  politicians  if 
consumers  do  not  seriously,  and  promptly 
concern  themselves  with  the  problem.” 

Anything  we  could  add  to  these  remarks 
would  obviously  be  a poor  attempt  on  our 
part  to  guild  the  lily.  We  merely  wish  to 
point  out  that  Consumers  Research  is  pri- 
marily interested  in  protecting  the  con- 
sumer from  false  advertising  claims.  It  has 
no  political  axes  to  grind. 


THE  PHARMACEUTICAL  INDUSTRY 
EARNS  OUR  RESPECT 

Not  long  ago  in  our  daily  mail  we  found  a 
60  page  booklet  with  the  ambitious  title, 
“The  Clinical  Problems  of  Advancing 
Years.”  In  spite  of  its  unusually  attractive 
make-up  the  publication  was  put  aside  with 
other  material  on  the  bookshelf  for  “spare- 
time reading,”  a procedure  which  applied  to 
most  pharmaceutical  house  literature  gener- 
ally spells  ultimate  relegation  to  the  waste 
basket.  Whether  the  handsome  cover  or  the 
loyal  support  shown  this  Journal  by  Smith, 
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Kline  and  French  prompted  us  to  study  the 
contents  of  this  brochure  we  are  not  cer- 
tain. The  fact  is  it  made  not  only  interesting 
and  instructive  reading  but  significantly  it 
awakened  a new  attitude  toward  the  phar- 
maceutical trade  as  a whole. 

To  most  of  us  the  production  and  sale  of 
drugs  and  appliances  appear  as  an  imper- 
sonal business  with  profit  as  the  sole  ob- 
jective. That  there  are  some  isolated  firms 
which  justly  deserve  this  appraisal  is  un- 
doubtedly true.  Reputable  pharmaceutical 
houses,  however,  while  necessarily  conscious 
of  decent  returns  on  their  investments,  in 
recent  years,  have  been  going  far  beyond 
their  monetary  goals  to  advance  medical 
science.  It  would  be  impossible  and  irrele- 
vant in  these  remarks  to  point  out  details 
of  their  contributions.  Xor  is  it  necessary, 
since  every  practicing  physician  and  every 
patient  under  his  care  consciously  or  other- 
wise are  daily  utilizing  the  benefits  of  in- 
genuity and  enterprise  of  the  pharmaceuti- 
cal industry. 

What  many  of  us  perhaps  do  not  fully  ap- 
preciate is  the  contribution  made  by  almost 
every  concern  of  note,  toward  medical  re- 
search. Original  work  is  frequently  fi- 
nanced through  grants  to  Medical  Colleges 
thus  enabling  investigators  in  basic  sciences 
to  carry  on  researches  which  with  present 
restrictions  in  school  budgets  would  other- 
wise be  impossible  to  undertake.  This  in 
addition  to  the  extensive  research  programs 
in  many  phases  of  pharmacology  and 
biochemistry  in  their  own  laboratories  and 
the  innumerable  trials  of  finished  products 
in  the  many  hospitals  and  clinics  through- 
out the  United  States.  Thus  in  the  march  of 
medical  progress  the  pharmaceutical  indus- 
try through  its  technological  skills  and  so- 
cial broadmindedness  has  played  and  is  con- 
tinuing to  play  a most  important  part. 
Without  its  help  and  active  encouragement 
many  of  our  life-saving  drugs  in  daily  use 
today  would  still  be  in  the  test-tube  stage, 
or  if  at  all  purchasable,  the  price  would  be 
prohibitive. 

There  is  yet  another  phase  which  here 
we  can  merely  mention,  since  to  depict  its 
full  value  would  take  several  pages.  In 
our  fight  to  stave  off  political  regimentation 
no  group  has  shown  greater  eagerness  to 
help  than  has  the  pharmaceutical  industry. 
Its  active  participation  in  our  fight  against 
medical  socialization  dates  back  more  than 


a decade  when  the  National  Physicians’ 
Committee  was  organized.  It  has  remained 
loyal  to  the  principles  of  free  enterprise  not 
only  for  its  own  good  but  equally  so,  we  be- 
lieve, for  the  preservation  of  dignity  and 
the  extension  of  progress  of  the  medical 
profession  as  a whole. 


CALL  FOR  PAPERS 
Members  who  wish  to  present  a paper 
before  the  Annual  Session  of  the  Ne- 
braska State  Medical  Association  in 
May,  1950,  should  send  in  title  now  to 
Dr.  R.  B.  Adams,  Secy.,  1315  Sharp 
Bldg.,  Lincoln,  Nebr. 

No  requests  will  be  accepted  after 
January  1st. 


NEW  COMPOUNDS  EFFECTIVE  AGAINST 
AMEBIC  DYSENTERY 

The  effectiveness  of  two  new  amebacides  is  re- 
ported in  the  August  20  Journal  of  the  American 
Medical  Association. 

Amebiasis,  as  the  disease  is  known  in  the  western 
hemisphere,  is  essentially  a chronic  recurrent  in- 
fection which  may  remain  dormant  for  years. 
Among  its  symptoms  are  diarrhea  and  fever. 

The  compounds,  bearing  long  chemical  names  but 
known  by  the  simpler  designations  of  C.C.  914  and 
C.C.  1037,  are  thioarsenites.  They  are  derivatives 
of  carbarsone,  which  has  been  used  in  the  treatment 
of  intestinal  amebiasis.  Carbarsone,  however,  has 
been  found  to  be  toxic  in  some  instances.  The  new 
amebacides  are  reported  to  overcome  these  objec- 
tions. 

A clinical  appraisal  of  the  new  amebacides  is 
presented  in  the  Journal  by  Hamilton  H.  Anderson, 
M.D.;  Herbert  G.  Johnstone,  Ph.D.,  and  Warren 
Bostick,  M.D.,  San  Francisco;  A.  Pena  Chevarria, 
M.D.,  San  Jose,  Costa  Rica,  and  Henry  Packer, 
M.D.,  Memphis,  Tenn. 

One  hundred  patients  in  Memphis  and  San  Jose 
harboring  endameba  histolytica  and  other  parasites 
were  treated  with  either  C.C.  914  or  C.C.  1037  aft- 
er laboratory  tests  had  shown  the  compounds  to  be 
about  10  times  more  effective  than  carbarsone. 

Eighty-two  patients,  of  whom  77  were  affected 
with  endameba  histolytica,  were  cleared  of  their 
parasites  over  a four  month  follow-up  period,  the 
report  shows.  Eighteen  affected  by  other  para- 
sites did  not  show  any  significant  benefit. 

“Complete  clinical  appraisal  before,  during  and 
after  therapy  revealed  no  drag  toxicity  due  to  the 
dose  level  employed,”  says  the  report. 


Don’t  forget  the  Mid-West  Annual  Assem- 
bly the  last  week  in  October  at  Hotel  Paxton, 
Omaha. 
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OPPORTUNITIES  PLENTY 

Physicians  practicing  in  Nebraska  are  fortunate,  when  compared  with  those  in 
most  other  States,  in  that  they  can  obtain  the  best  in  postgraduate  medical  edu- 
cation at  their  doorstep.  This  fact  enables  most  of  us  to  attend  medical 
meetings  and  postgraduate  courses  at  a minimum  outlay  of  time  and  expense,  and 
should  prompt  a larger  number  to  cast  aside  their  stethoscopes,  forceps  and  scalpels 
for  a five  to  seven  day  period  so  that  the  cobwebs  may  be  brushed  aside,  the  gaps 
filled,  and  knowledge  expanded.  Then,  too,  it  does  one  good  to  renew  old,  and 
make  new  acquaintances. 

Too  often  the  audience  at  any  stated  medical  meeting  is  composed  of  the  same 
loyal  and  progressive  individuals  who  rarely  miss.  As  a matter  of  fact,  if  it  were 
not  for  this  group  many  meetings  would  die  aborning.  The  total  number  registered 
seemingly  classifies  a medical  assembly  as  a success  or  a failure  in  the  minds  of  a 
great  many.  To  those  who  plan  the  meetings  the  total  number  registered  is  im- 
portant, but  seeing  those  who  rarely  attend  or  those  who  have  never  registered 
before  as  well  as  those  who  attend  year  after  year  are  the  criteria  by  which  they 
judge  the  success  of  the  meeting.  This  is  true  for  county,  state,  regional  and  na- 
tional meetings.  Physicians  who  rarely  or  never  attend  are  frequently  those  who 
have  fallen  into  a rut  or  are  in  the  perennial  state  of  mind  of  being  “too  busy.” 
If  they  were  to  bestir  themselves  and  take  advantage  of  the  opportunities  offered, 
all  meetings  would  be  successful.  It  is  to  these  colleagues  that  this  message  is 
addressed. 

The  programs  presented  by  the  Nebraska  State  Medical  Association  during 
the  past  fifteen  years  and  by  the  Omaha  Mid-West  Clinical  Society  for  the  past 
sixteen  years  have  been  outstanding.  Guest  speakers  of  national  and  international 
reputation  have  given  their  all  to  their  presentations,  offering  up-to-the-minute 
medical  lore  so  necessary  to  the  conscientious  physician  who  recognizes  that  his 
prime  obligation  is  to  give  his  patients  all  that  they  have  a right  to  expect  in  this 
era  of  phenomenal  medical  progress.  Incidentally,  the  most  important  factor  in 
good  public  relations  stems  from  physicians  who  practice  progressive  medicine. 

In  addition  to  the  aforementioned  meetings,  Creighton  and  Nebraska  University 
Medical  Schools  conduct  postgraduate  courses  from  time  to  time  which  have  been 
declared  excellent  by  those  in  attendance.  Physicians  visiting  in  Lincoln  or  Omaha 
are  welcome  on  rounds  or  in  surgery  at  the  respective  hospitals  at  any  time. 

The  Nebraska  State  Medical  Association  through  its  Speakers  Bureau  and 
the  Nebraska  State  Department  of  Health  have  been  of  material  aid  to  County 
Medical  Societies  in  setting  up  splendid  programs  dealing  with  the  practice  or  eco- 
nomics of  medicine  and  programs  such  as  these  should  attract  a larger  attendance. 

The  physicians  who  reserve  the  first  week  in  May  and  the  last  week  in  Octo- 
ber of  each  year  so  that  they  may  attend  the  meetings  of  the  Nebraska  State 
Medical  Association  and  the  Omaha  Mid-West  Clinical  Society  are  rewarded  in  that 
they  have  been  given  eight  days  of  fruitful  medical  education. 

Physicians  in  Nebraska  cannot  say  that  the  opportunities  for  “keeping  up” 
with  the  progress  in  diagnosis  and  treatment  are  not  brought  right  to  their  door. 

Why  not  take  advantage  of  the  opportunities  provided? 


Cushing’s  Syndrome — A Possible  Clue  to 
Certain  Diseases  Associated  with  Aging* 

THOMAS  FINDLEY,  M.D. 

From  the  Departments  of  Internal  Medicine,  Ochsner  Clinic 
and  Tulane  University  of  Louisiana, 

School  of  Medicine 
New  Orleans,  La. 


The  remarkable  syndrome  first  delineated 
by  Harvey  Cushing  has  probably  stimulated 
a greater  variety  of  interests  than  any  other 
single  clinical  entity,  for  its  very  complexity 
has  brought  special  challenges  to  the  bio- 
chemist, endocrinologist,  oncologist,  intern- 
ist and  surgeon  alike.  Many  still  regard  it 
as  a rare  and  somewhat  exotic  disease  aris- 
ing from  some  special  perversion  of  adreno- 
cortical function  but  there  is  a growing  ten- 
dency to  suspect  that  incomplete  variants  of 
the  typical  picture  may  appear  in  different 
forms  and  in  large  numbers.  The  cardinal 
features  of  the  complete  example  are,  of 
course,  obesity,  hypertension,  arterioscler- 
osis, diabetes  mellitus,  hypogonadism,  osteo- 
porosis, asthenia  and  frequently  cancer; 
numerous  other  changes  are  also  common 
but  these  seem  to  be  the  most  important 
and  one  cannot  help  but  be  impressed  with 
the  fact  that  these  are  the  very  diseases 
which,  singly  or  in  smaller  groups,  so  dis- 
tort the  pattern  of  later  life.  Since  it  seems 
improbable  that  each  of  these  disturbances 
could,  in  a person  said  then  to  having  Cush- 
ing’s syndrome,  arise  by  a special  mecha- 
nism not  operating  in  the  population  at 
large,  it  appears  more  reasonable  to  assume 
that  the  patient  with  full  blown  Cushing’s 
syndrome  is  simply  one  in  whom  a good 
many  common  aberrations  are  operating 
with  unusual  intensity.  If  this  broader  con- 
cept is  valid,  one  is  entitled  to  regard  Cush- 
ing’s syndrome  as  the  most  important  single 
clinical  entity  of  all,  for  its  complete  elucida- 
tion may  offer  an  understanding  of  many 
of  the  serious  afflictions  of  old  age,  par- 
ticularly hypertension,  arteriosclerosis  and 
cancer. 

Most  persons  who  die  of  this  disorder 
have  either  cancer  of  the  endocrine  system 
(usually  of  one  adrenal  cortex,  rarely  of  the 
ovary  or  thymus)  or  they  have  hyperplasia 
of  both  adrenal  cortices.  In  either  case  the 
changes  seem  clearly  attributable  to  hyper- 
adrenocorticism.  It  is  the  purpose  of  this 
paper  to  enlarge  upon  the  significance  of 
another  type  of  this  same  syndrome  in  which 

•Read  before  the  meeting  of  the  Nebraska  State  Medical 
Association.  May  3,  1949.  in  Omaha. 


minute  lesions  in  the  hypothalamus  have 
apparently  produced  the  same  clinical  pic- 
ture without  either  neoplastic  or  hypoplastic 
changes  in  the  endocrine  system(1).  It  is 
important  to  do  this  because,  since  the  clin- 
ical pictures  are  the  same,  logic  demands 
that  the  latter  variety  must  also  be  due  to 
hyperadrenocorticism.  However,  as  there 
is  no  gross  endocrine  disease,  the  further 
assumption  must  be  made  that  the  hyper- 
adrenocorticism is  relative,  not  absolute  as 
in  the  common  form,  and  the  problem  then 
becomes  one  of  explaining  how  lesions  of 
the  brain  can  sensitize  the  organism  to 
adrenocortical  steroids  presumably  normal 
in  kind  and  amount. 

The  fact  is  not  widely  appreciated  that 
the  neurohypophysis  and  the  adrenal  cortex 
act  in  opposing  directions.  It  is  not  sug- 
gested, of  course,  that  the  function  of  one 
gland  is  limited  to  the  counteraction  of  that 
of  the  other,  but  the  evidence  seems  clear 
that  every  major  disturbance  known  to  be 
due  to  overactivity  of  the  adrenal  cortex 
can  also  be  produced  by  destructive  lesions 
limited  to  the  hypothalamus.  This  is  cer- 
tainly true  of  obesity,  diabetes  mellitus,  dia- 
betes insipidus,  genital  atrophy  and  genital 
hypertrophy,  and  Heinbecker(lb>  has  recent- 
ly presented  evidence  which  suggests  that 
the  same  obverse  relationship  may  exist 
with  respect  to  hypertension.  Not  only  was 
he  able  to  find  four  patients  with  Cushing’s 
disease  whose  sole  lesion  was  atrophy  of  the 
paraventricular  nuclei,  but  he  produced  many 
of  the  features  of  this  syndrome  experi- 
mentally by  denervating  the  neurohypophys- 
is of  dogs.  Among  other  changes  these 
dogs  exhibited  mild  diastolic  hypertension 
and  exaggerated  rises  in  blood  pressure  fol- 
lowing the  administration  of  such  pressor 
substances  as  desoxycorticosterone  acetate, 
renin,  progesterone  and  epinephrine.  Of 

1.  The  complete  bibliography  may  be  found  in  the  follow- 
ing papers  : 

a.  Heinbecker,  P. : The  Pathogenesis  of  Diastolic  Hyper- 

tension. Surgery.  23 :618-638,  April,  1948. 

b.  Heinbecker,  P.  : Pathogenesis  of  Cushing's  Syndrome. 

Medicine,  23:225-247,  September.  1944. 

c.  Findley.  T. : Role  of  the  Neurohypophysis  in  the  Patho- 

genesis of  Hypertension  and  Some  Allied  Disorders  Associated 
with  Aging.  Am.  J.  Med.,  7 :70-84.  July,  1949. 
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even  greater  fundamental  importance  per- 
haps is  his  discovery  that  denervation  of 
the  neurohypophysis  is  accompanied  by  de- 
generative changes  in  the  basophiles  of  the 
anterior  pituitary  reminiscent  of  the  Crooke 
cells  so  characteristic  of  clinical  Cushing’s 
disease.  Because  there  are  no  important 
neural  connections  between  the  anterior  and 
posterior  portions  of  the  pituitary  gland,  this 
observation  is  of  greater  significance  if  it 
can  be  confirmed.  It  evidently  means  that 
humoral  substances  from  the  neurohy- 
pophysis are  necessary  for  the  growth  and 
integrity  of  the  anterior  lobe  basophiles, 
and  that  their  degeneration  allows  the  re- 
maining eosinophiles  to  act  in  an  unre- 
strained manner  upon  the  adrenal  cortex  and 
its  respective  end  organs.  In  an  animal 
whose  neurohypophysis  has  been  inactivated 
surgically  and  in  whom,  therefore,  the  baso- 
philes have  degenerated,  he  also  observed 
atrophy  of  the  thyroid,  follicular  cells  of  the 
ovary,  and  sperm  cells  in  the  testis;  these 
then  are  the  basophilic  target  organs, 
whereas  the  eosinophile-adrenocortical  com- 
plex is  trophic  to  the  heart,  renal  tubules, 
corpus  luteum,  Leydig  cells  and  prostate. 
An  organism  with  hypo-active  basophiles 
(Crooke  cells)  would  therefore  be  equivalent 
to  one  with  primary  hyperactivity  of  the 
pituitary  eosinophiles  or  adrenal  cortex. 

The  capacity  of  neurohypophyseal  ex- 
tracts to  counteract  those  of  other  organs 
has  not  been  much  studied.  It  is  known, 
however,  that  polyuria  can  be  produced 
either  by  a lack  of  pitressin  or  by  an  excess 
of  desoxycorticosterone  acetate  or  renin. 
Since  progesterone  is  structurally  similar  to 
desoxycorticosterone,  it  would  not  be  sur- 
prising if  the  same  relationships  held,  and  it 
has  been  claimed  that  pituitrin  diminishes 
the  pressor  response  to  angiotonin.  Much 
more  of  this  sort  of  work  is  needed  but  the 

* 

SKF  LABORATORIES  AWARDED 

One  of  the  first  grants  for  cancer  research  from 
the  National  Cancer  Institute  to  a non-academic  re- 
search center  has  been  awarded  to  Smith,  Kline  & 
French  Laboratories;  Philadelphia  pharmaceutical 
manufacturers.  The  grant,  in  the  amount  of  $10,- 
800,  will  be  administered  by  Dr.  Glenn  E.  Ullyot, 
head  of  the  organic  chemistry  section  of  the  firm’s 
research  laboratories. 

Dr.  Ullyot’s  investigations  will  center  around  col- 
chicine, an  alkaloid  derived  from  the  bulbous  herb 


fact  that  denervation  of  the  neurohy- 
pophysis renders  a dog  exceedingly  sensi- 
tive to  the  effects  produced  by  wrapping  the 
kidney  in  cellophane  does  indicate  that  this 
portion  of  the  brain  offers  some  protection 
against  the  action  of  renin. 

The  evidence  at  hand  suggests,  therefore, 
that  hypertension  and  other  abnormalities 
associated  with  aging  may  be  due  to  failure 
of  the  brain  to  elaborate  hormones  which 
have  the  ability  to  protect  the  organism 
against  other  hormones  emanating  from  the 
adrenal  cortex,  the  kidney  and  possibly  the 
placenta.  This  concept  does  not,  of  course, 
deny  that  the  features  of  Cushing’s  syn- 
drome also  appear  as  the  result  of  absolute 
overproduction  (i.e.,  cancer,  or  hyperplasia 
of  the  adrenal  cortex,  acute  glomerulone- 
phritis, toxemia  of  pregnancy),  but  it  does 
point  out  the  fact  that  the  end  results  may 
be  the  same  when  deficiency  of  physiologic 
antagonists  produces  a state  of  only  relative 
excess.  It  suggests  that  the  brain  may  be 
a more  important  endocrine  organ  than  we 
now  believe  it  to  be.  By  its  failure  to  pr6- 
duce  substances  whose  nature  is  now  un- 
known, homeostatic  processes  are  upset  in 
the  direction  of  adrenocortical  dominance. 

Only  time  and  a thorough  research  will 
prove  or  disprove  the  theory’s  worth.  Even 
at  the  moment,  however,  it  has  several  ob- 
vious virtues:  (1)  it  shows  how  the  dis- 

eases of  adaptation  may  originate  in  the 
lower  centers  of  the  brain  either  as  a result 
of  rare  organic  disease  there  or,  more  com- 
monly perhaps,  because  of  sustained  func- 
tional inhibition  from  the  cerebral  cortex; 
(2)  it  explains  why  biochemists  have  been 
unable  to  demonstrate  the  presence  of  ex- 
cessive amounts  of  corticosteroids  in  the 
body  fluids  of  patients  suffering  from  these 
disorders;  and  (3)  it  is  a provocative  source 
of  future  work. 

* * 

GRANT  FOR  CANCER  RESEARCH 

known  as  meadow  saffron  or  autumn  crocus.  This 
substance  is  known  to  arrest  multiplication  of  can- 
cer cells  in  experimental  animals,  but  it  is  also 
injurious  to  the  normal  cells.  Preliminary  research 
with  closely  related  compounds  indicate  that  there 
may  be  some  hope  of  developing  colchicine  deriva- 
tives with  a more  specific  action  against  the  dis- 
ease. Already  widely  experienced  in  colchicine 
chemistry,  Dr.  Ullyot  will  extend  his  studies  in  an 
attempt  to  find  a cancer-inhibiting  compound  that 
will  not  damage  the  host. 


Toxemias  of  Pregnancy* 

GEORGE  V.  LE  ROY,  M.D. 
Chicago,  Illinois 


The  role  of  the  internist  in  the  manage- 
ment of  patients  with  toxemias  of  pregnancy 
should  be  an  obvious  one  because  many  of  the 
phenomena  that  occur  bear  more  than  a su- 
perficial resemblance  to  some  of  the  major 
problems  that  we  have  to  face  in  the  ordi- 
nary practice  of  internal  medicine. 

It  is  rather  unusual  for  us,  at  least  in  the 
circles  in  which  I move,  to  see  these  patients 
before  they  are  in  very  serious  trouble.  We 
usually  see  them  when  the  complications  are 
multiplying,  when  the  ordinary  mild  meas- 
ures which  I think  are  generally  used  at  the 
outset  of  managing  such  a patient — salt  re- 
striction, sedation,  etc. — are  failing  to  give 
satisfactory  results. 

We  are  very  seriously  handicapped  in  an 
effort  to  develop  a rational  therapy  by  our 
almost  complete  ignorance  of  the  cause  of 
the  toxemias  of  pregnancy.  Even  in  the  in- 
stances where  the  women  have  pre-existing 
chronic  glomerular  nephritis,  we  are  still  not 
at  all  clear  what  the  factors  are  that  convert 
this  chronic,  relatively  stationery  process  in- 
to the  acute  fulminating  affair  that  charac- 
terizes the  full-blown  case  of  eclampsia. 

Going  over  the  different  theories  that 
have  been  advanced  doesn’t  help  us  too  much 
because  almost  every  case  that  we  see  offers 
valid  exceptions  to  the  theory. 

There  is  one  group  of  workers  who  specu- 
late on  an  immunological  basis  for  the  tox- 
emias of  pregnancy — the  possibility  that  the 
mother  may  become  isoimmunized  against 
the  foetus. 

The  involvement  of  the  liver  also  intro- 
duces still  another  problem.  How  much  does 
the  liver  damage  contribute?  Is  it  respon- 
sible for  some  of  the  symptoms  that  occur? 
How  much  is  the  consequence  of  a general- 
ized toxemic  process? 

When  we  try  to  approach  these  patients 
rationally,  we  have  to  do  something  which 
I think  most  of  us  don’t  like  to  do  and  that 
is  to  use  multiple  analogies.  A patient  with 
severe  eclampsia  resembles  two  fairly  dis- 
tinct diseases.  Some  of  them  put  one  very 
much  in  mind  of  a person  with  carbon  tetra- 
chloride poisoning  who  has  both  the  renal  in- 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  5,  1949. 
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volvement  and  the  liver  involvement.  If  you 
add  to  that  a person  with  a fulminating  ne- 
phritis, with  the  acute  vascular  spasm,  ele- 
vated, rapidly-rising  blood  pressure  and  the 
peripheral  manifestations,  you  get  a fair  ap- 
proximation of  the  acute  toxemia  of  preg- 
nancy. 

The  problems  of  management,  then,  are 
pretty  much  opportunistic:  You  try  to  im- 
agine what  is  happening  and  you  try  to  re- 
lieve it. 

Dr.  Dorr  describes  one  approach  which  is 
very  interesting,  because  serum  albumin 
therapy  has  been  successful  in  managing 
cases  of  acute  liver  damage.  It  has  also 
been  useful  in  managing  some  cases  of  acute 
nephrosis  where  there  is  rather  extensive  loss 
of  protein  with  edema  largely  the  conse- 
quence of  the  reduced  plasma  proteins.  Un- 
fortunately, serum  albumin  at  the  present 
time  is  either  not  available  at  all  or  is  very 
expensive  in  amounts  that  are  sufficient  to 
replace  the  protein  which  can  disappear  from 
these  people. 

In  military  practice  we  had  opportunity  to 
use  human  serum  albumin  for  various  sorts 
of  toxemias — not  toxemias  of  pregnancy. 
With  burn  shock,  with  crush  shock,  and  with 
general  wound  toxemias  it  is  valuable ; but  it 
is  possible  to  do  some  of  the  things  that 
you  want  albumin  to  do,  by  other  means. 

Let  us  consider  some  of  them  step  by  step. 

I think  it  is  fair  to  consider  the  anuria  or 
oliguria  and  the  edema  together  because, 
roughly  speaking,  they  are  related  phe- 
nomena. The  inability  of  the  kidney  to  ex- 
crete water  means  that  water  will  accumu- 
late in  other  parts  of  the  body,  if  the  usual 
intake  is  maintained. 

The  means  of  relieving  oliguria  are  many 
and  there  is  a good  deal  of  difference  of 
opinion  as  to  what  one  should  do.  There 
seems  to  be  general  agreement  at  the  pres- 
ent time  among  most  people  in  all  fields  that 
sodium  restriction  is  important.  Where 
there  is  enough  salt,  edema  will  form.  It 
does  not  appear  that  salt  is  necessary  for 
the  excretion  of  water  so  that  there  is  usual- 
ly no  reason  to  anticipate,  at  least  early  in 
the  treatment  of  an  oliguric  patient,  diffi- 
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culty  from  not  having  salt  to  excrete  with 
the  urine. 

The  problem,  is  to  get  these  people  to  put 
out  water.  There  are  two  definite  schools 
of  thought  there — one  school  says,  “Let  us 
not  give  the  patient  any  excess  water  and 
let  nature  take  care  of  it.”  The  other  school 
says,  “Let’s  give  lots  of  water  without  any- 
thing else,  in  the  form  of  dilute  solutions  or 
with  glucose  which  can  be  metabolized  and 
overwhelm  this  reluctant  kidney  so  that 
diuresis  will  begin.” 

It  happens  that  the  exponents  of  both  of 
these  views  can  produce  clinical  examples  of 
other  sorts  of  anuria  and  toxemic  anurias 
where  diuresis  commenced.  Other  workers 
can  present  evidence  that  the  use  of  hyper- 
tonic solutions  — extremely  hypertonic  glu- 
cose solutions — and  oddly  enough,  even  hy- 
pertonic salt  solutions  may  start  diuresis 
and  maintain  it  in  a patient  with  anuria. 

My  own  preference  is  for  the  hyper- 
tonic glucose  solutions  and  for  abundance 
of  water  so  that  if  there  is  any  possibility 
of  the  kidney  putting  out  any  water  at  all 
there  will  be  plenty  available. 

These  patients  very  early  in  the  course  of 
their  disturbed  kidney  function  begin  to  de- 
velop acidosis  as  evidenced  by  alterations  of 
the  CO,  combining  power.  As  the  disease 
progresses,  this  may  become  a serious  mat- 
ter and  this  poses  the  problem  of  how  one 
shall  combat  the  acidosis.  Shall  one  use  so- 
dium lactate,  which  is  likely  to  increase  the 
water  retention?  Which  is  the  most  serious 
business  to  deal  with,  the  acidosis  or  the 
possibility  of  increasing  water  retention? 
In  bedside  discussions  there  will  certainly 
be  wide  differences  of  opinion  when  this  sub- 
ject comes  up.  Again  my  personal  prefer- 
ence is  to  take  the  chance  of  sodium  causing 
water  retention  and  to  try  to  correct  the 
acidosis.  I feel  that  the  body  is  at  a worse 
handicap  with  a disturbed  acid-base  balance 
than  it  is  with  an  increase  in  sodium  and 
water. 

Another  group  of  phenomena  which  inter- 
ests many  of  us  in  internal  medicine  and 
with  which  some  efforts  have  been  made  are 
means  of  counteracting  the  extreme  vaso- 
spasm that  these  patients  present.  In  some 
cases  the  eye  ground  will  be  simply  spec- 
tacular with  the  arteries  greatly  narrowed 
and  with  hemorrhages  and  other  changes 
which  are  usually  seen  to  accompany  severe 


vasospasm  and  ischmeia.  One  has  a right 
to  suspect  that  the  same  thing  is  happening 
throughout  the  central  nervous  system  and 
certainly  it  is  a very  critical  condition.  The 
origin  of  this  vasospasm  is  'completely  un- 
known. In  some  cases  the  vasospasm  and 
the  hypertension  seem  to  be  related  to  the 
edema  of  the  central  nervous  system.  This  is 
particularly  true  in  the  patients  where  acute 
nephritis  appears  to  be  a part  of  it.  It  ap- 
pears to  be  closely  related  to  a renal  defect; 
and  the  more  severe  the  renal  injury,  the 
more  severe  is  the  acute  hypertension. 

The  use  of  vasodilators  has  been  tried  in 
many  clinics.  In  some  cases  the  results  have 
been  successful ; in  others,  they  haven’t 
been.  One  wonders  whether  this  is  because 
of  the  choice  of  the  time  when  these  agents 
are  used  or  whether  it  is  the  choice  of  the 
agents.  Specifically,  we  have  seen  spinal 
anesthesia  cause  a generalized  vasodilata- 
tion, and  have  hoped  it  will  also  occur  in  the 
renal  vascular  bed  and  that  improved  renal 
function  will  help  lower  the  general  blood 
pressure  and  will  help  carry  off  the  toxemic 
toxins.  Some  of  the  new  sympatholytic 
drugs  which  have  been  studied:  etamon,  di- 
benamine  and  priscol,  have  also  been  used. 
Etamon  has  very  little  effect  because  it  ap- 
pears to  affect  reflexly-induced  stimuli 
of  the  sympathetic  nervous  system.  With 
dibenamine  and  priscol  it  is  often  possible 
to  produce  in  certain  patients  with  preg- 
nancy toxemias  and  other  acute  hyperten- 
sions, a rather  prolonged  reduction  of  the 
blood  pressure  and  evidence  of  improvement 
of  blood  flow  in  certain  parts  of  the  body. 
How  long  these  measures  should  be  con- 
tinued, is  not  known. 

The  contribution  of  the  liver  damage  to 
the  general  symptamatology  of  the  patient 
with  toxemia  is  difficult  to  assess.  It  is 
likewise  difficult  to  say  whether  the  liver 
is  just  the  innocent  victim  of  this  whole 
process  or  whether  it  is  an  active  factor.  We 
have  almost  no  way  to  treat  liver  damage 
except  by  the  use  of  high  carbohydrate  in- 
take, and  for  that  reason  the  use  of  paren- 
terally-administered  glucose  in  large 
amounts — 10%  and  20%  solutions — several 
liters  a day,  should  be  beneficial  regardless 
of  the  liver’s  position  in  the  etiology  of  this 
affair. 

As  these  patients  go  into  toxemia,  there 
is  a general  feeling  that  they  should  be  on 
some  sort  of  a regime  to  reduce  salt  and  in- 
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crease  protein  intake.  The  high  protein  in- 
take is  based  on  the  fact  that  there  is  a con- 
siderable loss  of  protein  in  the  urine.  On 
the  other  hand,  the  metabolism  of  the  high 
protein  diet  requires  that  the  kidney  ex- 
crete a larger  amount  of  nitrogenous  waste 
products  than  it  would  otherwise  have  to, 
and  I think  there  is  room  for  legitimate  dif- 
ference of  opinion  about  whether  these  pa- 
tients should  be  carried  on  high  protein  or 
low  protein  diets. 

Dr.  Addis  at  Stanford  University,  who  has 
studied  kidney  disease  for  many  years,  is  a 
very  firm  exponent  of  the  low  protein  diet 
for  patients  with  varying  degrees  of  renal 
insufficiency.  He  feels  that  the  excretion  of 
nitrogenous  waste  products  involves  definite 
work  by  the  kidney  and  that  in  a patient 
with  kidneys  which  are  unable  to  concen- 
trate urine  and  which  are  unable  to  excrete 
all  of  the  nitrogen  which  is  brought  to  it, 
that  some  rest  for  the  kidney  may  be 
achieved  by  providing  as  little  nitrogen  as 
possible  and  by  providing  the  body  with  as 
much  water  as  possible  so  that  the  kidney  is 
not  required  to  concentrate  urine  to  get  rid 
of  waste  products. 

My  feeling  would  be  that  in  the  incipient 
stages  of  the  toxemia,  one  would  do  better 
by  restricting  salt  and  protein,  and  treating 
the  patient  just  as  one  would  treat  a non- 


pregnant patient  with  chronic  glomerular 
nephritis  who  has  developed  an  acute  or 
subacute  flare-up  as  a consequence  of  res- 
piratory infection  or  whatnot. 

There  is,  as  you  can  gather,  a very  wide 
difference  of  opinion  in  the  way  these  pa- 
tients should  be  managed.  It  is  unfortunate 
that  the  disease  is  so  dynamic,  it  changes 
almost  from  hour  to  hour,  as  other  systems 
become  involved.  This  makes  a study  of  it 
extremely  difficult  and  it  also  makes  dis- 
cussion difficult  because  frequently  we 
aren’t  talking  about  the  same  thing  when  we 
talk  about  toxemias.  One  of  us  may  be  talk- 
ing about  a toxemia  where  chronic  nephritis 
is  the  main  agent,  and  the  other  may  be 
talking  about  a toxemic  patient  where  that 
is  not  important  at  the  moment. 

I am  very  much  interested  in  the  iso- 
immunization theories  to  which  I referred 
and  I have  a very  strong  suspicion  that  as 
these  patients  and  their  family  histories  and 
the  pedigrees  of  the  families  are  studied, 
that  this  may  turn  out  to  be  in  fact  the  true 
etiology.  If  so,  we  may  have  some  better 
means  through  immunological  technics  of 
recognizing  the  incipiency  of  toxemias. 
Whether  this  will  give  us  any  better  means 
of  managing  them  remains  to  be  seen  of 
course. 


# t;- 

Socio-Medical  Trends  in  the  United  States" 

J.  R.  McVAY,  M.D. 

Kansas  City,  Mo. 


Recently  there  issued  from  Chicago  a pro- 
gram for  the  elevation  of  health  conditions 
in  America.  That  program  has  become 
known  as  the  12-point  program.  In  reitera- 
tion there  is  strength ; therefore,  I am  going 
to  go  over  some  of  the  points  of  that  pro- 
gram which  I feel  are  important,  that  they 
may  be  firmly  impressed  in  your  minds,  to 
be  your  catechism  as  it  were,  so  that  from 
them  you  can  develop  the  forcefulness  that 
will  bring  America’s  future  to  the  goal  which 
we  hope  to  achieve. 

The  first  point  of  the  12-point  program 
is  proposing  a Federal  Department  o f 
Health : 

“Creation  of  a Federal  Department  of  Health  of 
Cabinet  status  with  a Secretary  who  is  a Doctor  of 

•Panel  discussion  at  Annual  Session  Nebraska  State  Medical 
Association.  May.  1949.  Dr.  J.  D.  McCarthy,  presiding. 


Medicine,  and  the  coordination  and  integration  of 
all  Federal  health  activities  under  this  department 
except  for  the  military  activities  of  the  medical 
services  of  the  Armed  forces.” 

That  is  not  a revolutionary  change.  In 
the  halls  of  the  House  of  Delegates  of  the 
American  Medical  Association  these  men 
that  I have  mentioned  have  heard  over  and 
over  again  resolutions  unanimously  passed 
urging  upon  the  Congress  such  a status  of  a 
Department  of  Health. 

No.  2:  Medical  Research — “Promotion  of  medical 
research  through  a National  Science  Foundation 
with  grants  to  private  institutions  which  have  fa- 
cilities and  personnel  sufficient  to  carry  on  quali- 
fied research.” 

Again  your  House  of  Delegates  of  the 
American  Medical  Association  and  all  of  its 
members  have  constantly  encouraged  and 
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urged  the  Congress  to  provide  funds  for 
necessary  medical  research. 

No.  3:  Voluntary  Insurance — “Further  develop- 
ment and  wider  coverage  by  voluntary  hospital  and 
medical  care  plans  to  meet  the  costs  of  illness,  with 
extension  as  rapidly  as  possible  into  rural  areas. 
Aid  through  the  states  to  the  indigent  and  med- 
ically indigent  by  the  utilization  of  voluntary  hos- 
pital and  medical  care  plans  with  local  administra- 
tion and  local  determination  of  needs.” 

I think  it’s  a pleasant  thing  to  the  ears  of 
the  Members  of  the  Council  on  Medical  Serv- 
ice, and  I’m  sure  to  all  members  of  American 
medicine,  that  it  has  been  through  the  in- 
fluence of  the  American  Medical  Associa- 
tion that  voluntary  pre-payment  medical  care 
plans  have  increased  within  a short  period  of 
years  from  no  enrollment  to  more  than 
eleven  million  enrolled  in  the  Blue  Shield 
alone;  that  the  Blue  Cross  Hospitalization 
Plan  has  increased  from  no  enrollment  in 
1939  through  a period  of  ten  years  to  over 
thirty-three  million  enrolled;  that  the  idea 
of  voluntary  pre-payment  medical  care  cov- 
erage has  so  thoroughly  engrossed  the  in- 
terest of  the  American  people  that  the 
American  Association  of  Insurance  Actu- 
aries, who  by  virtue  of  their  employment  by 
insurance  companies  must  give  accurate  fig- 
ures, tells  us  that  over  fifty-three  million 
Americans  are  enrolled  in  some  sort  of  vol- 
untary pre-payment  medical  care  health 
plans. 

I think  that  speaks  well  for  the  activities 
of  the  Association. 

No.  4:  Medical  Care  Authority  with  Consumer 
Representation — “Establishment  in  each  state  of  a 
Medical  Care  Authority  to  receive  and  administer 
funds  with  proper  representation  of  medical  and 
consumer  interest.” 

The  idea  behind  that  is  that  we  can  better 
serve  the  people  if  we  make  our  effort  jointly 
both  with  the  purveyors  of  medical  service 
and  the  consumers  of  medical  service. 

No.  5 : New  Facilities — “E ncouragement  of 
prompt  development  of  diagnostic  facilities,  health 
centers  and  hospital  services,  locally  originated,  for 
rural  and  other  areas  in  which  the  need  can  be 
shown  and  with  local  administration  and  control  as 
provided  by  the  National  Hospital  Survey  & Con- 
struction Act  or  by  suitable  private  agencies.” 

Again  the  American  Medical  Association 
is  proud  of  its  efforts  and  its  support  of  the 
Hill-Burton  Bill.  The  things  which  will  be 
accomplished  by  this  bill  and  its  elaboration 
will  work  well  to  the  interests  of  the  health 
of  the  American  people. 

No.  6:  Public  Health — “Establishment  of  local 
public  health  units  and  services  and  incorporation 


in  health  centers  and  local  public  health  units  of 
such  services  as  communicable  disease  control,  vital 
statistics,  environmental  sanitation,  control  of  ve- 
nereal diseases,  maternal  and  child  hygiene  and  pub- 
lic health  laboratory  services.  Remuneration  of 
health  officials  commensurate  with  their  responsi- 
bility.” 

No.  7 : Mental  Hygiene — “The  development  of  a 
program  of  mental  hygiene  with  aid  to  mental  hy- 
giene clinics  in  suitable  areas.” 

I am  sure  that  all  of  you  are  familiar  with 
the  conditions  in  our  mental  hospitals  in  the 
United  States.  In  Missouri  we  have  had 
recently  a survey  of  those  institutions  and 
whether  we  like  it  or  not,  by  and  large  those 
institutions  are  not  a credit  to  the  knowledge 
of  the  medical  profession,  because  for  the 
most  part  they  have  developed  into  merely 
incarceratory  institutions  rather  than  hos- 
pitals for  the  treatment  of  mental  illness. 

We  are  trying  to  make  those  necessary 
corrections  in  Missouri  and  I am  sure  that 
all  States  everywhere  will  be  awakened  to 
the  need  for  better  treatment  of  these  pa- 
tients. 

No.  8:  Health  Education — “Health  education  pro- 
grams administered  through  suitable  state  and  fo- 
cal health  and  medical  agencies  to  inform  the  peo- 
ple of  the  available  facilities  and  of  their  own  re- 
sponsibilities in  health  care.” 

No.  9:  Chronic  Diseases  and  the  Aged — “Provi- 
sion of  facilities  for  care  and  rehabilitation  of  the 
aged  and  those  with  chronic  disease  and  various 
other  groups  not  covered  by  existing  proposals.” 

It  is  an  interesting  fact  that  just  a few 
days  ago  it  was  noted  in  the  daily  press  that 
there  were  over  seven  hundred  thousand  suf- 
ferers from  chronic  arthritis.  At  that  same 
time  it  was  noted  that  marked  developments 
in  the  improvement  in  the  treatment  of 
chronic  arthritis  were  rapidly  coming  for- 
ward and  it  would  be  a fine  thing  if  in  the 
near  future  those  seven  hundred  thousand 
individuals  can  be  rehabilitated,  and  I think 
that  with  the  American  Medical  Association 
and  the  medical  profession  generally,  we  can 
take  a great  deal  of  interest  and  encourage- 
ment in  these  developments  which  are  be- 
ing made. 

No.  10:  Veterans’  Medical  Care — “Integration  of 
veterans’  medical  care  and  hospital  facilities  with 
other  medical  care  and  hospital  programs  and  with 
the  maintenance  of  high  standards  of  medical  care, 
including  care  of  the  veteran  in  his  own  community 
by  a physician  of  his  own  choice.” 

The  problem  there  has  been,  as  you  know, 
that  the  building  program  of  the  Veterans’ 
Administration  was  not  all  that  the  medical 
profession  would  desire ; there  were  many 
beds  promulgated  and  even  to  the  drawing 
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board  stage  which  the  medical  profession  felt 
were  not  needed  and  could  be  adequately 
used. 

In  the  State  of  Michigan,  there  has  re- 
cently been  completed  one  hospital  which  is 
over  500  beds,  cost  over  $22,000,000  to  com- 
plete and  staff,  and  yet  not  a single  bed  is 
occupied  because  they  can’t  get  the  doctors 
and  nursing  personnel  and  the  ancillary  serv- 
ices to  run  it. 

What  we  propose  is  that  the  veterans’ 
care  program  and  its  hospitalization  be  a 
part  of  the  community  development,  that 
there  might  be  one  wing  of  it  veterans’ 
care,  one  wing  to  the  local  people  and  one 
wing  to  any  other  industry  that  happened 
to  be  interested  and  in  that  way,  instead  of 
having  a segmental  type  of  medicine,  we 
would  have  a conjugated  type  of  medicine  in 
which  every  one  would  benefit. 

No.  11:  Industrial  Medicine — “Greater  emphasis 
on  the  program  of  industrial  medicine,  with  in- 
creased safeguards  against  industrial  hazards  and 
prevention  of  accidents  occurring  on  the  highway, 
home  and  on  the  farm.” 

No.  12:  Medical  Education  and  Personnel — “Ade- 
quate support  with  funds  free  from  political  con- 
trol, domination  and  regulation  of  the  medical,  den- 
tal and  nursing  schools  and  other  institutions  neces- 
sary for  the  training  of  specialized  personnel  re- 
quired in  the  provision  and  distribution  of  medical 
care.” 

To  me  that  seems  a straightforward  pro- 
gram. The  American  Medical  profession  is 
for  something  and  not  against  something. 
We  have  been  put,  by  propagandists,  in  the 
position  that  the  American  Medical  Associ- 
ation is  constantly  against  everything.  Well, 
so  was  the  80th  Congress!  While  not  the 
best,  it  certainly  was  not  the  worst  but 
propagandized,  it  seemed  to  be  just  terrible 
but  you  are  all  well  informed  that  the  81st 
Congress,  the  one  that  was  to  be  so  much 
better,  in  a period  of  six  weeks  accomplished 
two  monumental  legislative  acts : One  of 

them  was  to  re-enact  a bill  enacted  by  the 
80th  Congress,  and  the  other  one  was  to  raise 
the  salary  of  the  President  of  the  United 
States. 

I hold  that  American  medicine  has  nothing 
to  defend  except  the  fact  that  it  has  been 
progressive,  that  it  has  been  evolutionary- 
progressive  and  not  revolutionary- 
progressive. 

I hold  here  a treatise  called  “A  Simplified 
Blueprint  of  the  Campaign  Against  Com- 
pulsory Health  Insurance.”  This  comes  from 


No.  1 North  LaSalle  Street  in  Chicago  where 
the  Coordinating  Committee  is  composed  of 

Dr.  Elmer  L.  Henderson,  Chairman,  who  is 
Chairman  of  the  Board  of  Trustees;  Dr.  Edwin  S. 
Hamilton,  Kankakee,  Illinois;  Dr.  Gunnar  Gunder- 
sen,  LaCrosse,  Wisconsin;  Walter  B.  Martin,  M.D., 
Norfolk,  Virginia,  and  Dr.  Louis  H.  Bauer,  Hemp- 
stead, New  York.  These  are  members  of  the  Board 
of  Trustees.  Then  there  are  Dr.  William  Bates, 
Philadelphia,  Penn.;  Dr.  John  W.  Cline,  San  Fran- 
cisco; and  Dr.  R.  B.  Robins,  Camden,  Arkansas,  are 
members  of  the  House  of  Delegates.  I understand 
that  you  had  the  pleasure  of  listening  to  Dr.  Robins 
just  the  other  night  and  know  what  a wonderful 
force  he  will  be  in  the  future  of  American  Medicine. 

Also  the  officers  of  the  American  Medical  As- 
sociation: Dr.  R.  L.  Sensenich,  President  of  the 
A.M.A.;  and  Dr.  George  F.  Lull. 

This  booklet,  as  you  know,  was  prepared 
by  the  firm  of  Whitaker  & Baxter.  That 
program  is  a blueprint  for  action  of  Ameri- 
can medicine.  It  provides  on  a national  scale 
for  doing  certain  things.  The  results  of 
that,  you  recently  read  in  your  newspapers, 
when,  before  one  of  the  largest  national  or- 
ganizations of  women  in  this  country  repre- 
senting some  thirteen  and  a half  million 
women,  there  was  a vote  against  socialized 
medicine  by  their  House  of  Delegates  of 
2,000  against  socialized  medicine  to  3 for  it, 
and  a great  bit  of  the  credit  for  that  suc- 
cessful campaign  must  be  given  to  this  Co- 
ordinating Committee  and  to  Mr.  Whitaker 
and  Miss  Baxter. 

On  the  State  level,  a State  Society  such 
as  yours,  they  have  a very  definite  duty 
to  perform  for  medicine  in  that  State.  That 
is  to  get  every  county  society  interested,  to 
get  the  organizations  that  have  State  status 
represented — those  which  will  be  vitally  af- 
fected if  there  is  socialization  of  this  coun- 
try. 

When  we  come  to  the  local  organization 
we  come  down  to  the  individual  physician 
and  there  are  many  engaged  in  this  cam- 
paign who  feel  that  it  will  depend  upon  the 
individual  physician,  his  daily  contact  with 
his  patients,  selling  them  on  the  idea  of  some 
of  the  things  which  I have  tried  to  bring  be- 
fore you  in  this  reiteration  of  the  12-point 
program,  selling  them  on  the  advances  of 
medicine ; that  today  a child  born,  if  she  hap- 
pens to  be  a girl  child,  has  a life  expectancy 
of  seventy-plus  years;  if  it  happens  to  be  a 
male,  only  slightly  less — some  69.9  years. 

So  it’s  a pretty  good  country  that  we  are 
living  in,  developed  by  free  enterprise.  It’s 
a pretty  good  medical  profession.  It’s  a 
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pretty  good  American  Medical  Association 
and  if  we  all  take  our  interests  and  do  our 
part,  I am  sure  that  these  foreign  ideologies 
will  not  change  the  course  of  American  medi- 
cine but  that  course  will  be  one  determined 
by  Americans,  administered  for  Americans, 
for  the  American  people  and  that  every- 
where this  country  will  be  known  as  the 
healthiest  country  in  the  world. 

CHAIRMAN  McCARTHY:  Some  few  years  ago 
the  Council  on  Medical  Service  was  casting  about 
for  a Director  of  the  newly-created  Washington  of- 


fice. This  was  not  an  easy  matter  to  decide  but 
out  of  that  Dr.  Joseph  Lawrence,  who  was  then  of 
New  York  and  the  prime  mover  in  the  legislative 
field  for  the  New  York  State  Medical  Association, 
was  chosen. 

Dr.  Lawrence  has  done  a magnificent  job  in 
Washington.  His  office  has  been  informative  as  far 
as  material  is  concerned,  to  the  Representatives  and 
Senators,  and  he  has  helped  to  create  in  the  minds 
of  many,  I’m  sure,  the  justness  of  our  cause. 

Dr.  Lawrence  is  now  the  Director  of  the  Wash- 
ington office  of  the  American  Medical  Association 
and  will  speak  on  “Trends  in  Legislation”. 


❖ * * 

i 


Trends  in  Legislation* 

J.  S.  LAWRENCE,  M.D. 
Washington,  D.C. 


At  the  opening  may  I say  that  this  Con- 
gress has  shown  itself  very  agreeable  to  the 
advancement  of  scientific  medicine.  Appro- 
priations submitted  by  Government  bureaus 
are  rarely  denied.  On  the  contrary,  the  Con- 
gress has  increased  certain  appropriations 
of  its  own  initiative  — for  instance,  those 
that  would  provide  for  the  study  of  cancer 
and  heart  disease.  Committees  have  listened 
with  interest  to  those  who  advocate  the 
establishment  in  the  Public  Health  Service 
of  additional  institutes  for  the  study  of  spe- 
cific conditions  such  as  multiple  sclerosis, 
epilepsy,  malaria,  etc.  It  may  not  decide  to 
introduce  the  principle  of  separate  insti- 
tutes, but  instead  favor  the  extension  of  the 
present  program  of  the  United  States  Pub- 
lic Health  Service  to  the  extension  of  exist- 
ing institutes  to  cover  these  special  diseases. 
One  House  has  passed  a bill  which  would 
provide  for  the  creation  of  a National 
Science  Foundation  under  which  the  various 
individual  activities  may  be  correlated. 

Congress  has  shown  its  interest  in  an 
amendment  that  has  been  offered  to  the 
Hospital  Construction  Act,  asking  for  its  ex- 
tension and  increasing  the  appropriation  al- 
lotted for  the  purpose  of  grants-in-aid  to  the 
communities  which  would  build  hospitals. 
This  bill  will  probably  be  enacted.  The  pro- 
visions of  this  amendment  are  included  in 
the  Administration’s  health  bill  which  advo- 
cates compulsory  health  insurance.  That  bill 
has  several  sections  which  are  receiving  pub- 
lic approval,  the  aforementioned  amendment 
to  the  Hospital  Construction  Act  being  one 

♦Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  4,  1949. 


of  them.  A second  such  section  is  a bill  that 
would  authorize  the  appropriation  of  money 
for  the  development  of  County  Health  Units. 
This  proposition,  although  a part  of  the  om- 
nibus health  bill,  exists  as  a separate  bill  and 
is  likely  to  be  enacted. 

Another  bill  which  is  receiving  considera- 
tion is  a bill  which  would  provide  for  the 
medical  examination  of  school  children  and 
the  treatment  at  public  expense  of  defects 
found  in  children  whose  parents  cannot  af- 
ford to  correct  them.  One  clause  of  this 
bill  would  make  this  corrective  treatment 
available  to  all  children.  The  medical  pro- 
fession is  opposing  this  clause,  but  gives  its 
approval  to  the  principle  of  the  bill. 

There  are  three  bills  before  Congress 
which  offer  a general  health  program.  One, 
providing  for  compulsory  enrollment,  was  in- 
troduced by  Senator  Murray  and  his  asso- 
ciates. It  is  known  as  the  Administration 
bill.  Senator  Taft  and  associates  introduced 
a bill  which  has  no  compulsory  feature,  but 
would  make  available  to  the  states  federal 
funds  which  they  could  use  in  developing 
their  individual  programs  of  providing  medi- 
cal care  to  the  indigent  and  needy.  The 
third  such  bill,  introduced  by  Senator  Hill 
and  his  associates,  would  authorize  the  gov- 
ernment to  subsidize  voluntary  prepayment 
plans  for  services  rendered  in  hospitals. 
There  is  nothing  compulsory  about  this  bill 
either. 

The  Administration’s  bill  would  convert 
the  Federal  Security  Agency  into  an  execu- 
tive department  with  cabinet  rank.  The  ad- 
ministration of  Senator  Taft’s  bill  would  be 
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through  an  independent  agency  especially 
created  to  take  care  of  all  government  health 
activities  except  those  associated  with  mili- 
tary defense  and  the  Veterans  Administra- 
tion. There  is  wide  divergence  in  the  philoso- 
phy of  these  two  bills.  Under  the  Taft  bill, 
people  would  be  encouraged  to  assume  the 
responsibility  for  their  medical  care;  but  in 
the  event  of  a catastrophe  which  could  not 
be  met  by  the  individual,  government  funds 
would  be  available  upon  application.  The  ex- 
penses would  be  met  by  general  taxation. 
Under  the  Administration  bill,  provision  for 
assisting  needy  persons  would  be  limited  to 
those  people  who  had  contributed  from  their 
income  by  compulsory  deduction.  The  indi- 
gent as  such  would  not  be  covered  except  by 
special  provision.  The  operating  expenses 
would  come  from  the  deductions  made 
against  wages  up  to  a limit  of  $4,800. 

May  I call  your  attention  to  certain  fea- 
tures of  the  deduction  plan?  The  govern- 
ment will  collect  from  eligible  employed  peo- 
ple l1/2%  of  their  income  to  a limit  of  $4,800. 
No  exemptions  are  to  be  considered  except 
that  portion  of  the  income  which  is  in  ex- 
cess of  $4,800.  .Thus  it  becomes  a poor  man’s 
tax  levied  against  all  incomes  under  $4,800. 
The  ordinary  income  tax  exempts  the  man  of 
low  wages  and  gives  him  an  opportunity  to 
claim  exemptions  because  of  his  dependents, 
but  not  so  with  the  health  deduction  pro- 
gram. Of  course,  the  compulsory  feature  is 
limited  to  the  collection  of  funds.  No  person 
can  be  compelled  to  seek  or  accept  medical 
care  against  his  wishes  unless  he  is  ill  with 
a communicable  disease. 

If  the  Administration’s  bill  were  to  pass, 
the  government  would  be  embarrassed  in  a 
manner  similar  to  the  difficulty  which  the 
English  government  is  experiencing.  Our 
hospitals  are  filled  to  overflowing  and  our 
physicians  and  nurses  are  all  busy  as  they 
can  be;  but  if  the  costs  involved  in  provid- 
ing these  services  were  immediately  elim- 
inated, one  can  visualize  the  stampede  that 
would  occur  and  the  disappointments  that 
would  follow.  It  is  also  conceivable  that  if 
medical  services  are  to  be  made  free,  there 
will  be  a greater  concentration  of  medical 
facilities  in  the  areas  of  dense  population. 
That  is  where  the  requests  and  demands  for 
service  will  be  most  plentiful,  and  most  like- 
ly facilities  will  be  concentrated  there  rather 
than  in  the  sparsely  populated  areas  in 
rural  districts. 


The  proponents  of  the  Administration  bill 
are  annoyed  that  we  should  name  their  pro- 
gram “socialized  medicine,”  and  sometimes 
I wonder  if  they  aren’t  right.  Instead  of  so- 
cializing it  seems  to  me  that  under  their 
plan  medical  services  would  be  monopolized 
by  the  government  and  taken  out  of  the 
hands  of  the  people  generally  and  a great 
government  monopoly  established.  It  is 
specifically  stated  in  the  bill  and  repeated 
frequently  that  all  plans  must  be  approved 
by  the  Administrator  of  the  Federal  Secur- 
ity Agency  and  all  subsidiary  agencies  must 
report  frequently  on  forms  provided  by  the 
Federal  Security  Agency.  Not  only  must 
those  dispensing  federal  funds  submit  fre- 
quent and  elaborate  reports,  but  their  ac- 
tivities will  be  controlled  and  governed  by 
rules  and  regulations  devised  by  the  Federal 
Security  Administrator.  These  rules  and 
regulations  will  embody  the  details  of  ad- 
ministration and  have  the  full  force  of  law. 

Note  the  difference  in  origin  of  a law  and 
a rule  or  regulation.  A law  originates  as  a 
bill  which  must  be  considered  and  approved 
by  the  two  Houses  of  Congress  during  which 
time  the  public  has  ample  opportunity  for 
discussing  its  merits  and  demerits,  and  it 
must  finally  receive  the  President’s  signa- 
ture. A regulation  originates  with  a man 
(or  perhaps  a bureau)  who  receives  author- 
ity through  appointment,  and  rarely  by  elec- 
tion as  are  Congressmen.  The  interested 
public  seldom  has  an  opportunity  to  express 
its  opinion  on  regulations  prior  to  their  issu- 
ance.  These  trends  toward  bureaucratic 
government  are  not  limited  to  the  health 
field.  They  are  actually  more  advanced  in 
certain  other  areas,  and  the  complacence 
with  which  many  people  are  accepting  them 
is  most  disturbing.  We  must  keep  our  eyes 
on  the  moves  made  in  Washington  and  join 
with  other  individuals  and  organizations  who 
are  opposing  socialization. 

So  may  I suggest  that  in  your  develop- 
ment here  and  in  your  educational  program, 
you  concentrate  on  the  leaders  — the  social 
leaders,  the  business  leaders,  and  the  politi- 
cal leaders  in  your  various  communities  — 
and  make  sure  that  they  know  what  an  un- 
dertaking of  this  kind  would  mean  to  their 
communities.  If  you  can  get  them  to  under- 
stand it  as  thoroughly  as  you  undei'stand  it, 
you  won’t  need  to  worry  as  to  what  Con- 
gress will  do. 


Spinal  Anesthesia  in  Obstetrics* 

DOROTHY  H.  THOMPSON,  M.D. 

Omaha,  Nebraska 


As  a practical  answer  to  the  problem  of 
managing  obstetrical  anesthesia,  I would 
like  to  suggest  that  we  consider  the  use  of 
intradural  drugs.  I am  certain  that  it  is 
my  intention,  and  yours,  to  supply  the  moth- 
er with  adequate  anesthesia.  Inasmuch  as 
few  of  us  can  seriously  consider  using  hyp- 
notism to  produce  this  effect,  we  have  re- 
sorted to  various  and  sundry  methods,  all 
too  many  of  which  overlook  the  fact  that  we 
may  be  placing  a needless  handicap  on  the 
newborn  infant.  The  absolute  necessity  of 
protecting  this  infant  is  the  factor  which 
differentiates  obstetrical  anesthesia  from 
surgical  anesthesia.  In  other  words,  we  have 
an  added  responsibility;  we  are  dealing  with 
two  patients  simultaneously.  Fortunately, 
one  of  these  patients  is  comparatively  young 
and  is  usually  in  good  general  health.  The 
other  patient,  however,  is  a newborn  in- 
fant— maybe  it  is  a premature  or  immature 
infant.  The  average  obstetrical  patient  may 
fall  into  the  category  of  being  able  to  re- 
ceive almost  any  kind  of  an  anesthetic  satis- 
factorily ; the  average  newborn,  however, 
does  not  fall  into  that  category.  Some  an- 
swers to  our  problem  consider  this  factor, 
but  they  may  also,  at  the  same  time,  be  an- 
swers that  call  for  extra  personnel. 

You  may  feel  that  an  anesthesiologist  is 
in  a position  to  have  sufficient  time  to  per- 
sonally follow  each  labor  patient  individ- 
ually. Such  is  not  the  case.  We,  as  well  as 
the  obstetrician,  are  handicapped  by  the  vag- 
aries of  an  obstetrical  schedule.  We  too, 
must  search  for  a simple,  time-saving  meth- 
od of  handling  the  patient  — one  that  is 
reasonably  safe  and  usually  reliable.  I be- 
lieve that  spinal  or  intradural  anesthesia  of- 
fers a flexibility  that  will  make  it  worthy  of 
your  trial  and  your  consideration. 

In  the  field  of  anesthesiology,  conduction 
anesthesia  occupies  the  position  of  choice. 
It  is  the  most  innocuous  type  of  anesthesia. 
It  is  recommended  for  poor  risk  patients. 
Many  types  of  conduction  anesthesia  are 
difficult  to  perform  satisfactorily  and  to  ad- 
vantage; however,  spinal  anesthesia  is  uni- 
versally used  because  of  the  comparatively 
simple  technique  involved. 

The  varieties  of  conduction  anesthesia 

*Read  before  the  Omaha  Mid- West  Clinical  Society,  October, 
1948. 


that  are  available  for  obstetrical  application 
are: 

a.  Direct  infiltration. 

b.  Pudendal  block. 

c.  Presacral  block. 

d.  Paravertebral  block. 

e.  Peridural  segmental  block. 

f.  Caudal  and  continuous  caudal. 

g.  Spinal  and  continuous  spinal. 

These  may  all  be  satisfactory.  That  does 
not  mean,  however,  that  they  are  all  prac- 
tical. Their  usefulness  is  limited  because 
most  of  them  will  definitely  require  special 
training.  In  addition,  they  are  time  consum- 
ing. A spinal  anesthetic,  however,  is  an  ex- 
ception. It  is  not  indicated  for  all  obstetri- 
cal patients,  but  it  does  offer  many  advan- 
tages. Some  of  these  advantages  are: 

a.  It  is  simple  to  do.  Any  doctor  should  under- 
stand how  to  do  a spinal  tap. 

b.  It  is  inexpensive.  There  is  no  special  appar- 
atus necessary,  and  spinal  drugs  are  easily  avail- 
able. 

c.  It  requires  no  extra  personnel.  It  may  even 
reduce  the  nursing  duties  in  the  labor  room.  Some 
one  should  be  in  attendance  at  all  times,  but  no 
one  is  required  to  literally  fight  with  a heavily 
sedated  and  disoriented  labor  patient.  No  one  is 
required  to  watch  a needle  for  possible  breakage  or 
dislodgement. 

d.  It  offers  complete  anesthesia  to  the  mother. 
It  is  pleasant  for  the  mother;  she  appreciates  be- 
ing in  a painless  and  rational  state.  She  also  ap- 
preciates the  absence  of  post-anesthesia  vomiting. 

e.  It  reduces  the  incidence  of  apnea  in  the  new- 
born. It  is  this  factor  in  which  I am  primarily 
interested.  It  is  the  one  method  which  when  prop- 
erly administered,  absolutely  protects  the  baby  from 
transplacental  intoxication.  It  also  minimizes  the 
trauma  to  the  infant’s  head  by  the  elimination  of 
the  “bearing  down”  reflex. 

f.  It  reduces  blood  loss  in  the  third  stage  of 
labor. 

g.  It  does  not  inhibit  uterine  contractions.  I 
am  presupposing  in  this  statement  that  you  are 
not  going  to  inject  a very  high  spinal  anesthetic, 
one  that  includes  the  motor  nerves  to  the  uterus. 

h.  It  provides  complete  perineal  relaxation.  As 
is  any  spinal  anesthesia,  it  is  unrivaled  in  regard  to 
muscular  relaxation. 

i.  It  offers  flexability  in  regard  to  your  sched- 
ule. You  may  choose  to  give  the  anesthetic  well 
in  advance  of  the  expected  delivery  time  or  you 
may  give  it  terminally. 

j.  It  is  precise.  You  can  easily  determine 
whether  or  not  you  have  entered  the  dural  canal. 
You  may  easily  control  the  desired  heighth  of  the 
anesthetic.  You  do  not  need  to  wait  to  determine 
the  success  of  your  injection. 

k.  You  may  repeat  the  injection  when  it  is 
necessary. 
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The  technique  usually  followed  is  that  in 
which  a saddle  block  or  a very  low  spinal 
anesthesia  is  obtained.  This  is  the  safest 
type  of  spinal  anesthesia.  The  early  pains 
of  labor  are  controlled  by  the  use  of  bar- 
biturates or  other  drugs.  I believe  one  of 
the  barbiturates  should  be  used  when  any 
regional  anesthesia  is  done.  The  barbitur- 
ates are  prophylactic  against  possible  motor 
excitement.  Large  doses  are  not  indicated. 
No  drug  is  necessary  after  the  saddle  block 
has  been  administered  except  for  the  ex- 
tremely apprehensive  patient.  Usually  the 
block  is  given  during  the  late  second  stage 
of  labor.  As  a physician  gains  experience  he 
may  use  this  method  during  the  latter  part 
of  the  first  state,  when  the  cervix  is  5-6 
cms  dilated  or  approximately  80  per  cent  ef- 
faced. Contractions  should  be  at  3-4  minute 
intervals.  Labor  should  be  progressing  satis- 
factorily and  the  head  should  be  fixed  in 
the  pelvis. 

I have  used  a number  of  drugs  and  com- 
binations of  drugs  in  producing  obstetrical 
spinal  anesthesia.  They  are  (1)  novocaine; 
(2)  metycaine;  (3)  pontocaine  and  glucose; 
(4)  pontocaine-ephedrine-glucose ; (5)  nu- 

percaine-adrenalin-glucose,  and  (6)  nuper- 
caine  and  glucose.  My  choice  is  the  nuper- 
caine-glucose  combination.  This  is  called 
heavy  nupercaine.  It  can  be  mixed  or  it 
can  be  purchased  in  ampoules.  The  am- 
poules contain  2.0  cc  of  the  fluid — each  cc 
contains  2.5  mgm  of  nupercaine  hydrochlor- 
ide and  50  mgm  of  dextrose.  One  cc.  of  this 
mixture  is  usually  sufficient  for  a successful 
saddle  block  anesthetic.  Nupercaine  is  more 
toxic  than  the  other  drugs  mentioned,  but 
the  dosage  of  the  drug  used  is  minute  in 
comparison.  Consider  the  total  number  of 
milligrams  used  to  produce  the  other  types 
of  conduction  anesthesia — particularly  con- 
tinuous caudal  anesthesia.  Spinal  anesthesia 
needs  only  a low  total  dosage  and  nuper- 
caine anesthesia  calls  for  the  lowest  dosage. 

The  onset  of  this  type  of  anesthesia  is  rap- 
id and  the  duration  long.  The  average  heavy 
nupercaine  anesthesia  lasts  for  2-4  hours. 
By  the  addition  of  adrenalin  to  the  mixture, 
the  duration  of  action  is  greatly  increased.  I 
have  had  this  combination  last  8-9  hours. 
Unless  one  is  attempting  to  provide  the  pa- 
tient with  a painless  labor,  this  increase  in 
the  duration  of  the  anesthesia  is  not  indi- 
cated. 

The  injection  is  given  with  the  patient  in 
the  sitting  position.  Her  legs  should  be 


over  the  side  of  the  bed  or  the  delivery  table. 
Her  elbows  should  rest  on  her  knees.  She 
should  be  supported  by  an  attendant.  The 
injection  is  made  in  the  lower  lumbar  region. 
No  barbotage  should  be  used.  A small  short- 
beveled  spinal  needle  should  be  chosen — pre- 
ferably a No.  20  or  No.  22  needle.  Only 
enough  spinal  fluid  should  be  withdrawn  to 
insure  a free  flow. 

It  is  important  that  the  injection  be  made 
between  uterine  contractions.  If  this  is  not 
done  the  currents  in  the  cerebrospinal  fluid 
may  force  the  mixture  upwards.  To  expedite 
the  procedure,  I use  no  soft  tissue  infiltra- 
tion. It  is  best  to  have  the  solution  ready 
in  the  syringe  before  the  spinal  tap  is  made. 
It  can  then  be  injected  immediately  upon 
completion  of  the  puncture. 

The  patient  should  be  kept  upright  im- 
mediately following  the  injection.  The  glu- 
cose in  the  mixture  makes  the  solution  hy- 
perbaric. The  upright  position  utilizes  the 
effect  of  gravity  and  the  sacral  nerves  have 
been  bathed  in  the  most  concentrated  solu- 
tion of  the  drug.  The  patient  is  kept  up- 
right for  30  to  60  seconds  when  a 2.5  mgm 
injection  of  nupercaine  is  used.  I usually 
keep  the  patient  upright  for  about  2 minutes 
when  a 5.0  mgm  injection  is  used.  The  pa- 
tient is  then  immediately  placed  in  the  su- 
pine position  with  the  head  supported. 

Nupercaine  in  aqueous  solution  is  precip- 
itated in  the  form  of  insoluble  base  by  con- 
tact with  the  slightest  amount  of  alkali.  It 
is  therefore  advisable  to  rinse  all  needles  and 
syringes  with  distilled  water  or  acidified  tap 
water  prior  to  autoclaving. 

The  results  of  this  block  should  include 
surface  analgesia  extending  almost  to  the 
umbilicus.  This  is  advantageous  as  the  11th 
and  12th  thoracic  nerves  conduct  the  affer- 
ent impulses  from  the  fundus  of  the  uterus. 
There  should  be  complete  relaxation  of  the 
perineal  area  and  some  paresis  of  the  leg  and 
thigh  muscles.  There  should  be  no  diminu- 
tion in  the  number  or  force  of  uterine  con- 
tractions. The  patient  is  able  to  bear  down 
if  she  is  requested  to  do  so.  There  will  prob- 
ably be  some  upper  abdominal  discomfort 
during  the  period  that  traction  is  made  with 
the  forceps.  If  nitrous  oxide  and  oxygen  is 
needed  for  this  short  period,  it  should  be  giv- 
en. I have  had  only  a few  occasions  when 
this  was  necessary. 

There  should  be  no  appreciable  drop  in  the 
blood  pressure  when  the  anesthesia  is  kept 
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at  the  suggested  level.  There  should  be  no 
nausea  or  vomiting.  It  is  not  advisable  to 
give  food  or  fluids  during  the  labor.  This  is 
unnecessary  and  will  only  predispose  to 
nausea. 

There  should  be  spontaneous  respirations 
on  the  delivery  of  the  infant.  Recently,  we 
have  kept  a record  of  the  time  of  the  first 
respiratory  effort  on  the  part  of  the  new- 
born infants  at  the  Methodist  Hospital. 
There  were  47  consecutive  cases  having  the 
same  attending  obstetrician  and  the  same 
anesthetist.  Approximately  the  same  pre- 
medication was  used;  it  consisted  of  the  ob- 
stetrician’s routine  orders  for  rectal  evipal 
and  scopolamine  by  hypodermic. 

Thirty-two  infants  were  delivered  under 
terminal  spinal  anesthesia.  Their  initial  res- 
piratory efforts  after  delivery  of  the  head 
averaged  26  seconds.  Fifteen  infants  de- 
livered under  nitrous  - oxide  - oygen-ether 
anesthesia  averaged  61  seconds  for  their  ini- 
tial effort.  Bear  in  mind  that  these  cases 
were  unselected  and  that  the  premedication 
given  the  spinal  cases  was  heavier  than 
would  have  been  necessary. 

The  majority  of  these  patients  were  de- 
livered by  forceps,  and  episiotomies  were 
done.  The  obstetrician  reported  that  he 
found  the  greatest  relaxation  under  the  nu- 
percaine-glucose  spinal.  With  this  in  mind, 
the  nupercaine  mixture  was  then  given  all 
spinal  cases,  even  though  terminal  anes- 
thesia, only,  was  being  used. 

I have  observed  no  complications  except 
for  the  occasional  post-partum  headache. 
These,  I believe,  could  be  reduced  in  number 


by  preoperative  selection  of  cases  and  re- 
striction of  medication.  Under  heavy  seda- 
tion the  patient  is  inclined  to  move  around 
more  than  I would  prefer. 

I do  not  have  the  time  here  to  discuss  the 
general  contraindications  to,  and  complica- 
tions of,  spinal  anesthetics.  Needless  to  say, 
they  should  be  studied  and  understood. 
They  apply  to  obstetrical  spinal  anesthesia 
as  well  as  to  surgical  spinal  anesthesia.  Ob- 
stetrical contraindications  for  the  use  of 
spinal  anesthesia  are  placenta  praevia, 
abruptio  placenta,  feto-pelvic  disproportion, 
breech  presentation  or  version  extraction 
and  high  position  of  the  presenting  part. 

I believe  that  in  the  majority  of  cases, 
spinal  anesthesia  offers  a comparatively 
simple  method  of  handling  obstetrical  anes- 
thesia. 

It  is  a method  that  has  been  used  ex- 
tensively elsewhere.  It  is  one  that  we  should 
utilize  more  fully  here.  You  will  appreciate 
it;  the  mother  will  appreciate  it,  and  it  of- 
fers the  baby  several  advantages.  I hope 
that  you  will  give  it  a trial. 
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* * * 

REPORT  CASE  OF  TUBERCULOSIS  FROM  STREPTOMYCIN-RESISTANT  BACILLI 


Treatment  of  tuberculous  patients  with  strepto- 
mycin presents  doctors  with  the  problem  of  how 
to  prevent  well  persons  from  becoming  infected 
with  streptomycin-resistant  tubercle  bacilli,  accord- 
ing to  an  article  in  the  August  20  Journal  of  the 
American  Medical  Association. 

A case  of  such  tuberculosis  infection  is  reported 
by  Drs.  Andrew  J.  Brennan  and  Ruth  W.  Wichel- 
hausen,  Washington,  D.C. 

“Infection  with  streptomycin-resistant  tubercle 
bacilli  may  be  expected  to  become  more  frequent 
as  the  number  of  streptomycin-treated  patients  in- 
creases,” they  say.  “In  this  instance  it  is  pos- 
sible to  trace  the  infection  to  exposure  to  a patient 


whose  organisms  became  streptomycin  resistant 
during  his  treatment. 

“Particular  effort  should  be  made  to  prevent 
further  instances  of  such  transmission  of  strepto- 
mycin-resistant tubercle  bacilli.” 

In  another  report  in  the  same  issue  of  the  Jour- 
nal, Drs.  Norma  C.  Furtos,  Lieut.  Commander, 
Medical  Corps  of  Women,  U.S.  Naval  Reserve,  Cor- 
ona, Calif.,  and  Edwin  A.  Doane,  Olive  View,  Calif., 
say  that  animal  experimentation  shows  such  re- 
sistance to  streptomycin  probably  is  permanent. 
There  is  growing  evidence  that  streptomycin  is  in- 
effective in  combating  such  a resistant  infection 
and  that  its  use  may  accelerate  the  tuberculous 
process,  they  add. 
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In  order  that  you  may  better  understand 
the  papers  that  are  to  follow,  I have  been 
assigned  the  task  of  briefly  reviewing  some 
of  the  more  important  aspects  of  the  endoc- 
rine system  as  it  pertains  to  adolescence. 
The  literature  on  the  subject  is  extensive 
and  bewildering  and  at  times  it  is  most  dif- 
ficult to  separate  the  wheat  from  the  chaff. 

The  pituitary  gland  is  often  referred  to  as 
the  master  gland  of  the  endocrine  system; 
however,  its  complex  physiologic  relation- 
ships with  the  other  endocrine  glands,  espe- 
cially in  the  adolescent  period,  are  gradual 
ly  emerging  as  a picture  of  interdepen- 
dencies rather  than  a picture  in  which  the 
pituitary  dominates  other  glands. 

The  problem  of  isolating  the  various  hor- 
mones of  the  anterior  pituitary  has  been  an 
exacting  one,  and  not  all  of  them  have  yet 
been  isolated  in  a pure  form.  The  gonado- 
tropic and  growth  hormones  of  pituitary  ex- 
tracts are  of  course  the  most  important  ones, 
but  in  addition  there  are  others  vitally  con- 
cerned with  adolescence,  such  as  the  thyro- 
tropic, adrenotropic,  and  lactogenic  prin- 
ciples. Attempts  have  been  made  to  assign 
specific  functions  to  the  different  types  of 
cells  present  in  the  pituitary  gland.  It  is 
said  the  eosinophilic  cells  produce  the  growth 
hormone,  and  the  basophilic  cells  the  gonado- 
tropic hormone.  To  account  for  the  produc- 
tion of  other  hormones,  there  must  be  more 
types  of  secretory  cells  than  we  now  recog- 
nize, or,  what  is  more  likely,  the  known 
types  of  cells  have  variable  action,  perhaps 
under  variable  circumstances. 

At  present  it  is  believed  that  the  growth 
hormone  of  the  pituitary  gland  has  a regu- 
lating action  on  protein  metabolism,  and 
that  the  other  “tropic”  factors  of  the  pitui- 
tary affect  growth  indirectly  through  some 
of  the  other  endocrine  glands.  As  examples 
we  can  cite  the  adrenotropic  principle  which 
stimulates  the  adrenal  cortex,  which  in  turn 
has  considerable  effect  on  protein  metabol- 
ism. Likewise,  it  has  been  suggested  that 
the  pancreatropic  principle  promotes  growth 
by  way  of  its  influence  on  insulin  secretion 
and  carbohydrate  utilization.  The  results 
obtained  when  the  pituitary  is  removed  from 
experimental  animals  show  clearly  the  ef- 

* Presented  before  the  Omaha  Mid-West  Clinical  Society, 
October,  1948. 
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fects  of  the  anterior  pituitary  on  growth. 
Growth  ceases  and  the  thyroid,  adrenal 
cortex,  and  gonads  undergo  anatomic  regres- 
sion and  their  activity  decreases.  All  three 
of  these  endocrine  glands  play  an  important 
part  in  the  growth  of  the  organisms.  It 
seems  that  lack  of  growth  after  removal  of 
the  pituitary  is  not  the  result  of  a single 
glandular  deficiency,  but  rather  of  a multiple 
glandular  deficiency.  The  gonads  also  enter 
into  the  growth  picture  in  that  it  is  usually 
believed  that  the  slowing  down  of  the  growth 
process  at  puberty,  and  its  ultimate  cessa- 
tion, is  due  to  the  increased  elaboration  of 
the  sex  hormones  which  inhibit  the  growth 
principle  of  the  anterior  pituitary.  This 
view  is  not  quite  true  since  in  some  patients 
it  is  possible  to  initiate  further  growth  by 
use  of  these  hormones. 

The  present  concept  of  the  physiologic  ac- 
tivity of  the  two  gonadotropic  hormones 
may  be  summarized  as  follows:  In  the  fe- 
male, the  pituitary  gland  regulates  ovarian 
function  by  secreting  two  gonadotropic  hor- 
mones. One  of  these — the  follicle  stimulat- 
ing hormone  — stimulates  growth  of  the 
graafian  follicle.  As  the  follicle  grows  it 
produces  increasing  amounts  of  estrogen  up 
to  the  time  of  ovulation.  Following  ovula- 
tion the  other  gonadotropin  luteinizing  hor- 
mone stimulates  the  formation  of  corpus 
lutem.  This  latter  produces  both  estrogen 
and  progesterone.  High  concentrations  of 
estrogen  react  on  the  pituitary  to  decrease 
production  of  gonadotropin.  In  the  absence 
of  fertilization  the  corpus  lutem  degenerates 
and  the  production  of  estrogen  and  proges- 
terone fails  rapidly.  This  releases  the  in- 
hibitory effect  on  the  pituitary  which  again 
secretes  gonadotropic  hormones  and  the 
cycle  begins  anew.  Under  the  influence  of 
the  estrogens,  the  uterine  mucosa  prolifer- 
ates, and  at  the  time  of  ovulation  has 
reached  its  maximum  thickness.  Subse- 
quently, with  the  production  of  progrester- 
one  from  the  corpus  luteum  the  uterine 
glands  mature  and  the  secretory  phase  be- 
gins. When  the  corpus  luteum  degenerates, 
menstruation  occurs. 

In  the  male,  the  follicle  stimulating  hor- 
mone induces  growth  of  the  testes  due  sole- 
ly to  the  proliferation  of  the  sperm  forming 
tissue,  with  the  result  that  mature  sperma- 
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tozoa  are  produced.  The  luteinizing  hor- 
mone stimulates  the  testicular  interstitial 
cells  to  hypertrophy  and  secrete  androgen 
(testosterone)  which  in  turn  promotes  the 
development  and  secretory  function  of  the 
secondary  sexual  structures.  Failure  of  de- 
velopment of  the  accessory  male  sex  organs 
and  of  the  secondary  sexual  characters  — a 
condition  referred  to  as  hypogonadism  or 
eunuchoidism — is  in  most  cases  due  primar- 
ily to  a pituitary  insufficiency.  In  other 
cases  the  testes  are  the  primary  site  of  dis- 
ease, e.g.,  destructive  new  'growths,  etc. 
Tumors  of  the  testis  in  young  boys  may  re- 
sult in  precocious  development  of  the  sec- 
ondary sex  characters — growth  of  hair  on 
the  pubis,  axillae,  and  on  the  face,  deeping 
of  the  voice,  and  enlargement  of  the  penis. 
These  effects  are  due  to  hypersecretion  of 
the  male  hormone  and  tend  to  subside  after 
excision  of  the  tumor. 

The  adrenal  cortex  is  associated  function- 
ally with  the  gonads.  Several  observations 
point  to  this : 

(1)  Cortical  extracts  can  cause  precocious 
sexual  maturity;  (2)  sexual  abnormalities 
are  striking  features  associated  with  tumors 
of  cortical  tissue;  (3)  the  genital  organs  and 
adrenal  cortex  arise  from  a common  embry- 
onic tissue,  and  (4)  estrogens  and  androgens 
are  excreted  by  the  adrenal  cortex  as  well 
as  by  the  gonads. 

Last,  but  by  no  means  least,  is  the  thy- 
roid hormone.  This  hormone  has  a number 
of  effects,  but  its  chief  effect  is  to  increase 
the  metabolic  processes  of  the  body  by  di- 
rect action  on  all  tissue  cells.  There  is  mu- 
tual dependence  of  the  functions  of  the 
thyroid  and  those  of  other  endocrine  glands. 
The  anterior  pituitary  through  its  thyro- 
tropic hormone  stimulates  the  thyroid,  in  its 
absence  the  thyroid  atrophies,  but  a sur- 
plus of  the  hormone  may  result  in  hyper- 


thyroidism. Hypothyroidism  causes  hyper- 
trophy and  hyperplasia  of  certain  cells  in  the 
anterior  pituitary,  and  delay  of  sexual  de- 
velopment. The  adolescent  goitre  is  a com- 
pensatory hyperplasia  trying  to  meet  the 
demands  of  puberty. 

Hypothyroidism  in  young  children  may  be 
masked  and  difficult  to  detect.  It  is  sug- 
gested when  there  are  delayed  growth  and 
retarded  mental  development.  These  mani- 
festations are  usually  exhibited  in  childhood 
but  may  persist  into  adolescence.  Of  inter- 
est is  the  fact  that  when  hypothyroidism  de- 
velops during  adolescence,  its  manifestations 
are  often  vague.  Intelligence  is  usually  un- 
impaired and  the  general  behavior  is  fre- 
quently more  suggestive  of  increased  rather 
than  diminished  thyroid  activity. 

Of  vital  importance  when  viewing  the 
adolescent  child  is  to  realize  that  the  major- 
ity of  phenomena  of  adolescence  which  are 
commonly  regarded  as  endocrine  abnormal- 
ities are  physiologic  variations  in  the  process 
of  maturation  occurring  in  different  consti- 
tutional types:  Our  duty  as  physician  is  to 
prevent  extreme  deviations  within  a given 
type  and  by  sane  control  of  environmental 
factors  to  permit  the  optimum  development 
of  the  potentialities  of  the  individual.  One 
should  avoid  the  growing  tendency  toward, 
undue  interference  with  the  growth  and  re- 
productive processes  by  the  use  of  potent  en- 
docrine principles.  Careful  application  of 
these  principles  to  adolescent  problems  of 
this  character  will  leave  behind  only  a few 
significant  disturbances  of  the  ductless 
glands,  for  which  specific  therapeutic  meas- 
ures should  be  instituted. 
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It  is  extremely  important  to  recognize  the 
endocrine  disorders  which  are  found  in 
adolescence,  for  in  this  period  of  life  marked 
developmental  changes  in  the  skelton,  mus- 
culature and  secondary  sex  characteristics 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1948. 


are  occurring.  These  changes  require  a nor- 
mal mechanism  in  all  the  glands  of  internal 
secretion.  Irreversible  damage  to  the  adoles- 
cent may  result  if  abnormal  functioning  is 
allowed  to  proceed  unchecked.  Only  a few  of 
the  clinically  recognizable  syndromes  will  be 
discussed  in  this  paper. 


358 


ENDOCRINE  PROBLEMS  OF  ADOLESCENCE:  GARDINER 


Every  practitioner  at  some  time  or  other 
will  see  examples  of  that  complex  syndrome 
of  hypopituitarism  known  as  Frohlich’s  syn- 
drome (dystrophia  adiposogenitalis) . In  the 
male  this  condition  is  characterized  by  mam- 
mary-mons-girdle  obesity,  hypogonadism  and 
genu  valgum ( 1 > . Narrow  shoulders,  full 
breasts,  large  abdomen,  broad  hips,  with 
lower  extremities  relatively  decreased  in  size 
in  comparison  to  the  excess  fat  of  other 
parts  of  the  body.  Cryptorchidism  may  be 
present.  These  individuals  are  usually  of 
normal  size  but  occasionally  dwarfism  may 
present.  The  sella-turcica  is  usually  normal. 

In  the  female  we  have  the  same  classical 
distribution  of  obesity  as  in  the  male.  Geni- 
tal atrophy,  with  a small  uterus  and  short 
narrow  vagina  is  common.  Menstrual  dis- 
turbances with  menorrhagia  or  metrorrhagia 
followed  by  amenorrhea  are  the  rule.  Dys- 
menorrhea is  rare.  Osseous  changes,  hyper- 
trichosis, placidity,  and  headache  are  com- 
mon. The  excessive  hair  growth  is  on  the 
face,  arms  and  thighs,  with  a male  distribu- 
tion of  pubic  hair  (pyramidal  distribution). 

The  emotional  reactions  of  patients  with 
Frohlich’s  disorders  are  mild,  especially  in 
the  female,  rarely  complaining,  calm,  of  nor- 
mal intelligence  but  with  a rather  slow  re- 
sponse to  mental  stimulation. 

Laboratory  findings:  Demonstrable  quan- 
tities of  pituitary  gonadotropic  hormone  are 
lacking  in  the  blood  and  urine  of  these  pa- 
tients in  contrast  to  the  relatively  large 
amounts  found  in  the  primary  hypogonad 
(intrinsic  structural  or  functioning  defect  of 
ovaries  or  testes)  and  is  an  important  point 
in  differential  diagnosis  between  hypogona- 
dism due  to  pituitary  insufficiency  and  pri- 
mary gonadal  deficiency (2). 

The  estrogen  content  of  the  blood  and 
urine  is  usually  low  in  Frohlich’s  disorder 
and  also  in  primary  hypogonadism.  When 
extremely  low  the  prognosis  for  normal  gon- 
adal function  is  poor.  Sugar  tolerance  is 
relatively  high.  The  basal  metabolic  rate  is 
usually  within  the  lower  physiological  limits. 
The  specific  dynamic  action  of  protein  de- 
creased. In  general,  there  is  a high  toler- 
ance to  carbohydrates,  proteins  and  fats. 

The  etiology  and  pathology  of  Frohlich’s 
disorder  is  for  the  most  part  speculative,  but 
in  the  light  of  experimental  evidence  it  is 
reasonable  to  assume  a functional  derange- 
ment of  both  the  anterior  lobe  of  the  pitui- 
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tary  gland  and  the  hypothalamus.  There  is 
no  specific  therapy  for  Frohlich’s  syndrome. 
The  treatment  must  be  individualized  and 
include  measures  to  relieve  the  leading 
symptoms. 

If  the  obesity  is  marked  and  in  the  case 
of  the  adolescence  female  there  is  failure  to 
menstruate  well  past  the  expected  age,  then 
a low  calory  high  protein  diet,  low  dosage 
irradation  of  the  pituitary  gland  and  ovaries, 
administration  of  estrogens,  pituitary  ex- 
tracts and  thyroid  gland  substance  may  be 
tried. 

The  diet  is  paramount  in  the  treatment 
of  obesity,  although  the  correction  of  seden- 
tary habits  by  gradually  increasing  exercises 
is  helpful.  The  calories  should  be  reduced 
to  the  point  where  persistent  loss  of  weight 
occurs,  which  on  the  average  will  be  between 
500  and  1,000. 

The  protein  content  is  high  and  in  the 
form  of  lean  meat,  fish,  eggs,  cheese  and 
milk.  Two  average  portions  of  5 per  cent 
vegetables  and  four  portions  of  10  per  cent 
fruits  are  allowed  daily.  One  glass  of 
skimmed  milk  or  buttermilk  with  cottage 
cheese,  supplies  normal  salts.  No  sugar  and 
only  one  slice  of  bread.  Eating  at  meals 
only.  Vitamin  concentrates  should  be  pre- 
scribed. Water  consumption  should  be  cur- 
tailed to  three  pints  per  day. 

Newburgh  and  his  associates  have  shown 
that  some  obese  patients  gain  weight  because 
of  the  rentention  of  water.  Water  retention 
can  be  ascertained  by  means  of  Volhard’s 
test  which  consists  of  the  intake  of  a liter 
of  water  within  an  hour  in  the  early  morn- 
ing and  the  measurement  of  the  urine  out- 
put during  the  following  hours.  Normal  per- 
sons excrete  practically  the  whole  amount 
ingested  within  that  period,  most  of  it  with- 
in 60  to  90  minutes.  The  regulation  of  the 
water  balance,  although  controlled  by  cen- 
ters in  the  hypothalamus,  is  probably  ef- 
fected through  the  secretions  of  the  pitui- 
tary gland.  In  patients,  therefore,  whose 
weight  gain  is  caused  by  rentention  of  liquid, 
the  restriction  of  salt  and  fluid  intake  should 
be  carefully  observed.  In  addition,  the 
weekly  intravenous  administration  of  a mer- 
curial diuretic  is  helpful  if  the  urine  shows 
no  evidence  of  renal  irritation. 

Desiccated  thyroid  is  administered  in 
small  dosage  (gr.  14  to  1)  depending  on  tol- 
erance of  the  patient  and  the  basal  metabolic 
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rate.  The  rationale  of  thyroid  therapy  is  to 
produce  a stimulative  effect  on  cellular  func- 
tion as  a whole,  including  the  pituitary 
gland. 

In  the  treatment  of  amenorrhea  the  most 
effective  single  agent  is  the  use  of  low  dos- 
age irradiation  of  the  pituitary  gland  and 
ovaries (3).  Originally  introduced  in  Ger- 
many in  1922,  its  method  of  operation  is  still 
obscure.  In  the  hands  of  a shilled  roent- 
genologist, it  is  practically  without  danger. 
The  roentgen  dosage  employed  by  clinicians 
is  practically  uniform,  delivering  50  to  100 
roentgens  measured  in  air  three  times  at 
intervals  of  one  week  over  the  ovaries  and 
pituitary  gland. 

Estrogens  to  overcome  the  hypoplasia  of 
the  uterous  are  often  necessary.  Dosage 
and  mode  of  administration  are  important 
variables.  Large  doses  of  estrogenic  sub- 
stance, 10,000  rat  units  (100,000  interna- 
tional estrone  units)  given  every  fourth  day 
for  sixteen  days  will  usually  produce  bleed- 
ing within  ten  days  of  the  last  injection. 
This  may  be  advisable  if  all  other  measures 
have  failed.  If  repeated  for  two  to  three 
courses,  rhythm  menstruation  may  occur. 
Ten  units  of  progestin  for  five  days  follow- 
ing the  last  dose  of  estrogen  aids  the  effec- 
tiveness of  this  type  of  therapy. 

Pituitary  and  pituitary-like  substances 
have  to  date  offered  very  little  of  practical 
value  in  the  treatment  of  hypopituitarism, 
especially  as  related  to  the  treatment  of 
menstrual  disorders (4). 

Combinations  of  chorionic  gonadotropin 
and  the  anterior  pituitary  synergist  have 
been  reported  on  favorably  as  has  the  use 
of  pregnant  mares  serum  which  contains 
both  gonadotropic  hormones. 

The  treatment  of  hypogonadism  should  be 
started  between  the  tenth  and  twelfth  years 
and  continued  until  epiphyseal  closure  is 
completed. 

In  the  male  the  administration  of  500  to 
1,000  international  units  of  chorionic  gonado- 
tropin three  times  weekly  is  often  highly 
effective  in  overcoming  the  hypogonadism. 

The  hypertrichosis  yields  only  to  careful 
electrolysis. 

THYROID  ABNORMALITIES 

In  adolescence  the  more  common  thyroid 
abnormalities  are  simple  goiter,  hypothyroid- 
ism and  hyperthyroidism. 


The  goiter  of  adolescence,  the  simple  or 
colloid  goiter  is  a form  of  endemic  goiter  and 
in  the  light  of  our  present  knowledge  is 
thought  of  as  an  iodine  deficiency.  We 
know  that  the  administration  of  small  doses 
of  iodine  prevents  its  occurrence.  Like  all 
forms  of  goiter  it  is  more  common  in  the 
female  appearing  around  the  age  of  twelve 
to  fifteen  years  and  often  clearing  spon- 
taneously about  the  age  of  twenty-five.  It 
responds  in  a remarkable  way  to  the  ad- 
ministiation  of  iodine  and  has  been  almost 
eliminated  by  the  use  of  iodized  salt.  The 
use  of  iodized  salt  can  be  regarded  as  an  ex- 
cellent national  health  measure. 

Occasionally  simple  goiter  may  change  in- 
to an  adenomatous  goiter  with  possibilities 
of  hyperthyroidism  or  carcinoma. 

Thyroid  insufficiency  may  occur  at  any 
period  of  life.  If  it  occurs  in  utero  the  con- 
dition is  known  as  cretinism.  The  manifes- 
tations of  hypothyroidism  occurring  during 
adolescence  or  earlier  childhood  are  similar 
to  those  occurring  in  adult  life  with  or  with- 
out myxoedema  with  the  exception  that  in 
growing  period  of  life  there  would  also  occfur 
marked  disturbance  in  somatic  growth  and 
in  the  development  of  the  gonads.  This  is 
easily  understood  if  we  remember  that  thy- 
roxin, the  active  principle  of  the  thyroid- 
gland  increases  the  oxidative  process  in  the 
cells  of  every  organ  of  the  body  so  that  in 
hypothyroidism  there  is  an  insufficient  cel- 
lular activity  of  the  body  as  a whole,  includ- 
ing the  hormone  producing  cells  of  the  pitu- 
itary and  ovaries. 

The  milder  forms  of  hypothyroidism  do 
not  produce  marked  changes.  The  onset  of 
puberty  may  be  delayed.  Menstruation  may 
be  scantier  with  prolongation  of  menstrual 
periods.  Amenorrhea,  exhaustion,  increased 
sensitivity  to  cold,  constipation  and  skin  dry- 
ness are  found  as  the  thyroid  deficiency  in- 
creases. 

Pronounced  hypothyroidism  without  se- 
vere systemic  depression  or  myxoedema  may 
occur  from  the  loss  of  the  thyroid  stimulat- 
ing hormone  of  the  anterior  lobe  of  the  pitui- 
tary gland.  The  symptoms  are  vague  and 
difficult  to  interpret. 

In  pituitary  hypothyroidism,  as  this  sec- 
ondary form  of  thyroid  deficiency  is  known, 
there  is  a more  severe  degree  of  amenorrhea 
but  skin  changes  and  mental  sluggishness 
are  absent,  despite  the  low  basal  rate(5). 
These  patients  are  resistant  to  thyroid  ther- 
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apy  but  will  respond  to  treatment  with  the 
thyrotropic  hormone  of  the  anterior  pitui- 
tary. Many  individuals  with  extremely  low 
basal  rates  who  take  large  doses  of  thyroid 
extract  without  appreciable  change  in  their 
metabolism  are  examples  of  pituitary  hypo- 
thyroidism. Prolonged  use  of  large  doses 
of  dessicated  thyroid  extract  (five  to  twenty 
grains)  interferes  to  a serious  degree  with 
the  correction  of  the  amenorrhea  and  asso- 
ciated uterine  atrophy,  because  of  the  ten- 
dency of  thyroxin  to  cause  the  elimination  of 
estrogen  before  it  is  concentrated  in  and 
utilized  by  the  endometrium. 

Pituitary  extracts  containing  all  the  essen- 
tial hypophyseal  hormones  are  indicated. 
Pituitary  gonadotropin  (prephysin)  com- 
bined with  chorionic  gonadotropin  should  be 
given  a trial,  also  the  thyrotropic  factor  of 
the  anterior  lobe  of  the  pituitary  (Ayerst). 
Treatment  should  be  given  twenty  days  per 
month  to  avoid  refractoriness  to  the  ex- 
tracts. Large  doses  of  estrogen,  200,000  in- 
ternational units  every  fourth  day  for  a 
period  of  sixteen  days,  as  well  as  low  x-ray 
dosage  of  the  pituitary  and  ovaries  are  es- 
sential. 

The  female  adolescents  with  primary  hy- 
pothyroidism usually  have  early  onset  of 
menses  (under  age  of  tw'elve  years)  with 
menometrorrhagia.  Actual  goiter  (enlarge- 
ment of  thyroid  gland)  may  not  be  present. 
Well  advanced  thyroid  deficiency,  with  its 
classical  signs  and  symptoms  is  readily  rec- 
ognized but  the  ill-defined  syndromes  are 
often  overlooked  unless  repeated  basal  metab- 
olism tests  and  estimations  of  blood  choles- 
terol are  made.  Thyroid  therapy  promptly 
(twrenty  to  sixty  days)  restores  the  indi- 
vidual to  near  normalcy.  Such  therapy  may 
have  to  be  kept  up  indefinitely.  Dosages  of 
one-half  grain  to  two  grains  of  the  dessi- 
cated thyroid  extract  may  have  to  be  kept  up 
over  a long  period  of  time.  Greater  perma- 
nent damage  to  the  mind  and  body  result 
from  thyroid  deficiency  in  childhood  and 
adolescence  because  of  the  failure  of  proper 
development  of  the  brain,  the  skeleton,  and 
the  gonads. 

Myxoedema  represents  the  most  severe 
grade  of  thyroid  deficiency  with  basal  rates 
reading  as  low  as  minus  forty-five  percent. 
It  is  uncommon  during  adolescence. 

Hyperthyroidism  is  less  common  during 
adolescence  than  in  later  life  and  is  usually 
of  the  exophthalmic  goiter  type  (Graves 


disease).  This  type,  in  the  light  of  our  pres- 
ent knowledge,  is  probably  caused  by  hyper- 
function of  the  anterior  lobe  of  the  pituitary 
gland  with  an  over  production  of  the  thyro- 
tropic hormone.  Psychic  trauma  in  persons 
with  emotional  and  vasomotor  instability 
may  be  the  inciting  cause.  The  symptoms 
are  the  same  in  this  age  group  as  in  later 
life  with  amenorrhea  occuring  in  about  50 
per  cent  of  the  females (6). 

Prior  to  the  appearance  of  thyroid  en- 
largement and  exophthalmos,  Graves  disease 
is  often  mistaken  for  a neurosis  or  depres- 
sion psychosis.  Patients  with  tachycardia, 
tremor,  sweating,  loss  of  weight  and  diar- 
rhea, even  though  the  thyroid  gland  is  not 
enlarged,  and  absence  of  exopthalmos  and 
very  little  elevation  of  the  basal  metabolic 
rate  should  be  regarded  as  early  Graves 
disease.  A lowering  of  the  blood  cholesterol 
below  100  mg.  per  cent  of  blood  is  an  im- 
portant diagnostic  sign. 

Treatment  is  the  same  in  adolescence  as 
in  later  life.  Important  advances  in  therapy 
have  been  made  in  the  last  few  years  as  the 
result  of  the  introduction  of  antithyroid 
drugs  and  radioactive  iodine. 

Antithyroid  drugs  have  now  established 
their  value  and  in  the  majority  of  cases 
of  Graves  disease  can  successfully  supplant 
surgery  in  the  relief  of  this  condition. 

Propyl-thiouracil  is  the  drug  most  com- 
monly used  in  dosage  of  50  mg.  three  times 
daily  with  reduction  in  dosage  to  50  mg. 
daily  as  the  signs  and  symptoms  subside. 
This  drug  produces  relatively  few  toxic  re- 
actions, the  most  serious  of  which  is  agranu- 
locytosis. When  used  for  medical  treatment, 
a permanent  remission  occurs  in  more  than 
fifty  per  cent  of  patients  if  the  basal  meta- 
bolism is  maintained  within  normal  limits 
for  one  year  by  continuous  administration  of 
the  drug. 

When  used  preoperatively  with  iodine  it 
completely  abolishes  the  hyperthyroidism 
with  a drop  of  operative  mortality  to  the 
vanishing  point. 

Radioactive  iodine  is  still  undergoing  ex- 
perimental studies  in  various  medical  cen- 
ters. 

All  of  the  standard  accepted  measures  of 
medical  management  in  addition  to  the  use 
of  antithyroid  drugs  should  be  maintained 
in  treating  this  constitutional  entity. 
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MALE  HYPOGONADISM 

The  most  important  endocrine  disorder  of 
the  testes  from  birth  to  old  age  is  hypofunc- 
tion  of  the  gonads.  Hyperfunction  is  theo- 
retically possible  but  from  a clinical  stand- 
point is  rarely  seen. 

Parents  usually  first  consult  a physician 
when  the  child  is  aged  six  or  seven  years 
old  because  of  undeveloped  testes  complicat- 
ed by  cryptorchidism.  In  the  adolescent 
group  it  is  usually  the  child’s  faulty  general 
development,  obesity,  retarded  genital  devel- 
opment or  mental  and  scholastic  failures 
that  bring  the  patient  to  the  physician.  Pro- 
found psychological  changes  often  result 
from  hypogonadism  with  its  often  associated 
feminine  obese  contour,  retarded  growth, 
lack  of  energy,  interest  and  endurance.  The 
normal  boyish  outdoor  activities  may  be  re- 
placed by  indoor  interests  more  common  to 
the  opposite  sex.  There  have  been  many 
reports  of  hypoglycemia  with  attacks  of 
weakness  and  nervousness  in  adolescents 
with  hypogonadism  which  is  of  pituitary 
origin. 

Male  hypogonadism  may  be  defined  as  an 
endocrine  disorder  due  to  deficient  secretion 
of  testosterone  by  the  testes.  Because  of  the 
intimate  relationship  between  the  glands  of 
internal  secretion  this  apparently  simple 
single  glandular  disorder  is  usually  a com- 
plex endocrine  state (7). 

In  the  majority  of  cases  the  anterior  pitu- 
itary gland  is  at  fault  due  to  deficient  secre- 
tion of  the  gonadotropic  factor.  This  factor 
is  the  hormonal  force  which  develops  and 
maintains  the  hormone  production  of  the 
sex  glands  in  both  sexes.  Urinary  bio-assay 
will  demonstrate  the  deficient  secretion  of 
the  anterior  pituitary  gonadotropic  factor. 
This  form  of  hypogonadism  is  known  as 
secondary  hypogonadism  and  is  most  com- 
monly found  in  the  Frohlich  syndrome.  It 
is  important  to  determine  the  exact  type  of 
hypogonadism  in  order  to  establish  a proper 
therapeutic  regimen. 

The  primary  type  of  hypogonadism  is  due 
to  a defect  in  the  testis  itself,  either  from  a 
developmental  defect,  disease  or  injury.  Bi- 
lateral castration  results  in  total  primary 
hypogonadism.  In  primary  hypogonadism, 
urinary  bio-assay  for  gonadotropins,  dem- 
onstrates the  presence  of  large  amounts  of 
gonadotropic  factor  sufficient  to  maintain 
normal  testicular  function.  T h e defect 
therefore  is  in  the  testes. 


The  internal  secretory  capacity,  or  testos- 
terone output  of  the  testes  is  determined  bi- 
ologically or  by  urinary  assay,  for  androgen 
and  for  17-Ketosteroids ; or  clinically  by  the 
biopsychological  effect  of  testosterone  in  the 
patient. 

The  hormone  testosterone  stimulates  de- 
velopment of  the  penis,  scrotum,  prostate 
and  secondary  sex  characteristics.  It  deep- 
ens the  voice  to  normal  tone,  induces  the 
growth  of  hair  on  the  pubis,  axilla,  body,  ex- 
tremities and  face.  It  produces  changes  in 
body  metabolism  by  producing  a positive  ni- 
trogen and  electrolyte  balance,  resulting  in 
weight  gain  and  muscle  development.  In 
cases  of  retarded  growth  and  infantilism  it 
stimulates  growth. 

In  the  clinical  study  of  hypogonad  cases 
due  to  pituitary  gland  dysfunction,  all  of  the 
functions  of  the  anterior  pituitary  gland 
must  be  appraised  as  to  what  effects  they 
exert  on  the  patients  endocrine  imbalance(8). 
The  role  of  the  thyroid  gland  must  be  evalu- 
ated because  of  the  part  it  plays  in  sexual 
development. 

Chronic  states  of  malnutrition  and  vitamin 
deficiencies  must  be  considered  in  the  eti- 
ology of  gonadal  deficiency  states. 

In  making  a diagnosis  of  gonadal  defi- 
ciency, the  degree  of  development  of  the 
scrotum  is  more  accurate  in  appraising  the 
size  and  function  of  testes  than  penile  de- 
velopment. Usually  the  hypoplasia  of  the 
testes,  scrotum,  and  penis  parallel  one  an- 
other and  the  diagnosis  is  usually  not  diffi- 
cult if  examination  of  the  genital  organs  and 
body  as  a whole  is  made. 

Treatment  of  primary  hypofunction  in  the 
adolescent  usually  means  we  are  treating 
eunuchoidism.  In  this  condition  there  is 
loss  of  testicular  function  of  varying  degrees 
which  may  be  associated  with  intra-abdom- 
inal undescended  testes  or  small  atrophic 
testes  in  the  scrotum. 

The  only  effective  stimulating  agent  is 
chorionic  gonadotropin  which  stimulates 
only  the  function  of  the  interstitial  cells  and 
not  that  of  the  seminiferous  tubules.  Other 
gonadotropic  hormones  available  are  pitui- 
tary gonadotropin  and  equine-gonadotropin 
which,  however,  produce  very  little  stimula- 
tion of  the  seminiferous  tubules. 

Chorionic  gonadotropin  in  dosage  of  500 
to  1,000  international  units  three  times  per 
week  should  be  used  for  several  weeks.  If 
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no  response  occurs  it  should  be  discontinued, 
and  testosterone  propionate  25  mg.  to  50 
mg.  three  times  per  week  intramuscularly,  is 
the  therapy  that  may  have  to  be  kept  up 
over  an  indefinite  period,  in  many  cases  for 
life.  All  of  the  symptoms  of  eunuchoidism 
may  be  completely  alleviated  including  stim- 
ulation of  growth. 

Eunuchism  is  rare  during  adolescence. 
If  present  the  best  form  of  therapy  is  the 
implantation  of  pure  testosterone  from  300 
to  450  mg.  per  implant  which  usually  lasts 
from  three  to  four  months.  The  dosage  is 
judged  by  the  patient’s  response  to  hypo- 
dermic therapy. 

In  the  treatment  of  secondary  hypogonad- 
ism we  are  treating  the  Frohlich  syndrome 
which  was  discussed  in  this  paper  under  the 
pituitary  disorders  of  adolescence. 

In  the  treatment  of  undescended  testes 
the  age  of  the  patient  is  important  in  deter- 
mining the  type  of  therapy.  If  puberty  al- 
ready has  started  and  some  genital  growth 


has  occurred  without  testicular  descent,  then 
operative  correction  is  indicated  without 
glandular  therapy.  If  seen  prior  to  or  at  the 
beginning  of  puberty,  chorionic  gonadotro- 
pin, 500  international  units,  three  times 
weekly  should  be  administered  for  eight  to 
ten  weeks.  If  descent  fails  to  occur  after 
moderate  genital  growth  has  taken  place, 
operative  interference  should  be  had. 

Glandular  therapy  is  effective  in  about 
twenty-five  per  cent  of  cases. 
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DEFINITION 

The  term  adolescence  means  literally  the 
state  of  growing.  Specifically  the  term  is 
applied  to  that  period  of  life  which  begins 
with  puberty  and  ends  with  the  full  develop- 
ment of  the  body,  a period  in  man  from  13 
to  23  years  of  age.  In  the  female  it  has  two 
phases.  The  first  is  puberty  which  begins 
with  the  first  menstruation.  The  second  is 
nubility,  the  period  at  which  the  female  be- 
comes capable  of  reproduction  without  ap- 
preciable danger  to  herself  or  her  offspring. 

PRECOCIOUS  PUBERTY 

If  puberty  develops  prior  to  the  average 
age  of  13  (11-15)  it  is  said  to  be  precocious. 
Rare  causes  are  tumors  of  the  adrenal  and 
pineal  glands,  granulosa  cell  tumors  of  the 
ovary,  and  various  cerebral  lesions.  Novak(1) 
added  a new  group — or  a new  cause — the 
constitutional  group.  In  this  group  the  nor- 
mal process  of  development  for  some  un- 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1948. 


known  reason,  is  speeded  up  and  menstrua- 
tion occurs  early. 

Case  1.  Children’s  Memorial  Hospital  343.  June 
1,  1948. 

The  patient  was  born  September  29,  1940.  She 
was  a full  term  baby  weighing  seven  pounds.  She 
had  developed  normally  both  physically  and  mental- 
ly until  shortly  after  her  seventh  birthday  when 
her  mother  noticed  that  the  breasts  were  becoming 
more  prominent  and  that  hair  was  appearing  in 
the  axilla  and  on  the  mons  pubis. 

On  examination  she  appeared  somewhat  older 
than  her  seven  years.  There  was  some  fulness  in 
the  neck  although  the  thyroid  was  not  felt.  The 
breasts  were  very  prominent  and  glandular  tissue 
was  felt  on  palpation.  Hair  was  present  in  the 
axilla  and  over  the  mons.  The  external  gentalia 
were  normal  in  appearance.  A vaginal  smear  was 
taken  and  reported  as  follows: 

“The  smear  is  compatible  with  the  history  of  pre- 
cocious puberty  and  verifies  the  clinical  indications 
that  she  has  estrogen  hormone  present. 

“There  are  some  intermediate  and  basal  cell 
types  and  leucocytes  in  the  mucus  which  suggest 
the  estrogen  levels  may  not  be  up  to  a full  normal 
adult  level.” 

Pelvic  examination  under  ether  anesthesia  was 
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done  June  2,  1948.  The  vulva  was  normal.  The 
vagina  admitted  one  finger  and  was  approximately 
3 inches  in  depth.  The  cervix  was  small,  and  the 
uterus  small  but  of  a size  for  the  patient’s  age. 
No  adnexal  pathology  was  felt.  In  view  of  the  fact 
that  no  tumor  was  found,  it  was  thought  advis- 
able to  do  an  exploratory  laparotomy.  The  abdo- 
men was  opened  with  a mid-line  incision  just  below 
the  umbilicus.  Examination  of  the  pelvic  organs 
showed  a normal  uterus  and  normal  tubes.  Both 
ovaries  were  approximately  1.5  cm.  x 1 cm.  and 
polycystic.  The  cysts  of  the  ovaries  were  punc- 
tured and  a small  biopsy  of  the  cystic  wall  in  each 
ovary  was  taken.  The  appendix  appeared  normal 
and  a routine  appendectomy  was  done.  Abdomen 
was  closed  in  a routine  manner. 

Pathological  report  was:  “Follicular  cysts  of  the 
ovaries.” 

She  had  her  first  normal  period  September  9, 
1948,  20  days  short  of  her  eighth  birthday. 

IRREGULARITY  OF  FLOW 

After  menstruation  has  once  appeared  it 
may  follow  the  so-called  pattern  of  once  a 
month.  Irregularity  of  appearance  for  a 
number  of  years  is  not  uncommon.  If  the 
general  health  of  the  girl  is  good,  irregular- 
ity of  menstruation  means  only  that  the 
complex  endocrine  system  which  governs  its 
appearance  has  not  begun  to  function  as  a 
completely  intergrated  mechanism.  For  the 
patient,  time  with  adequate  general  care,  and 
for  the  anxious  mother,  reassurance,  is  all 
that  is  required. 

Irregularity  of  the  periods  with  varying 
intervals  of  amenorrhea  may  be  an  expres- 
sion of  disease.  Chronic  anaemias,  malnutri- 
tion, infections  such  as  rheumatic  fever  and 
tuberculosis,  and  endocrine  disturbances 
such  as  hypothyroidism  are  frequently  the 
causative  factors.  Treatment  consists  of 
correction  of  the  general  physical  condition. 

Emotional  factors  may  be  the  cause  of 
menstrual  irregularities  in  the  adolescent, 
as  in  the  adult.  They  probably  play  a great- 
er role  in  the  secondary  variations.  Changes 
in  economic,  social  or  environmental  status 
may  also  play  a role. 

MENORRHAGIA 

The  flow  while  regular  in  onset  may  be 
very  profuse  or  prolonged  with  varying  de- 
grees of  menorrhagia  or  meno-metrorrhagia. 

Careful  detailed  histories  and  general 
physical  examination,  may  reveal  the  cause 
to  be  an  associated  disease  process.  Blood 
studies  for  anaemia,  leukaemia,  and  other 
blood  diseases;  urine  examinations  for  dia- 
betes and  diseases  of  the  kidney;  and  basal 
metabolism  for  hypo-  or  hyperthyroidism  are 
necessary.  Pelvic  examination  is  done  only 


under  anesthesia  and  a curettage  can  be  done 
at  the  same  time. 

Treatment  consists  of  the  eradication  or 
correction  of  any  disease  process  found.  To 
this  should  be  added  an  adequate  diet,  re- 
inforced with  a high  vitamin  (B,  C,  E)  in- 
take, and  regulated  rest  and  exercise.  The 
use  of  various  endocrine  products  of  pitui- 
tary and  ovarian  origin  has  not  been  as  ef- 
fective as  originally  hoped  and  should  be 
used  only  rarely,  if  at  all. 

Case  2.  D.R.  The  patient  aged  10  began  to 
menstruate  at  9 years  and  2 months  of  age.  Al- 
though her  periods  were  normal  in  onset  each 
month  and  lasted  5 days,  they  had  gradually  be- 
come more  profuse  until  the  patient  was  using  seven 
and  eight  pads  each  day,  all  well  saturated. 

General  physical  examination  was  entirely  nor- 
mal. The  B.M.R.  was  minus  24.  She  was  placed 
on  thyroid  grain  % daily.  She  had  been  on  thyroid 
grain  % daily  for  six  months,  with  regular  normal 
periods,  the  flow  moderate,  and  require  only  two 
pads  per  day. 

DELAYED  PUBERTY 

The  delayed  or  late  (15  plus  years)  ap- 
pearance of  the  menses  like  the  early  ap- 
pearance may  be  constitutional.  Its  assump- 
tion as  a causative  factor  does  not  relieve  the 
physician  of  his  responsibility  for  a complete 
history  and  physical  examination  with  ade- 
quate laboratory  studies.  Congenital  ab- 
sence or  abnormality  of  all  or  part  of  the 
genital  tract  organs  may  be  a cause. 

Case  3.  This  girl  of  18  had  been  reassured  by 
several  physicians,  without  any  pelvic  examination, 
that  her  failure  to  menstruate  would  be  corrected 
in  time  and  that  she  was  physically  perfect.  She 
married  and  the  marriage  could  not  be  consumated. 
Examination  of  the  patient  revealed  congenital  am- 
sence  of  the  vagina  and  uterus.  An  operation  for 
formation  of  a vaginal  canal  was  successfully  per- 
formed but  unfortunately  a uterus  could  not  be 
formed  or  transplanted. 

Another  frequent  congenital  anomaly  is  an 
unperforated  hymen  which  prevents  the 
egress  of  the  menses  from  the  vaginal  canal 
and  permits  the  development  of  an  hemato 
colpos  and  hematometra. 

The  general  physical  condition  should  be 
carefully  studied  and  evaluated.  Adequate 
laboratory  studies  should  be  carried  out. 
Careful  pelvic  examination  should  be  done 
under  anesthesia.  The  status  of  the  pa- 
tient’s general  physical  condition  is  most 
important  and  treatment  must  be  directed 
to  the  correction  of  any  existing  pathological 
conditions.  Control  of  diet,  adequate  vita- 
min intake,  regulated  rest  and  exercise  are 
the  basis  of  therapy.  Thyroid  is  given  if 
the  metabolism  is  low.  Local  pelvic  condi- 
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’ tions  are  surgically  corrected,  if  possible.  In 
some  selected  cases  estrogen  or  combinations 
of  estrogen  and  progesterone  will  bring 
about  cessation  of  bleeding  which  is  not  a 
true  menstruation.  Psychologically  it  may 
have  an  excellent  effect  upon  the  patient 
giving  her  a feeling  of  being  feminine. 

DYSMENORRHOEA 

Varying  degrees  of  discomfort  prior  to  or 
during  the  actual  flow  may  begin  with  the 
onset  of  the  first  flow  or  may  develop  dur- 
ing adolescence.  In  some  very  rare  cases, 
such  as  an  inperforate  hymen,  there  may  be 
an  organic  cause  for  the  pain.  In  the  vast 
majority  of  instances  there  is  probably  an 
emotogenic  or  psychogenic  basis.  The  sud- 
den appearance  of  the  menses  in  a young 
girl  who  has  been  unprepared  for  its  appear- 
ance or  who  has  been  given  an  unsatisfac- 
tory explanation  as  to  its  significance,  may 


create  an  emotional  disturbance,  with  a fear 
complex  and  pain.  Association  with  older 
girls  or  adults  who  do  have  pain  with  the 
menses  may  again  induce  pain  on  the  basis 
that  “if  older  girls  have  pain  perhaps  I too 
should  have  pain.”  Children  are  good  mimics 
and  ape  the  actions  of  their  associates  and 
elders.  The  correction  of  a dysmenorrhea 
on  an  emotogenic  basis  requires  tact,  under- 
standing and  patience  in  obtaining  a history 
and  reassuring  the  patient  as  to  the  meaning 
of  the  menses  and  as  to  the  normalcy  of 
its  occurrences.  Frequently  psychotherapy 
and  education  have  to  be  directed  to  the 
mother  and  may  be  the  most  important  part 
of  the  entire  bill  of  therapy. 

If  necessary  small  doses  of  actylsalicylic 
acid,  barbitals  or  belladonna  derivatives  may 
be  of  aid  to  the  patient. 

1.  Novak,  E. : Am.  J.  Obit.  & Gynec.,  41 :445.  1941. 


% % % 


Emotional  Problems  of  Adolescence" 
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Until  he  reaches  adolescence,  the  child’s 
interests  are  largely  limited  to  those  physical 
and  mental  processes  which  serve  to  estab- 
lish him  as  an  individual.  Life  was  compara- 
tively simple.  It  was  considered  pleasant  or 
unpleasant  depending  upon  how  it  affected 
the  youngster  personally.  Although  gregari- 
ous and  sociable,  social  consciousness  had 
little  meaning.  The  impacts  of  society  on 
him,  though  significant,  left  their  imprints 
on  his  personality  without  his  knowledge  or 
consent.  Although  eager  for  approbation,  he 
was  not  too  much  concerned  with  what 
others  thought  of  him.  The  only  thing  that 
mattered  was  how  he  impressed  himself.  If 
his  unwashed  face,  uncombed  hair,  and  dirty 
ears  were  shocking  to  his  parents,  provided 
he  could  get  by  the  teacher,  that  was  all 
legitimate.  Pleasing  himself  was  more  im- 
portant than  pleasing  others. 

With  the  advent  of  puberty  life  begins  to 
take  on  new  meaning.  I should  like  to  em- 
phasize that  this  emotional  metamorphosis 
did  not  come  on  over  night.  As  in  the  physi- 
cal domain,  the  emotional  phases  of  adoles- 
cence signify  a gradually  changing  attitude, 
and  not  a sudden  conversion  from  one  type 
of  personality  to  another.  Puberty  is  an 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1948. 


emergence  from  childhood  into  youth.  It 
signifies  a shift  which  is  imperceptible  and 
simply  denotes  a period  of  accelerated  prog- 
ress in  social  awareness  rather  than  a sud- 
den acquisition  of  social  consciousness.  Ma- 
turity is  a gradual  evolutionary  process,  and 
if  psychologically  it  implies  a condition  under 
which  the  individual  can  maintain  himself  on 
an  independent  basis,  it  must  not  be  assumed 
that  with  the  advent  of  adolescence  the 
child  suddenly  becomes  aware  of  a desire 
for  independence.  The  impulse  toward  inde- 
pendence is  biologic  and  begins  to  operate 
at  birth  when  the  foetus  is  thrown  on  his 
own  physiological  resources.  He  must 
breathe  for  himself,  eat  for  himself,  and 
eliminate  for  himself  if  he  is  to  survive 
physically.  Capacity  for  independence  is  no 
less  important  from  the  standpoint  of  mental 
survival.  Indeed,  the  urge  to  be  independent 
may  be  seen  in  every  activity  beginning 
early  in  infancy.  As  soon  as  neuromuscular 
coordination  is  sufficiently  developed  an  in- 
fant may  be  seen  grasping  the  spoon  out  of 
mother’s  hand  and  to  go  through  the  maneu- 
vers of  self-feeding.  A respectable  child  will 
strive  to  get  along  on  a minimum  of  service. 
He  would  rather  do  things  for  himself  than 
have  others  do  them  for  him. 

During  adolescence  a youngster  is  striving 
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to  establish  himself  as  an  independent  or- 
ganism in  order  to  carry  out  his  functions  as 
a social  unit.  He  wants  to  break  away  from 
his  mother’s  apron  strings  and  conduct  him- 
self in  accordance  with  his  own  judgment, 
his  own  abilities,  and  his  own  strivings.  He 
has  ideas  and  ideals  regarding  man’s  relation 
to  man  gleaned  and  cultivated  on  the  founda- 
tion largely  theoretical  and  unrealistic.  From 
a philosophy  of  living  in  the  present  under 
parental  protection  he  now  begins  to  wonder 
about  his  future.  His  love  for  adventure  and 
his  hero  worship  have  assumed  practical 
form.  Social  and  economic  responsibilities 
are  upon  him.  His  heroes  are  likely  to  be 
the  medical  or  legal  family  advisers,  or  per- 
haps a successful  business  friend  whom  he 
would  like  to  emulate.  He  knows,  or  he 
thinks  he  knows,  what  he  wants  to  be.  Lack- 
ing in  self-confidence,  he  expects  and  often 
finds  frustration  on  practically  every  turn. 
Fearful  that  his  own  decisions  may  prove 
faulty,  he  yet  resents  advice  from  grown- 
ups. Eager  to  impress  others  with  his  abil- 
ity to  be  independent,  in  his  own  mind  he 
knowns  that  he  must  remain  dependent.  The 
conflict  of  adolescence  is  no  myth.  It  is  as 
realistic  as  life  itself. 

Were  his  doubts  limited  to  the  economic 
factors,  the  problem  would  be  comparatively 
simple.  The  average  adolescent  is  plagued 
by  anxieties  of  many  sorts,  and  among  the 
greatest  of  these  are  those  which  pertain  to 
his  physical  status.  Indeed  sound  compre- 
hension of  psychosomatic  relationships  is 
one  of  the  most  important  qualifications  for 
good  medical  care  of  the  adolescent.  The 
teen-ager  with  acne,  the  youth  who  in  spite 
of  every  effort,  logical  or  foolish,  remains 
short  and  thin,  the  young  lady,  who  regard- 
less of  medication  and  dietary  restrictions 
remains  obese,  are  well  known  examples  of 
somatic  phenomena  which  harass  the  adoles- 
cent. Add  to  these  the  direct  manifestations 
of  the  sexual  maturing  process,  such  as  the 
irregularities  of  the  menstrual  cycle  in  the 
girl  and  the  seminal  emissions  in  the  boy, 
and  there  is  little  wonder  why  adolescence  is 
sometimes  referred  to  as  the  stormy  age  of 
life. 

Time  will  permit  only  bare  mention  of  the 
sex  impulse  and  its  implications  in  the  emo- 
tional life  of  the  adolescent.  Here  indeed  we 
find  one  of  the  greatest  dilemmas.  The  urge 
to  sexual  expression,  strong  though  it  be, 
must  be  curbed  by  moral,  social  and  legal 
restrictions.  Confusion  and  fear  sustained 


and  intensified  by  lack  of  understanding  of, 
and  experience  in  dealing  with  the  problem 
are  always  distracting  and  not  infrequently 
lead  to  asocial  and  antisocial  behavior. 
Some  find  the  process  of  growing  up  too 
burdensome  to  accept,  and  unwilling  to  ad- 
mit defeat  they  seek  escape  through  neu- 
roses or  psychoses. 

It  is  obvious  that  in  dealing  with  the  emo- 
tional problems  of  adolescence  the  physi- 
cian’s role  is  that  of  educator  and  inter- 
preter. His  greatest  contribution  lies  in 
family  guidance  during  the  early  years  of 
the  child  when  character  is  in  the  formative 
stage.  A measure  of  self-discipline  and  a 
sense  of  responsibility  are  the  basic  pre- 
requisites to  successful  adolescence.  Chil- 
dren thus  brought  up  seldom  experience  seri- 
ous difficulty  in  coping  with  the  innumerable 
conflicts  of  youth.  They  may  deviate  from 
the  beaten  path  on  occasion,  to  be  sure,  but 
they  manage  to  find  their  way  back  to  use- 
ful endeavor. 

One  of  the  most  perplexing  problems  of 
adolescence  the  doctor  is  often  called  upon  to 
solve  is  masturbation.  The  complaint  may 
come  from  an  irate  parent,  or  not  infrequent- 
ly from  the  guilt-laden  patient  himself.  If 
anyone  here  knows  of  a quick  cure  for  mas- 
turbation— a moral  cure,  that  is,  I hope  he 
will  be  kind  enough  to  state  it.  I consider 
myself  successful  enough  if  I can  convince 
the  parent  that  his  son  or  her  daughter  is 
not  necessarily  headed  for  a life  of  sexual 
perversion ; and  if  I can  alleviate  the  anxiety 
of  the  boy  or  girl  by  the  reassurance  that 
circles  under  the  eyes  are  not  pathognomonic 
of  masturbation,  and  that  the  habit  does  not 
cause  insanity. 

The  question  is  often  asked,  “From  the 
emotional  viewpoint  when  does  adolescence 
end?”  The  answer  is  self-evident.  Adoles- 
cence ceases  when  the  individual  has  solved 
his  conflicts  satisfactorily;  when  from  a de- 
sire to  be  on  his  own  he  has  achieved  the 
feeling  that  he  can  be  independent.  This  ap- 
plies to  all  phases  of  human  behavior.  The 
fact  that  many  individuals  never  reach  that 
goal  does  not  change  the  definition.  And  it 
is  unfortunate  indeed  that  many  adults  re- 
main adolescents  in  their  emotions.  Some  of 
them  learn  to  live  with  their  conflicts.  They 
muddle  through  life  quietly.  Other  refuse 
to  reconcile  themselves  to  their  incompe- 
tence. They  thrive  on  resentment  and  re- 
bellion. 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 


ANNOUNCEMENTS 


The  study  of  twins  is  of  great  value  in  providing 
information  concerning  the  respective  importance  of 
hereditary  predisposition  and  environmental  influ- 
ences in  diseases  in  man.  The  results  of  the  use  of 
this  method  have  shown  a hereditary  predisposition 
to  tuberculosis,  diabetes,  and  tumor  formation,  and 
a high,  medium  or  low  intelligence  quotient. 

There  is  some  a priori  evidence  showing  an  her- 
editary predisposition  for  peptic  ulcer.  Only  six 
cases  of  the  occurrence  of  peptic  ulcer  in  the  one 
or  both  of  mono  or  dizygous  twins  have  been  re- 
ported in  the  readily  accessible  literature.  Since 
twins  are  born  in  1 of  86  births  and  identical  twins 
in  1 of  344  births  and  the  general  incidence  of 
ulcer  is  from  5 to  10  per  cent  there  should  be 
plenty  of  material  available. 

I should  like  to  ask  physicians  to  cooperate  in 
assemblying  such  material  by  sending  me  cases 
in  which  (1)  one  or  both  twins  develop  peptic  ulcer, 
(2)  the  site  of  the  ulcer,  (3)  the  age  of  onset  of 
ulcer,  (4)  the  type  of  twins  (monovular  or  dio- 
vular), (5)  the  sex  of  the  twins,  (6)  the  date  of 
birth  of  the  twins,  and  (7)  the  number  and  age 
of  the  brothers  and  sisters  and  the  absence  or  pres- 
ence of  ulcer  in  each. 

A.  C.  Ivy,  M.D., 

Department  of  Clinical  Science, 

University  of  Illinois, 

1853  West  Polk  St.,  Chicago  12,  Illinois 


GRASS  ROOTS  CONFERENCE 

THE  SIXTH  NATIONAL  CONFERENCE  OF 
COUNTY  MEDICAL  SOCIETY  OFFICERS 

Scheduled  for  Thursday  evening,  December  8, 
1949  at  Hotel  Statler,  Washington,  D.C. 

Members  will  be  interested  in  hearing  a descrip- 
tion of  three  or  four  of  the  nation’s  “Outstanding 
Achievements  in  Community  Medical  Leadership,” 
described  by  persons  who  know  from  experience. 

The  Grass  Roots  Conference  is  sponsored  by  the 
Board  of  Trustees  of  the  A.M.A.  and  is  carried  on 
by  county  medical  society  officers. 


OMAHA  MID-WEST  CLINICAL  SOCIETY 

Seventeenth  Annual  Assembly 
October  24,  25,  26,  27,  28,  1949 
Hotel  Paxton  — Omaha,  Nebraska 

PROGRAM 

MONDAY  MORNING,  OCTOBER  24th 
8:30  a.m. — Registration. 

9:45  a.m. — “Congenital  Cardiovascular  Anomalies 
Amenable  to  Surgery.”  (Motion  Picture). 

10:25  a.m. — “The  Heart:  Cardiovascular  Pressure 
Pulses  and  Electrocardiography.”  (Motion  Picture). 
11:15  a.m.  “Use  of  Isotopes  and  Other  Therapy  in 
Blood  Dyscrasias,”  Max  M.  Strumia,  Bryn 
Mawr,  Pennsylvania,  Director  of  Laboratories, 
The  Bryn  Mawr  Hospital;  Associate  in  Path- 
ology, Graduate  School,  University  of  Penn- 
sylvania. 
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12:00  noon — “Diagnosis  of  Certain  Neoplasms  of 
Bone,”  Granville  A.  Bennett,  Chicago,  Illinois, 
Professor  and  Head  of  the  Department  of  Path- 
ology, University  of  Illinois  College  of  Medi- 
cine; Pathologist-in-Chief,  Research  and  Edu- 
cation Hospital. 

12:45  p.m. — Visit  the  Exhibits. 

1:00  p.m. — Luncheon.  Discussion  — “The  Hemato- 
logic Manifestations  of  Systemic  Disease.” 
Leader,  Max  A.  Strumia. 

MONDAY  AFTERNOON 
(Clinics) 

2:30  p.m. — “Spinal  Deformities  and  Their  Treat- 
ment,” Fremont  A.  Chandler,  Chicago,  Illinois, 
Professor  of  Orthopedic  Surgery  and  Director 
of  the  Department,  University  of  Illinois. 

3:30  p.m. — Clinicopathologic  Conference,  Granville 
A.  Bennett  and  Adolph  Sachs. 

4:30  p.m. — “Use  of  Modem  Intravenous  Fluids,” 
Max  M.  Strumia. 

5:30  p.m. — Visit  the  Exhibits. 

6:15  p.m. — Dinner.  Discussion — -“Bony  Manifesta- 
tions of  Systemic  Disease.”  Leaders,  Granville 
A.  Bennett  and  Fremont  A.  Chandler. 

MONDAY  EVENING 

8:15  p.m. — “Pathology  of  Rheumatoid  Arthritis,” 
Granville  A.  Bennett. 

8:45  p.m. — “The  Etiologic  Aspects  of  Anemia,”  Max 
M.  Strumia. 

9:15  p.m. — “Torticollis,  Diagnosis  and  Treatment,” 
Fremont  A.  Chandler. 

TUESDAY  MORNING,  OCTOBER  25th 

8:15  a.m. — “Malnutrition  in  the  Hospital  Patient.” 
(Motion  Picture). 

9:00  a.m. — “Non-Malignant  Surgical  Lesions  of  the 
Colon,”  Louis  G.  Herrmann,  Cincinnati,  Ohio, 
Associate  Professor  of  Surgery,  College  of 
Medicine  of  the  University  of  Cincinnati. 

9:40  a.m. — “Some  Major  Orthopedic  Procedures 
Made  Possible  by  Supportive  Treatment,”  Fre- 
mont A.  Chandler. 

10:20  a.m. — “Indications  and  Advantages  of  Hos- 
pitalization of  the  Psychoneurotic,”  Lauren  H. 
Smith,  Philadelphia,  Pennsylvania,  Physician- 
in-Chief  and  Administrator  of  the  Institute  and 
the  Department  for  Mental  and  Nervous  Dis- 
eases, Pennsylvania  Hospital;  Professor  of 
Psychiatry  and  Chairman  of  the  Department, 
Graduate  School  of  Medicine,  University  of 
Pennsylvania. 

11:00  a.m. — Visit  the  Exhibits. 

11:15  a.m.  to  12:50  p.m. — Panel  Discussions — 
“Tumors  of  the  Chest” 

J.  Dewey  Bisgard,  Chairman 
“Pathology  of  Chest  Tumors,”  B.  Carl  Russum. 
“Malignant  Lymphomas,”  Henry  J.  Lehnhoff. 
“Bronchoscopy,”  Thomas  T.  Smith. 

“Radiologic  Diagnosis,”  Francis  L.  Simonds. 
“Surgical  Management,”  J.  Dewey  Bisgard. 

“Common  Geriatric  Problems” 

John  S.  Schenken,  Chairman 
“Cardiac  Disorders,”  A.  David  Cloyd. 

“The  Acute  Abdomen,”  Charles  W.  McLaughlin. 
“Genito-Urinary  Disorders,”  Edwin  Davis. 
“Neuropsychiatric  Disorders,”  John  A.  Aita. 
“Orthopedic  Problems,”  Robert  D.  Schrock. 

“Psychosomatic  Medicine” 

Frank  R.  Barta,  Chairman 


“Skin  and  Its  Appendages,”  William  E.  Kelley. 
“Gastrointestinal  Disorders,”  George  A.  Young, 
Jr. 

“Cardiorespiratory  Disorders,”  M.  William 
Barry. 

“Disorders  of  Muscle,  Bone  and  Joint,”  Werner 
P.  Jensen. 

“General  Considerations,”  Frank  R.  Barta. 

1:00  p.m. — Luncheon.  Discussion — (a)  “Psychia- 
tric Aspects  in  Psychosomatic  Disease; 
(b)  “The  Significance  of  Anxiety;  (c)  “The 
Use  of  Psychotherapy.”  Leader,  Lauren  H. 
Smith. 

TUESDAY  AFTERNOON 
Clinics 

2:30  p.m. — “The  Multiple  Activities  of  the  Adrenal 
Cortex  in  Man;  Relation  to  Disease,”  Jerome 
W.  Conn,  Ann  Arbor,  Michigan,  Associate 
Professor  of  Internal  Medicine  and  Director  of 
the  Division  of  Metabolism  and  Endocrinology, 
University  of  Michigan  Medical  School. 

3:30  p.m. — “Critique  of  the  Physiologic  Methods  in 
Psychiatric  Therapy,”  Lauren  H.  Smith. 

4:30  p.m. — “Peripheral  Vascular  Disease,”  Louis  G. 
Herrmann. 

5:30  p.m. — Visit  the  Exhibits. 

6:15  p.m. — Dinner.  Discussion  — Title  to  Come. 
Leader,  Louis  G.  Herrmann. 

TUESDAY  EVENING  * 

8:15  p.m. — “Psychiatric  Aspects  of  Cardiovascular 
Disease,”  Lauren  H.  Smith. 

8:45  p.m. — “The  Management  of  Causalgia,”  Louis 
G.  Herrmann. 

9:15  p.m. — “Functional  Hyperinsulinism  (The  Com- 
mon Type  of  Spontaneous  Hypoglycemia)  — 
Differential  Diagnosis  and  Management,”  Jer- 
ome W.  Conn. 

WEDNESDAY  MORNING,  OCTOBER  26th 

8:15  a.m. — “Congenital  Cardiovascular  Anomalies 
Amenable  to  Surgery.”  (Motion  Picture). 

9:00  a.m. — “Headache  and  Its  Treatment,”  John 
Joseph  Shea,  Memphis,  Tennessee,  President, 
American  Laryngological,  Rhinological  and 
Otological  Society. 

9:40  a.m. — “The  General  Adaptation  of  Syndrome — 
Clinical  Implications  and  Applications,”  Jerome 
W.  Conn. 

10:20  a.m.  — “Surgical  Management  of  Radiation 
Burns,”  James  Barrett  Brown,  St.  Louis,  Mis- 
souri, Professor  of  Clinical  Surgery,  Washing- 
ton University  School  of  Medicine;  Professor 
of  Maxillo-Facial  Surgery,  Washington  Univer- 
sity School  of  Dentistry. 

11:00  a.m. — Visit  the  Exhibits. 

11:15  a.m.  to  12:50  p.m.— Local  Lectures — 

“Treatment  of  Foreign  Bodies  in  External 
Eyes,”  Louis  B.  Bushman. 

“Nasal  Allergy,”  Earl  C.  Montgomery. 
“Radiation  Treatment  of  Tonsils,  Adenoids 
and  Sinuses,”  D.  T.  Quigley. 

“Treatment  of  Bacterial  Endocarditis,”  Joseph 
A.  Pleiss. 

“The  Obese  Patient,”  Bryan  M.  Riley. 
“Aureomycin,”  Arthur  J.  Offerman. 
“Treatment  of  Bacterial  Meningitis,”  Paul  N. 
Morrow. 
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“Diagnosis  and  Treatment  of  Varicose  Veins,” 
R.  Thomell  Mauer. 

“Proper  Diet  for  the  Pregnant  Woman,” 
Charles  F.  Moon. 

“Uterine  Inertia,”  Leo  T.  Heywood. 
“Management  of  Premature  Labor,”  Donald  C. 
Vroman. 

“Surgery  for  Cystocele  and  Uterine  Prolapse,” 
Ralph  Luikart. 

1:00  p.m. — Luncheon.  Discussion  — “What  Ulti- 
mately Becomes  of  the  Diabetic  Child?”  Lead- 
er— Jerome  W.  Conn. 

WEDNESDAY  AFTERNOON 
(Clinics) 

2:30  p.m. — “Functional  Disorders  Encountered  in 
Gynecologic  Practice,”  Willard  R.  Cooke,  Gal- 
veston, Texas,  Professor  of  Obstetrics  and 
Gynecology,  The  University  of  Texas  Medical 
Branch. 

3:30  p.m.— “Plastic  Surgery  Reconstruction  of  De- 
formities,” James  Barrett  Brown. 

4:30  p.m. — “Management  of  Injuries  to  the  Face 
Due  to  Automobile  Accidents,”  John  Joseph 
Shea. 

5:30  p.m. — Visit  the  Exhibits. 

6:15  p.m.- — Dinner.  Discussion  — “Management  of 
Complications  and  Sequelae  of  Injuries  to  the 
Face.”  Leaders,  James  Barrett  Brown  and 
John  Joseph  Shea. 

WEDNESDAY  EVENING 

8:15  p.m. — “Tumors  of  the  Face,  Mouth  and  Jaws,” 
James  Barrett  Brown. 

8:45  p.m. — “Hospital  Consultations  in  Otolaryn- 
gology,” John  Joseph  Shea. 

9:15  p.m. — “Practical  Application  of  Psychology  in 
Gynecic  Practice,”  Willard  R.  Cooke. 

THURSDAY  MORNING,  OCTOBER  27th 
8:15  a.m. — “Malnutrition  in  the  Hospital  Patient.” 
(Motion  Picture). 

9:00  a.m. — “Differential  Diagnosis  of  Abdominal 
Pain  in  Infants  and  Children,”  Wilburt  C.  Da- 
vison, Durham,  North  Carolina,  Dean  and  Pro- 
fessor of  Pediatrics,  Duke  University  School  of 
Medicine. 

9:40  a.m. — “Care  of  Maternal  Soft  Tissues  During 
Labor,”  Willard  R.  Cooke. 

10:20  a.m. — “Diagnosis  and  Treatment  of  Common 
Bladder  and  Urethral  Lesions  in  the  Female,” 
Edgar  Burns,  New  Orleans,  Louisian,  Pro- 
fessor and  Chairman  of  the  Department  of 
Urology,  Tulane  University  Medical  School;  Di- 
rector of  Department  of  Urology,  Ochsner 
Clinic. 

11:00  a.m. — Visit  the  Exhibits. 

11:15  a.m.  to  12:50  p.m. — Panel  Discussions  — 
“Poliomyelitis” 

J.  Harry  Murphy,  Chairman 
“Epidemiology:  Differential  Diagnosis,”  J.  Har- 
ry Murphy. 

“Anoxia-Nerve  Tracts  and  Nerve  Connections,” 
Charles  M.  Wilhelmj. 

“Treatment,”  George  E.  Robertson. 

“The  Neuropsychiatric  Phase,”  Robert  S.  Wig- 
ton. 

“The  Orthopedic  Phase,”  James  W.  Martin. 
“Early  Diagnosis  of  Malignancies” 

J.  Perry  Tollman,  Chairman 


“Breast,”  Herbert  H.  Davis. 

“Cervix  and  Uterus,”  J.  P.  Redgwick. 
“Stomach  and  Colon,”  Raymond  J.  Wyrens,  In- 
ternist; D.  Arnold  Dowell,  Radiologist. 
“Laboratory  Aids,”  J.  Perry  Tollman. 
“Diagnosis  and  Treatment  of  Heart 
Disease” 

Edmond  M.  Walsh,  Chairman 
“Diagnosis  of  Rheumatic  Heart  Disease  in 
Children,”  John  M.  Thomas. 

“Diagnosis  and  Treatment  of  Myocardial  In- 
farction,” Chester  Thompson. 

“Treatment  of  Congestive  Failure,”  Frederick 
W.  Niehaus. 

“Roentgenoscopic  and  Roentgenographic  Diag- 
nosis,” Ralph  C.  Moore. 

1:00  p.m. — Luncheon.  Discussion — “The  Obstetric 

Aspects  of  Medical  Complications  of  Preg- 
nancy.” Leader,  Willard  R.  Cooke. 

THURSDAY  AFTERNOON 

2:30  p.m. — Evaluation  of  Urinary  Antiseptics,”  Ed- 
gar Bums. 

3:30  p.m. — “A  Progress  Report  on  the  A.M. A.  Na- 
tional Education  Campaign,”  Leone  Baxter, 
Chicago,  Illinois,  General  Manager,  National 
Education  Campaign,  American  Medical  Asso- 
ciation. 

4:00  p.m. — Socialized  Medicine  Is  Not  Inevitable — 
and  Why!,”  Clem  Whitaker,  Chicago,  Illinois, 
Campaign  Director,  National  Education  Cam- 
paign, American  Medical  Association. 

4:30  p.m. — “Diarrhea  in  Infants  and  Children,”  Wil- 
burt C.  Davison. 

5:30  p.m. — Visit  the  Exhibits. 

6:15  p.m. — Dinner.  Discussion — “The  Use  of  Anti- 
biotic Therapy  in  Infants.”  Leader,  Wilburt  C. 
Davison. 

THURSDAY  EVENING 
Omaha-Douglas  County  Medical  Society  Night 
8:00  p.m.  — “Clinical  Importance  of  Congenital 
Anomalies  of  the  Urinary  Tract,”  Edgar  Burns. 
8:30  p.m. — “Pediatric  Care  Under  the  North  Caro- 
lina Plan,”  Wilburt  C.  Davison. 

9:00  p.m. — (Title  and  speaker  to  come). 

FRIDAY  MORNING,  OCTOBER  28th 

8:15  a.m. — “The  Heart:  Cardiovascular  Pressure 
Pulses  and  Electrocardiography.”  (Motion  Pic- 
ture). 

9:00  a.m. — Panel  Discussion — 

“Allergy” 

“Food  Allergies,”  Theodore  L.  Squier,  Milwau- 
kee, Wisconsin. 

“Treatment  of  Allergies,”  Frederick  W.  Wit- 
tich,  Minneapolis,  Minnesota. 

“Treatment  of  Asthma,”  J.  Harvey  Black,  Dal- 
las, Texas. 

Open  Discussion. 


Have  you  made  reservations  for  the  Omaha 
Mid-West  Clinical  Sessions  the  last  week  in 
October? 


Volume  34 
Number  10 


ORGANIZATION  SECTION 


369 


ORGANIZATION  SECTION 


The  National  Guard,  on  a nationwide  basis, 
is  conducting  a recruiting  campaign  to  en- 
list several  thousands  of  young  men  for  this 
excellent  branch  of  our  armed  reserves.  The 
number  of  Nebraskans  who  will  sign  up  dur- 
ing this  campaign  cannot  be  determined 
now.  However,  all  will  need  a physical  ex- 
amination prior  to  induction. 

A few  areas  in  Nebraska  have  medical  of- 
ficers of  the  National  Guard,  but  in  most 
of  the  areas  where  the  units  are  located  the 
services  of  the  local  doctors  are  needed  for 
the  induction  examinations.  The  State  Ad- 
jutant General’s  office  will  pay  one  dollar 
per  examination.  This  is  a small  amount  of 
compensation  but  it  helps  to  maintain  the 
most  economical  military  organization  we 
have.  A strong  National  Guard  and  Organ- 
ized Reserve  are  needed  to  back  up  our  regu- 
lar Army. 

Your  cooperation  when  the  unit  Com- 
mander requests  your  assistance  will  help  to 
keep  Nebraska’s  National  Guard  in  full 
strength  and  top  form. 


The  deadline  for  the  September  issue  of 
The  Journal  beat  us  by  about  a week  on  one 
of  the  most  important  medical  news  items 
in  recent  years.  On  August  16,  the  Sen- 
ate, by  a vote  of  62-30,  killed  President  Tru- 
man’s Reorganization  Plan  No.  1.  This  plan 
proposed  that  the  Federal  Security  Agency 
be  made  a Department  of  Welfare,  headed 
by  Mr.  Oscar  Ewing,  the  administration’s 
chief  exponent  of  socialized  medicine. 

A resolution  had  earlier  been  presented  by 
Senators  Taft  and  Fullbright  in  opposition 
to  the  plan.  The  vote  was  on  the  resolution, 
hence,  a vote  in  favor  of  the  resolution  was 
a vote  against  Plan  No.  1.  Forty-nine  votes, 
a constitutional  majority,  were  needed  to 
kill  the  Welfare  Department  plan.  For  that 
reason,  a good  deal  of  anxiety  and  skepti- 
cism were  felt  before  the  vote  was  taken. 

One  of  medicine’s  cardinal  arguments  was 
that  Plan  No.  1 was  an  attempt  to  “open  the 
door”  to  medical  socialism  by  giving  Mr. 
Ewing  and  the  FSA  a voice  in  the  Truman 
cabinet.  The  overwhelming  two-to-one  vote 
against  the  proposal  might  well  be  taken  as 
an  indication  of  the  Senate’s  alertness  to 
the  dangers  of  compulsory  health  insurance. 


It  must  also  be  noted  that  a tremendous 
amount  of  work  was  needed  to  win  this  vic- 
tory, which,  had  it  been  lost,  would  have 
been  irrevocable.  The  fight  on  socialized 
medicine  in  the  next  session  of  Congress 
will  require  even  more  work, — from  every 
doctor  in  Nebraska  who  believes  his  free 
practice  of  medicine  is  worth  fighting  for. 

Nebraska’s  two  Senators,  Mr.  Hugh  Butler 
and  Mr.  Kenneth  Wherry,  were  among  the 
foremost  opposition  leaders.  A letter  of 
thanks  to  them  for  their  invaluable  help 
would  be  in  order. 

Your  headquarters  office  recently  received 
a copy  of  the  testimony  of  Rep.  John  Din- 
ged, Wisconsin,  given  before  the  House  Com- 
mittee on  Interstate  and  Foreign  Commerce 
when  that  body  was  holding  hearings  on 
compulsory  health  insurance. 

His  testimony  is  an  excellent  illustration 
of  the  abusive  propaganda  and  deliberate 
misrepresentation  that  will  be  taken  to  the 
floors  of  Congress  when  this  bill  is  debated 
during  the  next  session.  Mr.  Dingell  pre- 
mised his  remarks  by  stating  that  since 
President  Truman  “campaigned  at  least 
partly”  on  the  issue  of  compulsory  health 
insurance,  the  medical  profession  became 
“panicky”  and  decided  that  the  legislation 
was  sure  to  pass.  “So  the  ruling  element 
within  the  A.M.A.  set  out  deliberately  to 
thwart  the  will  of  the  people.” 

Mr.  Dingell  went  on  from  there:  “In  or- 
der to  do  that,  it  levied  arbitrarily  an  as- 
sessment of  $25  against  each  of  its  140,000 
members  in  an  effort  to  raise  the  biggest 
slush  fund  in  American  history  — a lobby 
and  propaganda  fund  of  $3,500,000  that 
would  make  even  Mark  Hanna  a little 
ashamed.  Raising  that  money  was  not 
easy.  Many  doctors  resented  the  assess- 
ment and  the  secret  way  in  which  it  was 
levied.  But  the  A.M.A.  brought  terrific 
pressure  on  doctors  individually,  and  on  re- 
calcitrant local  societies,  to  force  them  into 
line.  Senator  Wayne  Morse,  Oregon,  has 
described  in  the  Senate  how  one  doctor,  who 
protested  the  assessment,  was  punished,  and 
along  with  him,  many  mothers  and  babies 
whose  lives  might  have  been  saved  by  his 
skill  and  knowledge  were  punished. 

“But  the  reason  I am  going  into  this  now 
is  that  the  A.M.A.  millions  are  being  spent 
for  one  of  the  shrewdest,  one  of  the  most  cal- 
culating, and  one  of  the  most  cold-blooded 
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lobbying  operations  in  American  history — 
and  a lobby  which  I cannot  deny  might  have 
an  effect  on  Congress  if  not  exposed.” 

This  testimony  will  no  doubt  come  as  a 
“surprise”  to  Nebraska  doctors  since  no 
pressure  or  punishment  was  ever  contem- 
plated for  those  who  have  not  paid  their  $25 
assessment.  It  is  evident  that  the  national 
education  campaign,  for  which  the  assess- 
ment is  being  raised,  has  been  effective  in 
presenting  the  truth  or  it  would  not  draw 
such  vitriolic  comment  from  one  of  the 
chief  proponents  of  compulsory  health  in- 
surance. 

Some  doctors  have  remained  outside  the 
fight  on  socialized  medicine  because  of  a 
sincere  conviction  that  medicine  and  politics 
should  not  be  mixed.  But  the  above  testi- 
mony should  make  it  clear  to  all  that  you  are 
in  politics  whether  you  want  to  be  or  not. 
Only  one  question  remains:  How  vigorously 
will  you  wage  your  fight? 


NEWS  and  VIEWS 


The  new  St.  Marys  hospital  in  Scottsbluff 
opened  September  12. 


Dr.  Alan  Moritz,  graduate  of  the  Univer- 
sity of  Nebraska  College  of  Medicine,  was 
honored  by  the  Massachusetts  Medico-Legal 
Society  in  Cambridge,  Mass  in  September. 

A bronze  plaque  commemorating  10  years 
of  service  for  his  application  of  medical 
knowledge  to  the  detection  of  crime  and  in- 
vestigation of  death  of  unknown  origin  has 
been  installed  at  Harvard  Medical  School. 

Dr.  Moritz,  former  state  pathologist  and 
head  of  the  Department  of  Legal  Medicine 
at  Harvard  Medical  School,  is  leaving  Bos- 
ton to  join  the  staff  of  Western  Reserve 
University,  Cleveland,  0. 


The  Greeley  Service  club,  according  to 
press  reports,  is  making  an  effort  “to  obtain 
and  to  hold  a doctor  in  Greeley.” 


Dr.  C.  C.  Barr  of  Tilden  was  elected 
president  of  the  Elkhorn  Valley  Medical  So- 
ciety at  its  annual  meeting  in  Norfolk,  in 
August.  Dr.  Warren  Hansen,  Wisner,  was 
elected  vice  president,  and  Dr.  E.  L.  Brush 
of  Norfolk,  secretary-treasurer  (re-elected). 


The  Campaign  Against  Compulsory 
Sickness  Insurance 

The  American  Legion  and  the  Legion  Auxiliary, 
at  their  recent  National  conventions  in  Philadelphia, 
reaffirmed  the  stand  taken  annually  since  1945  by 
adopting  a strong  resolution  against  Compulsory 
Health  Insurance. 

The  Legion,  with  a National  membership  of 
3,500,000,  and  the  Legion  Auxiliary,  composed  of 
more  than  1,000,000  women,  passed  the  following 
resolution : 

WHEREAS,  the  American  Legion  has  always  had  as  one 
of  its  objectives  to  foster  and  perpetuate  a 100#  Americanism 
and  to  safeguard  our  liberties  and  freedoms  as  opposed  to  any 
form  of  compulsion  and  regimentation,  and 

WHEREAS,  there  is  now  before  the  Congress  of  the  United 
States  the  question  of  Compulsory  Health  Insurance  which  in 
itself  is  a threat  to  our  freedom,  now 

THEREFORE,  be  it  resolved  by  the  American  Legion  in 
National  Convention  assembled  August  29-September  1.  1949. 
in  Philadelphia.  Pennsylvania,  that  this  organization  go  on 
record  as  opposing  any  form  of  Compulsory'  Health  Insurance. 

We  want  to  congratulate  and  thank  all  those 
whose  efforts  have  been  instrumental  or  helpful 
in  obtaining  this  important  reiteration  of  policy  by 
the  Legion  and  Legion  Auxiliary. 


AMVETS,  (the  American  Veterans  of  World 
War  II)  in  National  Convention  at  Des  Moines, 
Iowa,  on  September  5,  adopted  a strong  resolution 
against  any  form  of  Compulsory  Health  Insurance. 
The  resolution  was  sponsored  by  the  Departments 
of  Kansas,  Pennsylvania,  New  York,  Illinois  and 
the  District  of  Columbia. 


KNOW  YOUR 
BLUE  SHIELD  PLAN 


A packet  of  Blue  Cross-Blue  Shield  Non-Group 
folders  and  reply  cards  has  been  sent  to  all  physi- 
cians. Will  you  place  these  in  your  reception  room 
where  your  patients  may  see  them  and  help  them- 
selves? When  you  have  inquiries  about  Non-Group 
membership  in  the  plans,  refer  your  patients  to  the 
folder  for  full  information  on  benefits,  rates  and 
eligibility. 


The  sixty-seven  Blue  Shield  Plans  in  thirty-nine 
states  will  pay  more  than  $100,000,000  to  the  med- 
ical profession  this  year.  The  direction  of  the  op- 
eration of  these  plans  places  a tremendous  responsi- 
bility upon  the  members  of  the  medical  profession 
who  are  charged  with  the  responsibility  of  admin- 
istering them. 


Now,  more  than  ever,  it  is  important  that  Par- 
ticipating Physicians  in  Blue  Shield  realize  their 
duty  to  their  patients  who  are  Blue  Shield  members. 
They  should  fulfill  their  obligations  as  Participating 
Physicians  in  spirit  as  well  as  in  practice.  There 
is  danger  if  the  physician  loses  his  sense  of  re- 
sponsibility to  the  patient  who  depends  on  the  vol- 
untary health  plans  for  protection. 


The  Blue  Shield  Plan  presents  something  unique 
in  the  health  insurance  field.  The  plan  reflects  in 
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its  management  and  operation  the  fidelity  and  un- 
derstanding of  the  family  doctor.  The  first  five 
years  of  the  Blue  Shield’s  operation  in  Nebraska 
^represent  a good  beginning.  In  the  not-too-distant 
future,  it  is  probable  that  more  than  half  of  each 
doctor’s  patients  will  pay  for  medical  care  through 
some  form  of  prepaid  insurance. 


A reminder:  The  material  which  comes  to  you 
bearing  the  Blue  Cross-Blue  Shield  emblem  deserves 
your  personal  attention.  It  is  now  especially  im- 
portant that  physicians  be  well  informed  on  the  de- 
velopments in  the  voluntary  health  care  movement. 
The  educational  material  is  sent  to  you  because  it 
concerns  you  and  your  relation  with  your  patients. 
Will  you  ask  your  secretary  to  refer  Blue  Cross- 
Blue  Shield  material  directly  to  you  ? 

Lawrence  Drake,  speaker  at  a recent  Public  Re- 
lations conference,  said:  “Blue  Cross  and  Blue 
Shield  are  twentieth-century  proposals  to  defeat 
state  medicine.”  He  explained  that  the  two  plans 
provide  as  many  benefits  to  the  doctor  and  the  hos- 
pital as  to  the  people,  because  they  demonstrate  the 
potentialities  of  the  medical  market  through  credit. 
The  plans  provide  a method  of  stabilizing  income 
and  permitting  orderly  expansion.  They  protect 
doctors  and  hospitals  from  the  danger  of  public 
ownership,  and  give  the  proponents  of  voluntary 
health  insurance  a strong  weapon  with  which  to 
combat  compulsory  health  insurance. 


REPORT  OF  THE  EXECUTIVE  DIRECTOR 
OF  NEBRASKA  MEDICAL  SERVICE 

CASH  RECEIPTS  AND  DISBURSEMENTS 


August  31,  1949 

Cash  on  hand,  August  1,  1949 $ 87,024.44 

Receipts : 

From  dues  $79,368.00 

From  enrollment  fees 2,121.00 

Taxes  deducted  from  salaries 47.80 

Interest  on  U.  S.  Bonds 312.50  81,849.30 


Disbursements:  $168,873.74 

Claims  paid  $52,795.00 

Administrative  expense: 

Regular  $6,042.49 

Bonuses  885.88 

Adv.  Campaign  622.54  7,550.91 

Professional  fees,  E.K.M 333.33 

Office  salaries  300.00 

Medical  Director  150.00 

Attorney  175.00 

Advertising  96.00 

Printing  and  stationery 16.30 

Conferences  and  office  meetings 44.40 

Hospital  records  7.00 

Refunds  173.75 

Dues  71.26 

Collection  expenses  6.50  61,719.45 


Cash  on  hand,  August  31.  1949 $107,154.29 

Bank  Balance,  August  31,  1949. 

Packers  National  Bank.  Omaha $106,007.13 

First  National  Bank.  Omaha 1,147.16 


$107,154.29 

BALANCE  SHEET 
August  31,  1949 


Assets : 

Cash  in  Banks $107,154.29 

Premiums  in  process  of  collection 8,114.50 

U.  S.  Bonds  (cost  plus  accrued 

interest)  200,151.00 


Liabilities : 

Accounts  payable.  Blue  Cross 

(August)  $ 7,199.62 

Accounts  payable,  monthly  invoices 593.75 

Accrued  payroll  taxes 101.60 

Claims  payable : 

Unreported  42,464.00 

Pending  3,889.00 

Contingent  10,000.00 

Unearned  Premiums  77,571.50 


$315,419.79 


$141,819.47 


Reserve  for  Maternity  Care 10,000.00 

Reserve  for  Administrative  Expense 400.00 

Unassigned  Surplus  163,200.32 


INCOME  AND  EXPENSE 
August  31,  1949 


Income  Month  of 

August 

From  dues  $ 75,949.25 

From  enrollment  fees '2,121.00 

Interest  U.  S.  Bonds 312.50 

Miscellaneous  


$315,419.79 


8 Months 
to  Date 
$525,196.30 
13,597.00 
614.59 
1.000.00 


$ 78,382.75 

Expenses : 

Claims  $ 54,848.00 

Administrative  expense : 

Regular  6,626.44 

Advertising  (50-50)  573.18 

Bonuses  200.00 

Professional  fees  333.33 

Office  salaries  300.00 

Medical  Director  150.00 

Attorney  175.00 

Auditing  

Advertising  5.15 

Printing  565.00 

Stationery  

Conferences  and  meetings 20.60 

Collection  expenses  6.50 

Taxes  and  licenses 3.00 

Dues  71.26 

Miscellaneous  8.00 


$540,407.89 

$407,446.25 

46,718.90 

6.291.61 

1,285.88 

2.866.64 

2.400.00 

1.200.00 

1,325.00 

700.00 

1,916.45 

2,460.68 

13.35 

1,789.53 

312.10 

62.00 

492.85 

93.61 


Net  Gain 


$ 63,885.46  $447,374.85 

$ 14,497.29  $63,033.04 


MEMBERSHIP  SUMMARY— AUGUST,  1949 
Sub-  De- 

scribes pendents 


Membership,  August  1.  1949 36.842  51,210 

Additions  1.449 

Less  Terminations  548 

Net  Gain  901 

Membership,  September  1,  1949 37,743  52.463 

Groups  enrolled  during  August 


Groups  cancelled  during  August- 

Number  of  active  groups,  September  1,  1949 


Total 

88.052 


90.306 

72 

10 

2.165 


AUGUST  ENROLLMENT  BY  COUNTY, 


_ 20 

28 

Box  Butte 

12 

Logan 

. - 3 

4 

_ 2 

14 

2 

2 

. 1 

11 

1 

1 

. 1 

15 

4 

1 

. 12 

77 

Polk 

_ 3 

4 

3 

Dawson 

96 

Saline 

_ 12 

1 

4 

Dodge 

--  28 

Saunders 

. - 15 

Douglas 

_ _541 

Scottsbluff 

_ _ 18 

1 

15 

Gage  _ _ 

21 

Sheridan 

28 

Hall  - 

59 

Sherman 

..  82 

1 

8 

_ 1 

1 

1 

1 

17 

_ 1 

i 

5 

Kimball 

33 

York  

18 

Lancaster 

218 

CASE  REPORT  — AUGUST,  1949 


Number  of  cases  paid 

1.624 

Number  of  services 

rendered 

1.803 

Females 

1.042 

Males 

761 

Subscribers 

624 

Dependents 

— 1.179 

Type  of  Service 

Number 

Per  Cent 

Amt  Pd. 

Per  Cent 

Obstetrics 

150 

8.32% 

$ 7.455.00 

14.07%, 

Gynecology 

92 

5.10% 

7,115.50 

13.43%, 

Appendectomies  

- 68 

3.77% 

6.825.00 

12.89%, 

General  Surgery  

_ 92 

5.10%, 

5,567.50 

10.51% 

Tonsillectomies 

158 

8.76%, 

5.462.50 

10.31% 

Orthopedics 

122 

6.77% 

3,550.00 

6.70%, 

X-rays 

363 

20.13% 

3,072.50 

5.80% 

Herniotomies 

24 

1.33% 

2,580.00 

4.87% 

Medical 

135 

7.49%, 

2,762.00 

5.22% 

Minor  Surgery 

305 

16.92%, 

2.333.50 

4.40% 

Gall  Bladders 

12 

• 67%, 

1,750.00 

3.31%, 

Urology 

31 

1.72%, 

1,165.00 

2.20%, 

Hemorrhoids 

22 

1.22% 

860.00 

1.62%, 

Pathology 

154 

8.54%, 

637.00 

1.20% 

Nose  and  Throat 

_ 17 

.94% 

690.00 

1.30% 

Eye 

15 

.83%, 

515.00 

• 97% 

Radiation  Therapy  _ 

5 

• 28% 

250.00 

.47%, 
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Anesthesia  24  1.33%  243.00  .46% 

Transfusions  14  .18%  140.00  .27% 

Grand  Total  1,803  100.00%  §52,973.50  100.00% 


Amount  of  cases  in  process  of  settlement $3,889.00 

Average  cost  per  case  for  August 32.59 

Number  per  thousand  receiving  benefits  during  August  15.5 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ing, Omaha. 


Dr.  George  H.  Gilmore  of  Murray  celebrated  his 
83rd  birthday  August  20. 

Dr.  F.  J.  Clark,  formerly  of  Stuart,  has  moved 
to  Gregory,  South  Dakota. 

Dr.  Hubert  J.  Albers,  a Creighton  Medical  School 
graduate,  located  in  Clarkson. 

Dr.  and  Mrs.  I.  C.  Munger  of  Lincoln,  returned 
from  a 2 months  vacation  in  Colorado. 

Dr.  G.  L.  Scholnick,  a recent  graduate  of  the  Uni- 
versity of  Nebraska  Medical  College,  has  located 
in  Stromsburg. 

Dr.  B.  J.  Carter,  a veteran  of  World  War  II,  and 
graduate  from  the  University  of  Nebraska  College 
of  Medicine,  has  located  in  Oshkosh. 

Dr.  Charles  Arnold  of  Lincoln  returned  recently 
to  Lincoln  after  a 35-day  tour  of  the  far  east  with 
the  surgeon  general  of  the  U.  S.  Army. 

Dr.  Claude  A.  Selby,  formerly  Nebraska  State 
Health  Director,  was  recently  appointed  director  of 
the  County  Health  Unit  at  Sivton,  Texas. 

Recently  located  in  Stratton  is  Dr.  Donald  D. 
Haase.  Dr.  Haase  is  a native  of  Norfolk  and  a 
graduate  of  the  University  of  Nebraska  College  of 
Medicine. 

Dr.  and  Mrs.  Sanford  Rathbun  of  Beatrice,  re- 
turned recently  from  Ann  Arbor,  Michigan,  where 
Dr.  Rathbun  took  post  graduate  work  in  electro- 
cardiography. 

The  new  doctor  in  Superior  is  Dr.  Byron  L. 
Brown,  a University  of  Nebraska  College  of  Medi- 
cine graduate,  recently  discharged  from  the  U.  S. 
Naval  Reserve. 

Dr.  Harold  C.  Lueth,  Dean  of  the  University  of 
Nebraska  Medical  College,  addressed  the  American 
Interprofessional  Institute  in  Lincoln  on  “Changing 
Objectives  in  Medical  Education”  early  in  Septem- 
Jber. 

Dr.  W.  L.  Shearer,  Omaha,  addressed  the  meeting 
of  the  American  Society  of  Maxillo  Facial  Surgery 
in  Montreal,  Canada,  in  September.  He  spoke  on 
“Management  of  the  Cleft  Palate,”  and  showed  a 
moving  picture  of  surgical  procedures. 


Tuberculosis  Abstracts 

Everyone  concerned  with  tuberculosis  control  de- 
pends upon  mortality  figures  as  the  mariner  does 
upon  the  sun  and  stars.  They  show  how  far  we  have 
come  and  what  remains  to  be  done  before  tubercu- 
losis finally  disappears.  The  current  figures  show 
progress  but  they  also  bring  to  our  attention  the 
importance  of  more  intensive  work  with  older  age 
groups  in  planning  the  attack  upon  tuberculosis. 

TUBERCULOSIS  MORTALITY  IN  THE 
UNITED  STATES,  1947 

In  1947,  there  were  48,064  deaths  from  tubercu- 
losis in  the  United  States.  The  death  rate  was  33.5 


per  100,000  population,  which  was  8 per  cent  below 
the  rate  for  1946. 

This  decrease  in  the  tuberculosis  death  rate  con- 
tinued the  downward  trend  which  has  prevailed  with 
few  interruptions  since  1910.  Of  the  total  deaths 
from  tuberculosis  in  1947,  more  than  ninety  per 
cent  were  attributed  to  respiratory  tuberculosis. 
For  both  respiratory  and  nonrespiratory  infections, 
mortality  was  much  greater  for  nonwhites  than  for 
whites  and  greater  for  males  than  for  females. 

Death  rates  for  tuberculosis  in  the  white  popula- 
tion and  for  nonwhite  males  were  lower  in  the  young 
adult  years  than  in  the  older  age  groups,  while  for 
nonwhite  females  the  highest  rates  occurred  in  the 
young  adult  group.  Among  all  young  adults,  the 
rates  were  higher  for  females  than  for  males; 
among  older  persons,  the  rates  were  much  higher 
for  males.  The  rates  for  nonwhites  were  far  above 
those  for  whites  in  all  age  groups  except  75  years 
and  over. 

Death  rates  for  tuberculosis  were  lower  in  1947 
than  in  1939-41  for  almost  all  population  groups. 
In  general,  greater  gains  were  made  by  females 
than  by  males,  and  by  younger  than  by  older  per- 
sons. The  only  increases  in  rates  were  for  males  in 
the  age  groups  over  55  years  and  for  nonwhite  fe- 
males 65-74  years  of  age.  Tuberculosis  death  rates 
in  1947  by  state  of  residence  ranged  from  11.8  for 
Iowa  to  100.0  for  Arizona. 

— Tuberculosis  Mortality  in  the  United  States,  1947,  Sara  A. 

Lewis,  Public  Health  Reports,  April  1,  1949. 

TUBERCULOSIS  MORTALITY  IN  OLDER 
AGE  GROUPS 

Mortality  statistics  compiled  for  1947  show  that 
tuberculosis  death  rates  have  again  declined  in  the 
United  States.  In  1947  the  rate  was  33.5  per  100,000, 
as  compared  to  36.4  in  1946.  These  gratifying  fig- 
ures show  progress  is  still  being  made  toward  the 
goal  — the  disappearance  of  tuberculosis  from  the 
United  States. 

An  analysis  of  the  1947  mortality  data  brings  out 
a fact  which  is  very  significant.  The  proportion  of 
deaths  from  tuberculosis  among  people  over  45  years 
of  age  is  steadily  increasing. 

For  many  years  tuberculosis  was  a disease  pri- 
marily of  young  adults  between  the  ages  of  15  and 
44 — people  in  the  prime  of  life,  wage  earners,  par- 
ents of  small  children,  young  people  just  starting 
their  life  work.  In  1900,  for  example,  almost  two 
out  of  three  of  all  the  reported  tuberculosis  deaths 
were  in  this  age  group.  Only  one  out  of  four  of 
those  who  died  was  45  or  over.  By  1940,  over  half 
of  the  tuberculosis  deaths  reported  still  took  place 
among  people  between  the  ages  of  15  and  44,  but 
deaths  of  those  45  and  older  had  risen  to  42  per 
cent  of  the  total. 

An  important  factor  in  this  shift  has  been  the  fact 
that  mortality  rates  have  declined  more  slowly  in 
the  older  age  groups  than  in  the  younger  and  the 
greater  number  of  older  people  in  the  country’s  pop- 
ulation further  accentuates  the  degree  of  change. 

The  shift  toward  older  ages  at  death  has  great 
significance  for  tuberculosis  case-finding  activities. 
A study  of  a recent  mass  X-ray  survey  made  in  a 
Georgia  county  contains  one  of  the  few  available 
tabulations  of  the  ages  of  those  X-rayed.  It  was 
disappointing  to  see  the  small  percentage  of  older 
people  who  took  part  in  that  survey.  Although  62 
per  cent  of  the  population  of  the  county  in  the  age 
group  45-54  were  X-rayed,  the  percentage  fell  rapid- 
continued  on  page  xxviii) 
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MR.  O’SULLIVAN  CHANGES  HIS  TUNE 

Nebraska  physicians  and  dentists  residing 
in  the  Second  Congressional  District  were  re- 
cently surprised  by  a communication  from 
their  Representative  Mr.  Eugene  D.  O’Sulli- 
van. Just  what  Mr.  O’Sullivan’s  purpose  was 
in  sending  the  letter  is  somewhat  of  a mys- 
tery. Knowing  as  the  gentleman  does  the 
attitude  of  doctors  and  dentists  toward  the 
attempted  socialization,  Mr.  O’Sullivan  must 
be  fully  aware  of  our  opposition  toward  com- 
pulsory sickness  insurance  under  federal  con- 
trol. Less  than  one  year  ago  he  was  vehement 
in  his  assertion  that,  having  close  family  con- 
nections with  physicians  (a  sister  now  de- 
ceased was  an  ardent  believer  in  the  prin- 
ciples for  which  organized  medicine  stands, 
and  two  brothers-in-law  are  respectable  and 
respected  Fellows  of  the  American  Medical 
Association),  he  was  naturally  against  bu- 
reaucratic intrusion  in  medicine. 

We  do  not  question  Mr.  O’Sullivan’s  right 
to  change  his  mind  on  political  or  social  is- 
sues of  the  day.  Nor  are  we  shocked  at  the 
sudden  metamorphosis  in  the  philosophy  of 
our  recently  elected  Congressman,  although 
we  marvel  at  the  rapidity  with  which  this 
conversion  to  the  “cause”  was  accomplished. 

If  the  question  which  prompted  Mr.  O’Sul- 
livan to  write  the  letter  is  difficult  to  inter- 
pret, it  is  even  more  difficult  to  comprehend 
the  psychology  underlying  the  tone  of  the 
communication.  Thus  he  writes:  “I  have 

some  decided  notions  on  this  matter  [compul- 
sory sickness  insurance]  which  are  favorable 
to  the  President’s  Health  Program,  and 
which  were  arrived  at  after  what  I thought 
was  a fair  and  impartial  survey  and  study  of 


all  phases  of  this  important  question.”  And 
to  convince  his  constituents  of  his  impartiali- 
ty he  commits  three  unpardonable  blunders: 
(a)  He  submits  a pamphlet  originating  in  the 
Committee  for  the  Nation’s  Health,  appar- 
ently the  source  material  for  his  “impartial 
survey,”  to  supply  “light  instead  of  heat  on 
this  very  controversial  matter.”  (b)  He 
charges  that  articles  in  the  press  opposing 
President  Truman's  Health  Program  ema- 
nate from  “purely  selfish  sources,”  obviously 
implying  that  organized  medicine  is  trying 
to  distort  the  facts  and  figures  on  the  out- 
come of  socialization  if  the  program  were  to 
become  law.  (c)  He  aids  in  the  distribution 
of  propaganda  leaflets  of  a private  organiza- 
tion at  public  expense.  This  may  be  nothing  - 
new  in  political  circles,  but  we  protest  never- 
theless— it  is  in  very  poor  taste. 

It  would  be  interesting  to  know,  in  the 
light  of  Mr.  O’Sullivan’s  previous  attach- 
ments to  the  ideals  of  a free  profession  as 
represented  by  medicine  and  the  law,  how  he 
could  suffer  such  a profound  change  in  his 
philosophy  in  the  short  time  he  has  been  in 
Washington.  Or  was  it  a change?  It  could 
be  political  expediency.  How  about  it,  Mr. 
O’Sullivan? 


CONGRATULATIONS  TO  NEBRASKA 
MEDICAL  SERVICE 

The  Nebraska  Medical  Service  (Blue 
Shield)  this  month  is  celebrating  its  fifth  an- 
niversary. Those  who  played  a part  in  its 
organization  must  feel  as  proud  of  its  suc- 
cessful achievements  as  they  did  of  its  or- 
iginal aims.  For  though  only  five  years  old, 
N.M.S.  has  established  itself  in  the  history 
of  this  state,  as  one  of  the  important  institu- 
tions, serving  as  it  does  two  important  roles : 
It  makes  good  medical  care  available  through 
systematic  budgeting  of  costs  on  a pre-pay- 
ment system  on  actual  cost  basis,  and  what 
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to  us  appears  even  more  significant,  it  offers 
proof  to  the  people  of  Nebraska  as  do  simi- 
lar plans  in  other  states,  that  voluntary  in- 
surance against  medical  costs  is  both  eco- 
nomical and  practical. 

We  have  often  expressed  admiration  and 
praise  for  the  officers  and  those  responsible 
for  the  administration  of  Blue  Shield.  It  is 
through  their  diligence,  perseverance,  and 
enthusiasm  that  growth  of  N.M.S.  has  been 
marked  by  continuous  progress.  From  the 
time  of  its  inception  each  month  has  seen  a 
steady  increase-  in  the  number  of  subscriber 
groups,  demonstrating  public  appreciation 
and  acceptance  of  the  voluntary  plans. 

The  people  of  this  country  hate  compul- 
sion in  any  way,  shape,  or  form,  and  insur- 
ance compulsion  against  sickness  is  no  ex- 
ception. We  suggest  in  all  modesty  that 
Congressman  O’Sullivan  include  this  issue  of 
our  Journal  in  his  source  material  as  a feas- 
ible approach  to  the  solution  of  the  problem 
of  sickness  insurance.  He  may  find  out  that 
not  all  who  oppose  the  compulsory  program 
do  so  for  “purely  selfish”  reasons. 


PRESS  CONDEMNS  GOVERNMENT 
INTIMIDATION  OF  DOCTORS 

The  intimidating  tactics  of  the  Anti-Trust  Divi- 
sion of  the  Department  of  Justice,  against  the  medi- 
cal profession  have  provoked  a storm  of  editorial 
protest  from  influential  newspapers  throughout  the 
Nation.  Here  is  a sample  of  the  many  editorials 
condemning  the  sudden  eruption  of  politically- 
motivated  antitrust  investigations  of  Medical  So- 
cieties daring  to  oppose  Compulsory  Health  Insur- 
ance. 

SHOCKING  ABUSE 

Action  of  the  anti-trust  division  of  the 
U.  S.  Department  of  Justice  in  “investigat- 
ing” county  and  state  medical  societies  af- 
filiated with  the  American  Medical  Associa- 
tion is  a shocking  misuse  of  federal  author- 
ity. 

And  if  the  Justice  Department  agents  are 
responsible  for  the  breaking  into  and  enter- 
ing the  board  room  of  the  A.M.A.  trustees 
in  Chicago  and  searching  of  its  records,  on 
last  February  10,  this  move  represents  a new 
low  in  government  morality  even  for  an  ad- 
ministration which  has  displayed  a notable 
lack  in  that  respect. 

The  reason  behind  this  obviously  political 
persecution  of  one  of  the  nation’s  most  re- 
spected professional  groups  is  childishly 
transparent.  The  A.M.A.  has  vigorously  op- 


posed President  Truman’s  state  medicine 
proposal.  Therefore,  the  doctors  are  to  be 
put  on  the  spot,  smeared  in  the  eyes  of  the 
public  and  harried  by  government  minions 
in  the  hope  that  they  may  choose  the  lesser 
of  two  evils  and  bow  to  socialized  medicine 
rather  than  face  possible  trial  in  the  courts 
on  anti-trust  charges — however  remote  may 
be  the  likelihood  of  making  such  an  absurd 
accusation  stick. 

By  what  possible  stretch  of  the  imagina- 
tion can  medical  societies  be  properly  con- 
demned as  combinations  in  restraint  of 
trade?  Or  as  illegal  combines  banded  to- 
gether to  fix  prices? 

Unqualified  persons  are  forbidden  to  prac- 
tice medicine  by  law.  The  statutes  lay  down 
the  qualifications.  If  there  is  any  restraint, 
it  is  the  government  that  imposes  it.  As  for 
fees,  every  physician  is  his  own  arbiter  in 
this  respect.  Medical  societies  are  merely 
loose,  professional  organizations  primarily 
dedicated  to  the  interchange  of  data  for  the 
benefit  of  all  their  membership.  If  medical 
societies  are  in  violation  of  the  anti-trust 
laws,  so  are  bar  associations  and  engineers’ 
societies  and  professional  groups  of  all  sorts. 
It  would  make  just  as  much  sense  to  investi- 
gate the  Democratic  National  Committee, 
but  it  isn’t  attacking  socialized  medicine,  so 
of  course  that  won’t  happen. 

— Columbus  Evening  Dispatch 
October  7,  1949 


Doctor,  when  you  peruse  the  advertising 
pages  in  our  journal,  remember  this:  all  ads 
are  carefully  screened — the  items,  services, 
and  messages  presented  are  committee-ac- 
cepted. Our  standards  are  of  the  highest. 
The  advertisers  like  our  journal — that’s  why 
they  selected  it  for  use  in  their  promotional 
program.  They  seek  your  patronage  and  your 
response  encourages  continued  use  of  our 
publication.  In  turn,  the  advertisers’  patron- 
age helps  us  to  produce  a journal  that  is  sec- 
ond to  none  in  our  state.  When  you  send  in- 
quiries, tell  them  that  you  read  their  adver- 
tisement in  the  Nebraska  Medical  Journal. 


Members  who  wish  to  present  a paper  be- 
fore the  Annual  Session  of  the  Nebraska  State 
Medical  Association  in  May,  1950,  should  send 
in  title  now  to  Dr.  R.  B.  Adams,  Secy..  1315 
Sharp  Bids.,  Lincoln,  Nebr. 

No  requests  will  be  accepted  after  Janu- 
ary 1st. 
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SALESMEN  WANTED 

It  is  a well  established  fact  that  physicians  have  always  been  insurance  minded, 
as  manifested  by  the  numerous  policies  they  hold  covei'ing  not  only  life,  health,  acci- 
dent and  liability  insurance,  and  many  other  types  as  well.  The  average  physician 
recognizes  that  if  he  needs  the  services  of  a physician  he  will  not,  as  a rule,  have  a 
doctor’s  bill  to  pay.  However,  if  hospitalization  and  nursing  care  are  necessary  he 
knows  that  items  incident  to  such  services,  especially  as  of  today,  may  mount  to  a 
sizable  sum.  For  this  reason  the  great  majority  of  physicians  carry  hospital 
insurance. 

In  recognizing  his  own  insurance  needs,  the  physician  should  be  keenly  aware 
of  the  needs  of  his  patients  for  medical,  surgical  and  hospital  fee  coverage.  It  is 
true  that  millions  of  our  citizens  have  taken  out  sickness  and  hospital  insurance  vol- 
untarily at  a modest  premium  which  the  average  citizen  can  afford,  and  millions 
more  would  do  so  if  they  were  familiar  with  the  benefits  that  would  be  forthcoming 
from  this  type  of  insurance  should  serious  illness  occur. 

Nebraskans  are  fortunate  in  having  an  insurance  company  such  as  the 
Blue  Shield,  which  was  organized  by  the  Nebraska  State  Medical  Association  on  a 
non  profit  basis,  and  issues  exclusively  policies  which  indemnify  the  holder  against 
a specified  amount  of  his  doctor’s  fee.  Associated  with  the  Blue  Shield  is  the  Blue 
Cross,  which  offers  a prepayment  policy  indemnifying  the  holder  against  a specified 
amount  of  his  hospital  bill.  In  addition  there  are  many  reputable  and  well  estab- 
lished privately  owned  insurance  companies  in  Nebraska  which  issue  similar  pol- 
icies. The  medical  profession  is  desirous  of  seeing  as  many  American  citizens  as 
possible  carrying  sickness  and  hospital  insurance,  regardless  of  who  writes  the  pol- 
icies, as  long  as  the  company  is  one  which  is  recognized  for  its  fair  dealings'  and 
issues  a contract  giving  adequate  coverage. 

Heretofore  sickness  and  hospital  insurance  written  by  Blue  Shield  and  Blue 
Cross  respectively  has  been  limited  to  groups.  Recently  it  was  announced  that  in- 
dividual applications  for  sickness  and  hospital  insurance  would  be  accepted.  Ne- 
braska Blue  Shield  and  Blue  Cross  are  to  be  complimented  in  pioneering  this  forward 
step,  it  being  recognized  as  one  of  the  basic  principles  for  adequate  sickness  insur- 
ance coverage  for  all  the  people.  To  place  this  overall  plan  on  a sound  financial 
basis  it  will  mean  that  a volume  of  policies  must  be  sold. 

Every  physician  knows  that  voluntary  prepayment  sickness  and  hospital  care 
insurance  is  the  antidote  for  federal  compulsory  insurance  and  all  that  that  will 
mean.  Therefore  he  should  make  it  a point  to  call  the  attention  of  his  patients  to 
the  availability  and  far-reaching  coverage  that  voluntary  sickness  insurance  guar- 
antees. The  success  of  this  movement  will  be  measured  by  the  number  of  our  total 
population  who  are  insured  in  a voluntary  prepayment  plan.  Those  who  have  had 
the  experience  of  paying  doctor’s  fees,  hospital  and  nurse’s  bills  from  their  savings 
will  be  ever  grateful  to  the  physician  whose  counsel  prompted  them  to  subscribe 
for  this  type  of  insurance  before  catastrophic  illness  again  occurs. 

Truly  there  is  need  for  salesmen  who  will  sell  to  the  public  the  idea  that  they 
should  have  the  protection  assured  by  voluntary  sickness  and  hospital  insurance. 
Who  is  better  fitted  to  take  on  this  job  in  our  State  than  the  individual  members 
of  the  Nebraska  State  Medical  Association? 


Carcinoma  of  the  Stomach" 

CHARLES  E.  DUNLAP,  M.D. 

From  the  Department  of  Pathology,  School  of 
Medicine,  Tulane  University 
New  Orleans,  La. 


Carcinoma  of  the  stomach  is  one  of  the 
commonest  of  human  cancers  yet  less  has 
been  accomplished  in  its  practical  control 
than  in  almost  any  other  important  form  of 
malignant  disease.  It  is  estimated  that  some 
40,000  deaths  each  year  occur  in  this  coun- 
try from  carcinoma  of  the  stomach,  and  we 
may  expect  this  figure  to  rise  as  the  average 
age  of  our  population  increases. 

Unfortunately  this  number  of  40,000 
deaths  is  almost  the  same  as  the  annual 
number  of  new  cases.  Even  in  excellent 
clinics  the  rate  of  five-year  cures  is  only 
about  7%  0.2, 3)  ancj  it  would  be  optimistic 
to  assume  that  in  the  country  at  large  as 
many  as  1%  of  all  victims  are  alive  at  the 
end  of  five  years. 

On  the  basis  of  this  miserable  showing, 
one  might  assume  that  something  is  seri- 
ously amiss  with  our  present  methods  of 
diagnosis  and  treatment.  However,  com- 
petent radiologists  can  diagnose  cancer  of 
the  stomach  correctly  in  75%  to  85%  of  the 
patients  examined (4’ 5 > and  this  score  can  be 
further  improved  by  supplementary  gastro- 
scopy(fi-4).  We  also  know  that  experienced 
surgeons  can  obtain  some  20%  to  25%  five- 
year  cures  in  those  patients  who  survive 
subtotal  or  total  gastrectomy (7’ 3)  which  is 
encouraging  when  compared  to  the  results 
obtained  twenty-five  years  ago.  The  opera- 
tive mortality  in  these  procedures  has  been 
reduced  from  the  forbidding  figure  of  50% 
or  more  to  as  low  as  5% -10%  in  many 
clinics(8> 4).  Therefore,  we  have  a reason- 
ably accurate  means  of  diagnosis  and  a 
promising  method  of  treatment.  The  prin- 
cipal reason  for  the  poor  overall  results  is 
well  known;  the  great  majority  of  patients 
are  not  seen  by  either  a radiologist  or  a sur- 
geon until  their  disease  is  too  far  advanced 
to  offer  any  hope  of  curative  surgical  treat- 
ment. 

The  general  practitioner,  since  he  is  the 
first  physician  to  see  many  of  the  patients, 
holds  a major  responsibility  for  the  diag- 
nosis of  gastric  cancer  in  its  early  and  cur- 
able stages.  Studies  of  the  reasons  for  de- 
lay have  shown  that  some  physicians  still 

♦Read  at  the  Eight-first  Annual  Session  of  the  Nebraska 
State  Medical  Association,  May  3,  1949. 


make  light  of  the  vague,  indefinite  digestive 
complaints  in  middle  aged  and  elderly  per- 
sons, that  are  often  the  first  and  only  warn- 
ing symptoms.  Some  patients  develop  symp- 
toms but  fail  to  consult  a physician.  How- 
ever, a surprising  number  of  advanced,  in- 
curable neoplasms  are  found  in  patients  in 
whom  gastrointestinal  symptoms  have  been 
mild,  of  brief  duration  or  entirely  absent(8). 
The  importance  of  recognizing  that  patients 
with  early  carcinoma  of  the  stomach  may 
have  no  characteristic  symptoms  has  been 
stated  with  unusual  clarity  in  a recent  ar- 
ticle by  David  State(3)  of  the  University  of 
Minnesota:  “Little  good,  and  in  fact,  seri- 

ous harm  results  from  perpetuating  the 
teachings  that  well-defined  symptoms  are 
associated  with  gastric  carcinoma.  To  em- 
phasize that  the  symptoms  may  be  vague 
and  readily  overlooked  in  the  early  stages 
of  the  disease  rectifies  the  instructions  only 
partly.  Until  the  fact  that  complete  and 
utter  lack  of  symptoms  is  characteristic  of 
early  gastric  cancer  is  driven  home  to  the 
medical  profession  and  the  ‘lay  public’,  little 
improvement  is  to  be  expected  in  the  end 
results  of  the  present  mode  of  therapy  . . .” 

In  1931,  Alvarez (9)  stressed  much  the 
same  points  in  a highly  instructive  article 
entitled  “How  Early  Do  Physicians  Diag- 
nose Cancer  of  the  Stomach  in  Themselves: 
A Study  of  the  Histories  of  41  Cases”. 
Among  the  20  who  had  symptoms  of  rela- 
tively brief  duration  the  neoplasm  was  al- 
ready so  far  advanced  in  all  but  3 that  little 
could  be  accomplished  surgically. 

The  gloomy  picture  thus  far  presented  is 
not  entirely  hopeless.  Evidence  is  accumu- 
lating that  carcinoma  of  the  stomach,  con- 
trary to  previous  opinion,  is  often  a slowly- 
growing  neoplasm  which  may  remain  local- 
ized to  the  stomach  during  one  or  more 
years  of  asymptomatic  growth  before  met- 
astases  occur.  Even  at  autopsy  Warren(10) 
found  no  metastases  in  25%  of  his  subjects 
although  the  average  duration  of  symptoms 
had  been  over  a year.  State(3)  reports  that 
after  palliative  gastrectomy,  done  without 
hope  of  removing  all  the  neoplasm,  the  aver- 
age survival  of  patients  was  22  months. 
Even  in  the  presence  of  liver  metastases, 
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provided  they  were  not  too  extensive,  the 
average  period  of  palliation  was  15  months. 
This  certainly  suggests  that  gastric  car- 
cinoma is  not  among  the  most  rapidly  grow- 
ing neoplasms.  It  may  seem  incongruous  to 
suggest  that  carcinoma  of  the  stomach  may 
often  grow  quite  slowly  in  face  of  the  fact 
that  most  patients  are  dead  within  six 
months  after  the  diagnosis  is  made.  Actu- 
ally the  rapid  downhill  course  is  in  keeping 
with  other  evidence  that  the  diagnosis  is 
often  made  only  in  the  terminal  stages  of 
the  disease. 

If  we  could  identify  those  people  who  are 
most  likely  to  have  gastric  cancer,  and  sub- 
ject them  to  careful  radiologic  study,  many 
unsuspected  cases  of  asymptomatic,  curable 
disease  might  be  discovered.  Statistical 
studies  are  helpful  in  selecting  groups  in 
the  population  that  have  a greater  than 
average  risk  of  developing  gastric  neo- 
plasms and  in  identifying  some  of  the  so- 
called  precursor  states. 

Like  most  forms  of  carcinoma,  gastric 
cancer  is  not  common  in  young  people,  90% 
of  the  cases  being  found  in  persons  over  the 
age  of  40(8).  Two-thirds  of  the  general 
population  in  the  United  States  are  under 
40(U)  and  are  thus  eliminated  at  once  from 
the  high  risk  group.  St.  John,  Swenson  and 
Harvey(12)  conducted  brief  fluoroscopic 
examinations  of  2413  patients  over  fifty 
years  of  age  and  found  only  2 unsuspected 
carcinomas  and  1 lymphosarcoma  of  the 
stomach — a very  discouraging  yield  for  the 
time,  effort  and  expense  put  into  these 
examinations.  A more  critical  selection  of 
the  group  for  study  obviously  is  necessary 
if  roentgenologic  screening  is  to  become 
practicable. 

Gastric  cancer  is  more  common  among 
men  than  among  women,  although  the  pre- 
cise sex  ratio  is  not  known.  In  public  health 
records  about  1.6  men  to  each  woman  de- 
velop the  disease,  whereas  in  reports  from 
most  hospitals  and  clinics  the  male-female 
ratio  is  much  higher,  usually  about  three  to 
one.  Dailey  and  Miller(13>  using  sex  and 
age  as  selection  factors  x-rayed  500  men 
over  the  age  of  45,  with  no  symptoms  of 
gastrointestinal  disorder  and  found  no  un- 
suspected carcinomas  of  the  stomach — again 
at  the  expense  of  a lot  of  hard  work  and  ex- 
pert time. 

Comfort,  Kelsey  and  Berkson(14)  collected 
the  results  of  previous  gastric  analyses  on 


patients  who  subsequently  developed  gastric 
cancer.  They  found  that  a subnormal  mean 
secretion  of  acid  was  characteristic  of  the 
group  and  could  often  be  demonstrated  many 
years  before  the  neoplasms  were  detected. 
However,  since  only  about  70%  of  patients 
with  gastric  cancer  are  achlorhydric ( 15  > and 
some  20%  of  all  persons  over  the  age  of 
fifty  have  achlorhydria,  this  factor  taken 
alone  is  not  highly  selective.  Among  pa- 
tients with  achlorhydria,  those  who  also 
have  pernicious  anemia  do  have  a risk  of  de- 
veloping gastric  cancer  which  is  some  three 
times  greater  than  would  be  expecteda6). 
State (3)  conducted  a roentgenologic  survey 
of  patients  believed  to  belong  to  high  risk 
groups  including  those  with  low  gastric 
acidity,  occult  blood  in  the  stools,  achlorhy- 
dria, family  histories  of  carcinoma  of  the 
stomach  and  diagnoses  of  pernicious  anemia. 
1,200  roentgenograms  on  752  patients  re- 
vealed five  gastric  cancers  and  33  gastric 
polyps. 

This  study  although  it  revealed  a higher 
proportion  of  cancer  than  most  others, 
again  shows  that  roentgenologic  survey^, 
even  when  limited  to  high  risk  groups,  re- 
quire the  expenditure  of  a tremendous 
amount  of  time,  money  and  expert'  experi- 
ence in  order  to  find  a very  small  number  of 
carcinomas.  An  incidental  point  to  be  re- 
membered in  evaluating  the  results  of  radi- 
ological surveys  is  that  asymptomatic  car- 
cinoma even  when  discovered  is  not  always 
curable.  It  is  estimated  that  at  least  $10,000 
would  have  to  be  spent  for  each  case  of  gas- 
tric cancer  detected  by  x-ray  surveys  of  the 
general  population.  Apart  from  the  cost, 
and  considering  only  the  shortage  of  com- 
petent radiologists,  one  wonders  if  men 
qualified  to  conduct  such  surveys  might  not 
spend  their  time  and  skill  to  greater  public 
advantage.  The  suggestion  has  even  been 
made  that  more  cases  of  carcinoma  of  the 
stomach  would  be  detected  and  at  much 
lower  cost  by  putting  a bounty  of  $25  a head 
on  each  case  reported  by  a physician  to  the 
local  Department  of  Health. 

General  roentgenologic  surveys  of  the 
stomach  by  present  methods  are  not  prac- 
ticable. Before  we  can  hope  to  discover  a 
substantial  proportion  of  gastric  carcinomas 
in  their  early  stages  we  must  have  a much 
simpler  and  cheaper  presumptive  test  and 
one  which  does  not  require  the  services  of 
such  highly-trained  personnel.  A good  many 
years  have  been  spent  seeking  just  such  a 
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test  without  much  evidence  of  success,  but  I 
believe  some  of  the  more  recent  work  justi- 
fies an  optimistic  outlook.  Among  several 
approaches,  and  it  is  only  one  of  several,  the 
work  of  Tuggins,  Miller  and  Jensen <17)  at  the 
University  of  Chicago  deserves  mention.  I 
do  not  wish  to  contribute  to  the  harm  that 
has  already  been  done  by  the  unfortunate 
newspaper  publicity  given  to  Huggins’  pre- 
liminary findings  but  the  work  deserves  the 
attention  of  physicians  interested  in  cancer. 

A good  many  years  ago,  at  least  as  far 
back  as  1923,  it  was  noted  that  the  blood  of 
many  patients  with  cancer  did  not  coagulate 
as  readily  on  heating  as  did  the  blood  of 
normal  people.  Huggins  has  reinvestigated 
this  subject.  He  found  that  iodoacetate  add- 
ed to  blood  interferes  with  heat  coagulation 
and  that  the  amount  of  iodoacetate  neces- 
sary to  prevent  coagulation  in  patients  with 
cancer  is  less  than  in  normal  persons. 

In  a series  of  283  patients,  85  of  whom 
had  cancer,  a significantly  lowered  “iodo- 
acetate index”  was  not  found  in  any  of  the 
normal  subjects  but  was  present  in  all  of 
the  85  patients  with  cancer  and  in  16  others 
without  cancer  but  with  other  serious  disor- 
ders such  as  pulmonary  tuberculosis.  Hug- 
gins concluded  that  his  iodoacetate  heat  co- 
agulation test  was  distinctly  helpful  but  not 
specific  in  the  diagnosis  of  cancer.  If  the 
iodoacetate  test  should  prove  reliable  in  the 
hands  of  others  it  would  greatly  simplify 
the  selection  of  high  risk  groups  for  special 
gastric  studies. 

I hesitate  to  mention  the  work  that  Dr. 
George  W.  Changus  and  I have  been  do- 
ing at  Tulane(18)  since  it  is  still  in  the  in- 
vestigative stage  and  is  by  no  means  ready 
for  general  clinical  trial. 

We  got  our  initial  impetus  from  a paper 
by  Dr.  Gomori(19>  of  the  University  of  Chi- 
cago, who  some  eight  years  ago  developed 
a tissue  stain  for  acid  phosphatase,  an  en- 
zyme capable  of  hydrolyzing  phosphoric  es- 
ters. Gomori  stained  a variety  of  normal 
and  malignant  human  and  animal  tissues 
and  reported  that  acid  phosphatase  was 
present  in  abnormal  abundance  in  9 of  11 
carcinomas  of  the  stomach.  On  the  hypo- 
thesis that  the  abnormal  quantities  of  acid 
phosphatase  in  the  tissues  might  escape  in- 
to the  lumen  of  the  stomach  we  made  quan- 
titative determinations  of  the  acid  phos- 
phatase activity  of  fluid  aspirated  from  the 
stomachs  of  218  fasting  patients,  includ- 
ing 64  with  carcinoma  of  the  stomach. 


As  might  have  been  expected,  serious  diffi- 
culties were  soon  encountered.  Many  cases 
were  excluded  from  the  original  series  when 
it  was  found  that  the  enzyme  is  inactivated 
in  gastric  juice  containing  free  acid  (pH  3.5 
or  less)  and  that  determinations  were  not  re- 
liable on  samples  having  an  original  volume 
of  less  than  10  cc.  It  was  necessary  to 
eliminate  other  cases  when  it  was  found 
that  the  enzyme  deteriorates  rapidly  at 
room  temperature  and  retains  satisfactory 
activity  in  the  refrigerator  for  only  48 
hours.  Only  48  of  the  original  cases  were 
considered  satisfactory  as  judged  by  all  the 
criteria  which  were  finally  adopted.  Among 
the  32  patients  with  pathologically  con- 
firmed gastric  carcinoma,  the  gastric  con- 
tents in  31  gave  acid  phosphatase  values  of 
10  units  or  more  while  12  of  the  14  patients 
without  carcinoma  had  values  of  less  than 
10  units.  A much  larger  group  of  controls 
must  be  studied  before  any  general  conclu- 
sions can  be  drawn  but  the  results  to  date 
suggest  that  acid  phosphatase  determina- 
tions may  be  helpful  in  the  diagnosis  of  gas- 
tric cancer. 

Up  to  the  present  time  all  efforts  to  con- 
trol carcinoma  of  the  stomach  have  met 
with  limited  success  largely  because  there  is 
no  certain  method  of  identifying  persons 
who  harbor  early  lesions.  Unless  some 
means  of  prophylaxis  is  found  and  until  much 
better  methods  of  case  finding  are  developed, 
physicians  can  do  no  more  than  take  the  full- 
est advantage  of  knowledge  which  is  now  at 
hand.  When  a middle-aged  or  elderly  pa- 
tient develops  a mild  or  vague  digestive  dis- 
turbance, or  any  weakness,  anemia,  unex- 
plained weight  loss  or  even  a distaste  for 
certain  foods  such  as  meat,  prompt  and 
thorough  gastric  studies  should  be  carried 
out.  Any  patient  with  a demonstrable  gas- 
tric lesion  that  cannot  be  proved  benign 
should  have  prompt  surgical  exploration.  By 
following  these  two  simple  rules,  without  the 
use  of  any  novel  technics,  a good  many  of 
the  40,000  lives  can  be  saved  that  are  now 
being  lost  each  year  to  carcinoma  of  the 
stomach. 

SUMMARY  AND  CONCLUSIONS 

1.  Cancer  of  the  stomach  is  responsible 
for  some  40,000  deaths  each  year  in  the 
United  States. 

2.  By  present  methods  of  diagnosis  and 
treatment  it  is  doubtful  that  as  many  as  1 
per  cent  of  all  cases  survive  5 years. 
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3.  Alarming  symptoms  are  character- 
istically absent  in  the  earlier  stages,  and  late 
diagnosis  is  the  major  factor  responsible  for 
the  low  rate  of  cure. 

4.  Roentgenologic  surveys  of  large  groups 
of  persons  believed  to  have  a greater  than 
average  risk  of  cancer  of  the  stomach  have 
so  far  revealed  only  a small  number  of  un- 
suspected cases. 

5.  Simpler  and  cheaper  technics  for  de- 
tecting presumptive  cases  of  gastric  cancer 
are  necessary  before  great  improvement  can 
be  expected  in  end  results. 

6.  No  serological  test  for  cancer  has  ever 
proved  reliable  in  general  clinical  use  but 
tests  such  as  the  one  recently  proposed  by 
Huggins  deserve  careful  evaluation. 

7.  A number  of  other  observations  such 
as  the  association  of  gastric  carcinoma  with 
increased  gastric  acid  phosphatase  may  ulti- 
mately be  adapted  to  diognostic  use. 

8.  A considerable  number  of  lives  could 
be  saved  by  prompt  application  of  estab- 
lished methods  of  diagnosis  and  treatment 
to  all  middle  aged  or  elderly  persons  com- 
plaining of  mild  or  vague  digestive  disturb- 
ances. 
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Today  the  terms  peripheral  vascular  di- 
sease and  sympathectomy  are  practically 
synonymous  because  energetic  and  imagin- 
ative surgeons  have  attempted  to  fill  the 
void  created  by  the  failure  of  others  to  pro- 
vide a real  understanding  of  the  nature  of 
these  destructive  disorders.  It  may  be  of 
interest  then  to  examine  critically  the  neuro- 
surgical approach  to  the  problem  of  the  is- 
chemic extremity  in  the  light  of  what  little 
is  known  today  about  the  perversions  of 
blood  flow  through  skin,  bones  and  muscles. 
It  may  be  said  at  once  that  a pragmatic  an- 
swer cannot  be  obtained  by  examining  sur- 
gical case  records;  the  available  reports  de- 
scribing the  post-sympathectomy  status  of 
patients  with  peripheral  vascular  diseases 
following  sympathectomy  are  so  inadequate 

♦Read  before  the  meeting  of  the  Nebraska  State  Medical 
Association,  May  3,  1949,  in  Omaha. 


that  one  is  entitled  to  suspect  that  some 
surgeons  use  statistics  as  a drunkard  uses 
a lamp  post — more  for  support  than  for  il- 
lumination. In  lieu,  therefore,  of  a solid  and 
convincing  clinical  background,  one  must 
rely  upon  the  observations  of  the  experi- 
mentist  and  the  clinical  physiologist. 

Information  concerning  these  matters  is, 
of  course,  no  more  trustworthy  than  the 
technics  employed  to  obtain  it.  Cutaneous 
blood  flow  may  be  measured  with  relative 
ease  by  inspection,  palpation,  thermometry 
or  several  varieties  of  surface  plethysmog- 
raphy but  methods  have  not  yet  been  per- 
fected for  quantitating  the  rate  of  blood 
flow  through  the  various  subcutaneous  tis- 
sues (bone,  muscle,  fat,  connective  tissue). 
The  use  of  radioactive  sodium  may  in  time 
give  much  needed  data  concerning  the  blood 
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flow  in  muscles(1),  but  at  the  moment  our 
ideas  concerning  the  factors  which  regulate 
the  circulation  through  the  deep  tissues  of 
the  human  extremity  are  based  almost  en- 
tirely upon  data  furnished  by  the  venous 
occlusion  plethysmograph,  an  instrument 
with  obvious  limitations.  Unreliable  as  this 
information  may  be  in  certain  details,  it  is 
at  least  clear  that  the  hands  and  feet  be- 
have in  a manner  quite  different  from  that 
of  the  more  muscular  tissues  proximal  to 
them,  a circumstance  created  in  large  part 
by  the  numerous  arteriovenous  anastomoses 
in  the  skin  of  the  hands  and  feet  which 
make  these  organs  an  important  part  of  the 
body’s  temperature-regulating  mechanism. 
Surgeons  are  apt  to  lose  sight  of  the  funda- 
mental fact  that  cutaneous  arterioles  be- 
have in  a manner  quite  different  from  those 
in  skeletal  muscle  and  that,  therefore,  any 
circulatory  change  induced  in  the  hands  and 
feet  is  apt  to  be  a most  deceptive  index  of 
events  occurring  in  the  forearm  or  calf. 

The  surgeon  might  do  well  to  regard  the 
hands  and  feet  as  essentially  dermal  organs. 
Recently  sympathectomized  skin  is  hot  and 
has  no  sudomotor  and  pilomotor  activity, 
but  even  cutaneous  arterioles  sooner  or  later 
return  to  their  pre-sympathectomy  caliber. 
Blood  flow  through  skeletal  muscle,  how- 
ever, is  vastly  more  susceptible  to  the  in- 
fluences of  local  metabolites  than  it  is  to 
neurogenic  impulses(2-6).  It  imposes  some- 
thing of  a burden,  therefore,  upon  the  sur- 
geon to  realize  that  the  most  effective  stim- 
uli to  muscular  hyperemia  apparently  have 
little  to  do  with  the  autonomic  nervous  sys- 
tem but  consist  chiefly  of  the  effects  pro- 
duced by  exercise,  heat  and  arterial  occlu- 
sion. There  are  some(7-9)  who  imply  that 
sympathectomy  is  a useful  adjunct  in  the 
treatment  of  intermittent  claudication  but 
the  majority(6' 10-13)  consider  the  operation 
to  be  ineffective  in  this  regard.  The  treat- 
ment of  causalgia  or  Revnaud’s  disease  rests 
upon  the  fact  that  sympathetic  stimulation 
and  discharge  of  epinephrine  cause  cuta- 
neous vasoconstriction  and  muscular  hyper- 
emia whereas  sympathectomy  is  followed  by 
vasodilatation  in  the  skin  with  little  or  no 
change  in  muscular  blood  flow  and  the  oper- 
ation may  even  sever  autonomic  neural 
tracts  which  exert  positive  and  useful  vaso- 
dilator effects(5' 14-17).  Sympathetic  stimu- 
lation and  hyperadrenalemia  are  emergency 
phenomena  which  contract  the  blood  vessels 
of  the  skin  and  other  relatively  unimportant 


tissues  in  order  to  supply  more  vital  organs, 
such  as  the  heart,  brain  and  skeletal 
muscles,  with  needed  blood.  It  is  difficult 
to  understand  why  the  surgeon  should  wish 
to  abolish  homeostatic  responses  designed 
to  compensate  for  the  abnormalities  he  is 
attempting  to  correct.  Sympathectomy  may 
cause  an  extremity  to  feel  warmer  and  may 
promote  healing  of  cutaneous  ulcers  but  this 
may  simply  mean  that  blood  is  being  deviat- 
ed to  skin  from  muscle  which  needs  it  badly 
and  which  at  the  same  time  has  been  iso- 
lated from  a source  of  neurogenic  vasodi- 
lator impulses. 

In  the  forearm  and  calf  neurogenic  factors 
seem  to  be  of  minimal  importance,  the  cali- 
ber of  vessels  there  being  governed  by  the 
concentration  of  local  tissue  metabolites.  It 
is  not  surprising,  therefore,  to  find  that  the 
greatest  increases  in  blood  flow  in  muscle 
have  been  produced  by  measures  which  ac- 
celerate metabolic  processes — exercise,  heat 
and  arterial  occlusion (6).  These  phenomena 
form  the  basis  of  many  conservative  thera- 
peutic measures  but  it  should  be  emphasized 
that  even  these  nonsurgical  procedures  are 
potentially  dangerous,  for  they  may  increase 
the  metabolic  demands  of  an  ischemic  ex- 
tremity to  a level  that  cannot  be  supported 
by  the  available  blood  supply.  It  is  for  this 
reason  that  intermittent  arterial  or  venous 
occlusion  has  been  largely  abandoned  and 
that  gangrene  has  sometimes  followed  the 
application  of  local  heat.  No  method  has 
yet  been  described  which  will  cause  vasodi- 
latation in  skeletal  muscle  without  also  in- 
creasing the  metabolic  requirements  of 
starving  tissue,  and  it  is  furthermore  likely 
that  collateral  circulation  is  at  its  maximum 
anyway  in  patients  with  severe  occlusive  ar- 
terial disease. 

Before  discussing  the  specific  limitations 
of  sympathectomy  as  applied  to  the  treat- 
ment of  peripheral  vascular  diseases,  one 
must  in  all  fairness  point  out  that  the  use 
of  “vasodilator  drugs’’  is  in  many  respects 
even  more  sharply  restricted  by  certain  phy- 
siologic considerations.  There  is,  of  course, 
no  such  thing  as  a drug  with  general  vaso- 
dilating properties  because  there  is  not 
enough  blood  in  the  body  to  fill  the  vascu- 
lar tree  if  all  its  branches  were  to  dilate 
maximally  and  simultaneously.  Since  fluc- 
tuations in  blood  volume  take  place  only 
slowly,  diffuse  vasodilatation  would  cause  a 
state  of  shock ; this  does  not  occur  as  a con- 
sequence of  ordinary  forms  of  drug  ther- 
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apy  so  regional  vasoconstriction  must  have 
taken  place  somewhere  in  the  body  to  com- 
pensate for  regional  vasodilatation  else- 
where, a well  known  phenomenon  for  which 
Ray,  Burch,  and  DeBakey(1S)  have  coined 
the  term  “hemometakinesia.”  The  use  of 
this  word  may  seem  luxurious  to  some 
but  it  would  be  helpful  to  speak  of  “hemo- 
metakinetic  drugs”  rather  than  of  “vaso- 
dilator drugs”  since  this  habit  would  re- 
mind us  that  local  hyperemia  in  one  place 
must  mean  local  anemia  elsewhere.  The 
magnitude  of  these  shifts  in  blood  de- 
pots, induced  by  such  drugs  as  alcohol,  nia- 
cin and  papaverine,  is  no  doubt  not  great 
enough  to  damage  well  vascularized  organs 
but  vigorous  fever  therapy,  for  example, 
applied  to  individuals  with  gangrene  of  the 
feet,  might  have  serious  consequences  be- 
cause of  deviation  of  blood  to  more  vascular 
areas.  No  “hemometakinetic  drugs”  are 
known  which  cause  local  hyperemia  equiva- 
lent to  that  which  follows  regional  sympa- 
thectomy (18)  and  the  intra-arterial  admini- 
stration of  vasodilating  drugs,  such  as  his- 
tamine, seems  inferior  to  sympathectomy  on 
technical  grounds  alone.  This  is  not  to  say, 
of  course,  that  the  use  of  gentle  direct  heat 
to  the  affected  extremity  (heavy  socks, 
warm  baths),  or  the  induction  of  reflex 
vasodilatation  (heat  pad  to  the  abdomen), 
or  the  ingestion  of  mild  vasorelaxing  drugs 
(alcohol)  should  be  abandoned,  but  it  is 
merely  to  emphasize  that  drug  therapy  is 
less  effective  than  sympathectomy  and  may 
put  blood  where  it  is  not  needed. 

If  sympathectomy  then  possesses  certain 
theoretical  and  practical  advantages  over 
available  drugs,  it  has  important  limitations 
of  its  own.  Its  virtues  are: 

(1)  It  produces  maximum  vasodilatation. 

(2)  Its  vasomotor  effects  are  limited  to  the 
region  of  needed  blood. 

(3)  It  abolishes  reflex  vasoconstrictive  phe- 
nomena. 

(4)  By  the  resultant  anhydrosis,  it  simplifies  the 
control  of  cutaneous  infections. 

(5)  It  sometimes  relieves  pain  by  mechanisms 
not  well  understood. 

Its  limitations  are  numerous  but  impor- 
tant: 

(1)  The  inability  of  sympathectomy  to  increase 
the  rate  of  blood  flow  through  skeletal  muscles 
explains  its  limited  applicability  to  the  problem  of 
occlusive  vascular  disease!19'27). 

(2)  Although  the  evidence  for  the  existence  of 
vasodilator  fibers  to  human  skeletal  muscle  is  not 
entirely  convincing  (28),  the  sympathectomized  ex- 


tremity evidently  does  not  participate  in  certain 
types  of  reflex  hyperemic  reactions  demonstrable  in 
the  innervated  extremity!14.  17>. 

(3)  The  relaxing  effect  of  sympathetic  denerva- 
tion on  vascular  tone  is  temporary!3.  6, 15-17,  29-32) 
so  that  the  size  of  the  vascular  bed  cannot  be  ex- 
pected to  remain  expanded  indefinitely.  The  cause 
of  this  reappearance  of  vascular  tone  is  unknown, 
but  it  is  not  due  to  epinephrine!15.  33).  This  recov- 
ery of  intrinsic  tone  is  often  complete  in  a matter 
of  weeks. 

(4)  Sympathectomy  sensitizes  blood  vessels  to 
humoral  agents  (epinephrine,  sympathin,  acetylcho- 
line) and  there  seems  to  be  less  difference  between 
preganglionic  and  postganglionic  sections  in  this 
regard  than  was  formerly  thought!30.  34.  35 ).  The 
weight  of  evidence  seems  to  indicate  that  Raynaud’s 
phenomenon  is  due  fundamentally  to  a local  fault 
in  the  small  blood  vessels  themselves,  that  sympa- 
thectomy is  helpful  only  insofar  as  it  is  able  to 
blot  out  the  additional  factor  of  normal  vasomotor 
tone,  that  early  relapse  of  symptoms  is  due  to  the 
spontaneous  reappearance  of  intrinsic  vascular  tone 
plus  increased  responsiveness  to  epinephrine,  and 
that  late  symptomatic  relapse  is  indicative  of  nerve 
regeneration!12.  13.  16.  22,  34-43). 

(5)  A really  total  sympathectomy  is  technically 
difficult  to  achieve  and  nerve  regeneration,  even 
after  postganglionic  section,  is  difficult  to  prevent. 
It  is  often  possible  to  demonstrate  vascular  re- 
sponses to  reflex  stimulation  even  though  the  skjn 
is  hot  and  dry  (29)j  and  careful  studies  of  the  ef- 
fects of  peripheral  nerve  anesthesia  at  varying  in- 
tervals after  sympathectomy  have  given  clear  cut 
evidence  that  regeneration  frequently  takes 
place!16.  30,  35),  This  compels  one  to  look  upon 
sympathectomy  as  a procedure  not  likely  to  pro- 
duce lasting  changes,  hyperhidrosis  being  perhaps 
the  only  disturbance  subject  to  permanent  cure. 

(6)  There  is  an  unproved  theory  that  Raynaud’s 
phenomenon  is  due  to  active  dilatation  of  the  ves- 
sels in  the  palmar  arch!42),  and  the  opening  of 
numerous  arteriovenous  shunts  most  certainly  im- 
pairs the  capillary  circulation!6.  25,  30,  44-46).  For- 
tunately, gangrene  rarely  develops  after  sympa- 
thectomy but  it  does  occur  and  transient  Raynaud’s 
phenomena  are  not  unusual  after  extensive  sympa- 
thectomy for  hypertension,  owing  to  redistribution 
of  blood  elsewhere. 

DISCUSSION 

Since  we  are  in  total  ignorance  regarding 
the  fundamental  causes  of  vasospastic  and 
occlusive  peripheral  vascular  diseases,  all 
treatment  is  empirical  and  relatively  inef- 
fective. It  will  be  surprising  indeed,  how- 
ever, if  the  psychiatric  aspects  of  vaso- 
spastic disease  do  not  prove  to  be  of  great 
importance.  The  modern  plethysmo- 
gram(47’48)  has  demonstrated  clearly  the 
strong  effect  which  emotional  disturbances 
exert  on  the  caliber  of  peripheral  blood 
vessels,  and  observers(41-  49-51)  interested  in 
this  field  since  Raynaud  himself  have  had  no 
difficulting  in  delineating  the  importance  of 
psychosomatic  influence.  This  phase  is  in 
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urgent  need  of  further  exploration.  In  the 
meantime  sympathectomy  should  probably 
be  recommended  neither  for  the  mild  and 
early  cases  of  Raynaud’s  disease  nor  for  the 
advanced  ones  with  scleroderma  and  sclero- 
dactylia, but  it  should  be  advocated  only  in 
those  cases  of  intermediate  severity  with 
trophic  changes  in  the  digits.  Even  though 
the  results  are  apt  to  be  temporary,  they  are 
certainly  superior  to  those  obtained  by  med- 
ical means(12’ 43).  Opinion  regarding  the 
new  adrenolytic  and  sympatholytic  drugs 
must  be  reserved  but  preliminary  experienc- 
es have  not  been  too  exciting. 

Even  in  thromboangiitis  obliterans  emo- 
tional factors  may  be  of  greater  importance 
than  now  seems  plausible.  There  is  appar- 
ently no  formal  psychiatric  literature  on  the 
problem,  but  the  recent  illness  of  the  king 
of  England  evoked  a letter  in  the  British 
press  calling  attention  to  the  fact  that  the 
word  Oepidus  means  “swollen  foot”  and 
predicting  that  psychiatric  management 
might  be  more  fruitful  than  operation. 
However  that  may  be,  opinion  is  still  sharp- 
ly divided  regarding  the  merits  of  sympa- 
thectomy. For  example,  Wright(12)  thinks 
that  the  disease  can  usually  be  controlled 
by  conservative  means.  Allen,  Barker,  and 
Hines(43)  believe  that  ganglionectomy  helps 
to  prevent  gangrene  if  a high  degree  of  va- 
soconstriction exists.  Landis  and  Montgom- 
ery(13)  state  that  only  10  to  25  per  cent  of 
patients  are  suitable  for  operation  when 
first  seen,  reserving  it  for  younger  patients 
with  demonstrable  capacity  for  vasodilata- 
tion and  severe  symptoms  not  relieved  by 
prolonged  medical  means.  All  agree  that 
sympathectomy  has  no  effect  on  the  under- 
lying vascular  lesions  and  that  no  treatment 
can  be  helpful  if  the  patient  continues  to 
smoke. 

As  for  arteriosclerosis  obliterans  one  will 
do  well  to  reserve  judgment  on  recent  en- 
thusiastic reports  concerning  the  beneficial 
results  of  sympathectomy (8' 9’  n)  until  more 
time  has  elapsed.  There  is  little  about  the 
disease  to  suggest  factors  other  than  pain 
can  be  important  in  producing  vasospasm, 
and  nothing  at  all  to  justify  denervation  as 
a curative  procedure.  If  procaine  infiltra- 
tion of  the  posterior  tibial  nerve  or  the  lum- 
bar sympathetic  ganglia  produces  demon- 
strable vasodilatation,  ganglionectomy  may 
do  something  to  retard  the  appearance  of 
gangrene  and  relieve  pain,  but  it  must  be 
remembered  that  the  life  expectancy  of  in- 


dividuals with  severe  generalized  arterio- 
sclerosis is  much  more  limited  than  it  is  in 
Buerger’s  disease  for  obvious  reasons.  For 
example,  Hines  and  Barker(52>  reported  that 
54.6  per  cent  of  116  patients  with  arterio- 
sclerosis obliterans  died  within  three  years 
of  their  visit  to  the  Mayo  Clinic.  The  inci- 
dence of  major  amputations  has  greatly  de- 
clined in  recent  years  but  it  is  difficult  to 
know  whether  this  is  due  to  the  more  general 
use  of  sympathectomy (53>  or  to  persistent 
and  meticulous  use  of  more  conservative 
measures(21' 23>  24> 54-  55). 

It  is  not  an  easy  matter  then  to  decide 
when  sympathectomy  may  be  a useful  pro- 
cedure. Much  more  attention  should  be 
paid  to  the  emotional  problems  of  patients 
with  vasospastic  disease  than  is  now  cus- 
tomary, for  pulsations  in  even  large  arter- 
ies have  been  known  to  reappear  after  suc- 
cessful psychotherapy(56),  and  we  have  on 
occasion  observed  extraordinary  increases 
in  the  pulse  volume  of  the  finger  tip  under 
the  influence  of  sodium  amytal  given  in- 
travenously. When  undoubted  occlusive  ar- 
terial disease  exists,  sympathectomy  should 
probably  not  be  done  unless  a reasonably 
adequate  collateral  circulation  is  present.  If 
one  has  access  to  a digital  plethysmograph, 
information  can  be  obtained  by  measuring 
the  changes  in  digit  volume  following  the 
application  of  a cuff  to  the  ankle  or  wrist  at 
a pressure  just  sufficient  to  stop  the  venous 
outflow (57) ; although  it  is  true  that  this 
technic  cannot  compensate  for  the  fact  that 
arterial  blood  may  normally  enter  the  ex- 
tremity through  collateral  vessels  so  small 
that  they  will  also  be  compressed  by  the 
cuff,  this  error  is  in  the  minus  direction  and 
should  not  cause  patients  with  inadequate 
collateral  circulation  to  be  operated  upon. 
There  is  no  assurance,  however,  that  to- 
day’s precision  instruments  are  more  re- 
liable than  good  clinical  judgment  and  we 
endorse  the  opinion  of  Atlas (46)  that  an  ade- 
quate circulation  is  not  present  when  the 
patient  presents  the  following  picture:  con- 
stant severe  pain,  atrophy  of  skin  and  sub- 
cutaneous tissue,  extreme  pallor  on  eleva- 
tion of  the  extremity  with  extreme  cyanos- 
is and  delayed  venous  filling  in  dependency, 
and  exacerbation  of  pain  an  cyanosis  during 
the  application  of  local  heat. 

The  only  other  common  disease  causing 
arterial  occlusion  is  embolism  or  thrombosis, 
and  here  sympathectomy  appears  to  be  an 
entirely  rational  adjunct  to  other  measures, 
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provided  that  the  patient  is  an  adequate 
surgical  risk.  If  not,  repeated  paravertebral 
procaine  blocks  may  be  done. 

SUMMARY 

It  is  urged  that  more  attention  be  paid  to 
the  psychiatric  aspects  of  vasospastic  dis- 
ease. Patients  with  mild  Raynaud’s  disease 
do  not  need  sympathectomy  and  those  with 
severe  symptoms  will  not  be  helped  by  it.  In 
the  cases  of  intermediate  severity,  the  oper- 
ation may  diminish  the  intensity  of  the  epi- 
sode and  promote  healing  of  trophic  lesions, 
but  results  are  apt  to  be  temporary,  owing 
to  the  spontaneous  recovery  of  intrinsic  vas- 
cular tone,  to  sensitization  to  epinephrine 
and  to  nerve  regeneration. 

The  “vasodilator  drugs”  have  distinct 
physiologic  imitations  and  never  produce  hy- 
peremia equal  to  that  which  follows  sympa- 
thectomy. For  this  reason,  sympathetic  de- 
nervation or  sympathetic  procaine  block  is 
superior  to  drug  therapy  in  the  treatment  of 
acute  arterial  occlusion.  In  chronic  insuf- 
ficiency due  to  Buerger’s  disease  or  arterio- 
sclerosis obliterans,  however,  sympathec- 
tomy does  not  permanently  expand  the  vas- 
cular tree  and  is  applicable  only  to  a small 
proportion  of  patients  with  demonstrable 
increased  vasomotor  tone,  an  adequate  col- 
lateral circulation  and  little  vascular  disease 
of  the  viscera.  Since  sympathetic  stimula- 
tion increases  blood  flow  in  muscle  and  since 
there  is  some  evidence  that  autonomic  vaso- 
dilator fibers  exist,  the  operation  cannot  be 
expected  to  improve  intermittent  claudica- 
tion. A conservative  method  is  needed 
which  will  produce  vasodilatation  without 
increasing  the  metabolic  rate  of  ischemic 
tissue. 
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❖ * 


Psychiatric  Problems  in  Nebraska’s 
Older  People" 

G.  LEE  SAXDRITTER.  M.D. 

Norfolk,  Nebraska 


There  is  strong  evidence  that  we  are  rap- 
idly becoming  a nation  of  older  people. 
Studies  made  during  the  past  two  years  in 
several  larger  cities  indicate  that  at  the 
present  trend,  over  half  of  our  people  will  be 
in  the  older  age  group  within  twenty  years. 
The  older  age  groups  carry  with  them,  cer- 
tain problems  to  the  general  practitioner. 
It  is  my  impression  that  these  problems  will 
become  increasingly  acute  during  the  next 
twenty  years;  and,  the  specialist,  as  well  as 
the  general  practitioner,  will  have  to  take 
these  into  account  if  they  are  to  practice 
satisfactory  medicine. 

There  is,  in  addition  to  their  physical  well 
being,  the  quality  of  their  emotional  life. 
Down  through  the  years,  the  aged  have 
always  been  a problem  to  any  society  in 
which  they  happened  to  be  living.  Many 
cultures  in  the  past  have  done  away  with 
their  aged  when  they  were  no  longer  of 
practical  use  to  the  tribe.  It  is  probable 
that  our  civilization  has  advanced  past  this 
point.  This  presents,  to  the  medical  man, 
a picture  of  having  to  tackle  this  problem 
from  a practical  standpoint. 

In  going  back  over  our  first  admissions 
at  the  Norfolk  State  Hospital  for  the  past 
forty  years,  we  find  the  following : 

Percentage  of  senile  and  arteriosclerotic  first  ad- 
missions to  total  hospital  first  admissions  at  the 
Norfolk  State  Hospital  the  following  years: 

*Read  before  the  Nebraska  State  Medical  Association, 
Omaha.  Nebraska,  May  5,  1949. 


Year 

Before  1909  . 
1909  to  1919 
1919  to  1929 
1929  to  1939 

1945  

1947  

1949  

1949  


Percentage 
Senile  and 
Arteriosclerotic 

14% 

17% 

___  22% 

24% 

26% 

34% 

35%* 

46%** 


* So  far  this  year 
**  Corrected  for  voluntary  patients 


This  table  shows  the  percentage  of  elderly 
people  previous  to  1919  averaged  about  17 
per  cent  of  the  total  of  the  Norfolk  State 
Hospital  first  admissions.  Ten  years  later, 
in  1929,  we  find  the  average  has  increased 
to  22  per  cent.  Following  1939,  we  find  the 
average  rapidly  increasing.  By  1945,  it  is 
up  to  26  per  cent,  and  by  1949,  to  35  per 
cent.  Consider  this  last  figure  carefully. 
We  must  remember  that  during  the  past 
year  and  one  half,  a statute  made  it  possible 
for  people  to  enter  our  hospital  voluntarily 
without  having  to  be  committed.  Now  some 
of  these  people  are  neurotic  and  pre-psy- 
chotic  in  the  younger  age  group,  who,  in 
previous  years,  would  not  have  come  to  our 
hospital  because  they  did  not  wish  the  stig- 
ma of  commitment.  When  we  remove  these 
people  (the  voluntary  commitments)  from 
our  total  first  admission  list,  we  find  that  in 
the  year  1949,  to  date,  the  number  of  senile 
and  arteriosclerotics  is  running  46  per  cent. 


This  is  a startling  figure  and  should  give 
rise  to  considerable  thought  concerning  its 
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significance,  and  what  we  can  do  about  it. 
This  is  all  the  more  significant  in  view  of 
the  fact  that,  since  these  are  older  people, 
their  prognoses  during  the  past  years  have 
been  very  poor.  A large  percentage  of  them 
remained  in  our  hospital,  and  were  never 
able  to  go  back  to  their  homes. 

In  the  year  1919,  only  about  2 per  cent  of 
these  senile  groups  were  able  to  ever  leave 
the  hospital.  By  1929,  only  3 per  cent  were 
leaving  the  hospital.  By  1939,  this  had  in- 
creased to  4 per  cent  of  the  senile  groups 
who  were  able  to  leave  the  hospital  for  long- 
er or  shorter  periods.  In  1949,  it  is  run- 
ning approximately  the  same. 

Psychiatrists  have  been  describing  senile 
and  arteriosclerotic  reactions  for  many 
years.  However,  none  of  us  have  been  able 
to  give  a more  graphic  description  than 
Swift  in  his  satire  “Gulliver’s  Travels.”  He 
describes  the  people  on  the  Island  of  Lugg- 
nagg,  who  lived  forever,  as  follows: 

“When  they  came  to  fourscore  years,  they  were 
opinionated,  peevish,  covetous,  morose,  vain,  talka- 
tive, were  incapable  of  friendship  and  dead  to  all 
natural  affection,  which  never  descended  below 
their  grandchildren.  Envy  and  impotent  desires 
are  their  prevailing  passions.  At  ninety,  they  lose 
their  teeth  and  hair.  They  have,  at  that  age,  no 
distinction  of  taste,  but  eat  and  drink  whatever 
they  can  get  without  relish  or  appetite.  In  talking, 
they  forget  the  common  appellation  of  things,  and 
the  names  of  persons,  even  of  those  who  are  their 
nearest  friends  and  relations.  For  the  same  reason, 
they  can  never  amuse  themselves  with  reading  be- 
cause their  memory  will  not  serve  to  carry  them 
from  the  beginning  of  the  sentence  to  the  end,  and 
by  this  defect,  they  are  deprived  of  the  only  enter- 
tainment whereof  they  might  otherwise  be  capable.” 

It  is  characteristic  of  man,  that  those 
factors  in  the  universe  over  which  he  has 
little  control,  tend  to  make  him  afraid.  The 
more  he  is  faced  with  problems  which  he 
cannot  solve,  the  more  fearful  he  becomes. 
The  inability  to  make  an  adjustment  to  fear 
produces  exaggerated  reactions.  When  we 
remember  that  all  people,  as  they  approach 
the  age  of  50  and  60,  watch  their  parents  go 
through  this  old  age  period  and  become  more 
or  less  helpless  and  dependent  on  others,  it 
is  not  surprising  that  they  tend  to  fear 
old  age. 

The  reaction  to  this  is  neurotic  mani- 
festations of  all  kinds,  which  superimposed 
on  physical  infirmities  hasten  the  develop- 
ment of  the  problem  of  the  older  person 
without  a place  in  the  world.  Then  they  go 
to  the  doctor,  and  the  doctor  finding  that 
there  is  nothing  he  can  do  about  it,  also  de- 


velops an  uneasiness  of  feeling,  the  same  as 
other  people  when  they  are  faced  with  prob- 
lems they  cannot  handle  satisfactorily. 

The  older  person,  like  the  younger  person, 
can  face  reality,  if  he  is  .prepared  for  it. 
With  the  increase  in  life  expectancy,  we 
shall  have  to  develop  a philosophy  which  will 
take  care  of  a period  of  years  in  which  we 
are  relatively  unproductive,  and  therefore, 
something  of  a burden  to  the  rest  of  society. 
Some  people  grow  old  gracefully.  An  ade- 
quate philosophy  should  enable  more  to 
reach  this  goal. 

In  the  meantime,  we  as  physicians,  can 
take  care  of  their  physical  ills;  help  them 
not  to  take  their  infirmities  too  seriously, 
but  to  bear  them  in  so  far  as  they  can;  and 
encourage  them  to  do  what  can  be  done  to 
minimize  the  pain  and  discomfort  which 
they  actually  suffer.  The  emotional  prob- 
lems can  be  modified  somewhat  also  by  the 
use  of  electric  shock  therapy  which  is  tre- 
mendously valuable  in  severe  affective  reac- 
tions if  it  is  used  in  the  early  development  of 
the  agitation  or  depression.  This  would  tepd 
to  indicate  that  instead  of  keeping  old  people 
out  of  our  hospital  as  long  as  possible,  we 
should  hospitalize  them  as  early  as  possible 
in  order  to  help  them  make  an  adjustment 
to  the  situation.  We  can,  now,  be  some- 
what hopeful  that  they  will  be  able  to  leave 
the  hospital  and  readjust  in  their  homes,  or 
in  the  community. 

We  are  not  nearly  as  pessimistic  about 
the  older  person  not  being  able  to  leave  the 
hospital  and  take  his  place  in  the  community 
as  we  were  ten  years  ago.  We  have  seen 
many  who  have  been  able  to  get  treatment 
early,  return  to  their  families  and,  to  some 
extent,  be  productive.  These  factors,  how- 
ever, only  modify  the  situation.  We  are 
still  going  to  be  left  with  a tremendous  num- 
ber of  people  who  have  to  be  cared  for. 

At  the  present  time  in  Nebraska,  it  is 
almost  impossible  to  find  anyone  who  can 
take  an  older  person  who  is  helpless,  and 
care  for  him.  There  are  a few  homes  for 
old  people.  These,  in  the  main,  are  inade- 
quate, very  poorly  staffed,  very  poorly 
equipped,  and  in  many  instances,  actual  fire 
hazards,  if  not  fire  traps. 

The  difficulty  in  finding  some  place  for 
these  people  swamps  the  State  Hospitals  be- 
cause it  requires  our  taking  them,  and  keeps 
us  from  taking  younger  people  who  need 
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therapy.  At  the  present  time,  there  is  a 
waiting  list  of  about  500  who  wish  to  get  into 
one  of  our  three  State  Hospitals.  As  physi- 
cians, we  should  encourage  these  older  peo- 
ple to  take  therapy  for  their  emotional  dis- 
tress as  early  as  possible. 

It  is  quite  probable  that  Nebraska  will 
have  to  come  to  taking  care  of  its  helpless 
older  people  much  the  same  as  other  states, 
i.e.,  in  making  special  semi-hospital  type  in- 
stitutions for  them.  This  has  been  done  on 
the  West  Coast  and  also  in  the  more  heavily 
congested  Eastern  districts.  When  we  think 
of  this,  however,  Nebraska  is  up  against  the 
fact  that  there  are  not  sufficient  men  to 
staff  the  hospitals  that  we  have,  which 
raises  the  question  as  to  how  we  would  staff 
another.  Therefore,  I do  not  believe  that  an 
old  people’s  home  is  the  answer.  I see  this 
only  as  a situation  wrhich  would  degenerate 
into  the  old  poor  farm,  which  most  of  our 
counties  have  abandoned.  Counties  dislike 
returning  to  this  situation,  and  I personal- 
ly am  not  in  favor  of  it.  I do  not  see  how 
active,  progressive  physicians  can  be  gotten 
to  staff  these  hospitals  adequately.  If  the 
layman  does  it,  then  it  soon  degenerates 
into  the  poor  farm. 

I suspect  that  in  time,  the  State  will  make 
provision  for  them,  just  as  it  has  for  its 
mentally  ill.  I see  no  reason  why  a special 


section  within  our  present  three  hospital 
grounds  could  not  be  set  aside  for  special 
construction  for  housing  for  this  older  age 
group.  They  need  attention,  but  do  not  need 
all  the  expensive  facilities  of  a modern  men- 
tal hospital.  They  would  require  little  of  the 
doctor’s  time,  and  yet  would  be  close  to  ade- 
quate mental  and  medical  attention  when  it 
is  needed.  They  could  then  be  moved  back 
to  the  semi-hospital  quarters  after  the  acute 
episode  is  over.  They  could  come  to  this 
section  of  the  hospital  in  the  same  way 
that  they  would  come  to  any  general  hos- 
pital ; at  their  request  or  the  request  of  their 
family.  This  would  take  care  of  a certain 
segment  of  our  population. 

There  is,  however,  another  segment  who 
could  pay  for  adequate  care,  but  facilities 
are  not  available.  This  could  be  handled  by 
erecting  special  semi-hospital  quarters  in 
connection  with  our  major  general  hospitals 
in  the  State,  which  we  can  find  in  Omaha, 
Lincoln,  Hastings,  Scottsbluff,  etc.  Here 
they  would  be  close  enough  to  a hospital 
where  they  could  be  moved  for  the  acute 
episodes,  and  then  returned  to  the  semi-hos- 
pital atmosphere  when  they  are  sufficiently 
recovered. 

I have  not  tried  to  solve  the  problem,  but 
only  to  suggest  steps  to  be  taken  towards 
the  solution. 


❖ * ❖ 


Melanoma 

ROBERT  A.  HILLYER,  M.D. 
Lincoln,  Nebr. 


Melanoma  has  been  discussed  to  the  point 
of  saturation.  Doctor  Scharnagle,  of  New 
York’s  Memorial  Hospital,  once  produced 
six  shoe  boxes  full  of  library  cards  on  mel- 
anoma and  said,  “That’s  before  1941.  After 
that  they  disseminated.”  Clinicians  who 
have  studied  the  subject  tend  to  retain  the 
ideas  they  originally  had.  However,  as  they 
continue  to  work  out  the  answers  in  their 
own  clinics  certain  unanimity  of  those  in- 
dividual conceptions  is  evident.  This  is  an 
attempt  to  outline  the  information  that  is 
agreed  upon. 

History.  The  earliest  available  treatise 
on  melanoma  is  by  Laennec  (1806)  with  in- 
troduction of  the  term.  There  was  then  a 
long  period  of  slow  clinical  and  pathological 
progress  climaxed  with  the  work  of  such 


men  as  Masson,  Bloch,  Becker  and  Gordon, 
to  name  a few(7).  And  now  there  is  a mod- 
ern period  in  which  aggressive  surgical 
treatment  is  featured(3- 9). 

Definitions.  These,  at  the  very  start  of 
this  summary,  will  bring  the  most  dissen- 
tion.  A melanoma  is  a cancer  derived  from 
melanoblasts(8).  A melanoblast  is  a cell 
capable  of  producing  melanin  as  contrasted 
to  the  chromataphore  which  is  a nonspecific 
histiocyte  that  has  engulfed  granules  of  pig- 
ment. A nevus  is  a lesion  composed  of  mel- 
anoblasts  and/or  melanophores.  A juvenile 
melanoma(11)  is  a prepubertal  lesion  in  which 
instance  they  have  not  appeared  to  be  malig- 
nant. 

The  dermatological  use  of  the  term  melan- 
oma to  designate  a benign  lesion  is  consid- 
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ered  by  surgeons  to  be  outmoded,  confusing, 
and  dangerous.  Terms  such  as  melanocar- 
cinoma  and  melanosarcoma  imply  histo- 
genesis which  is  not  understood.  The  term 
melanoblastoma  is  well  conceived  but  its 
tone  has  been  called  supererogatory  by  some. 
“Cancer”  is  the  single  word  used  to  define 
the  general  group  of  malignant  neoplasms. 
Elaboration  of  this  definition  was  voiced  by 
Hayes  Martin  in  1937  and  1940 (6).  Finally, 
Martin’s  admonition  to  drop  the  term  “lymph 
glands”  could  be  repeated  here. 

Clinical  Evolution.  Melanoma  is  the  most 
malignant  of  accessible  cancers (9).  Origin 
of  a melanoma  is  exemplified  in  the  accom- 
panying illustration.  In  the  evolution  of 
melanoma  it  must  be  noted  that  several 
prominent  men  believe  that  as  many  as  75 
per  cent  occur  de  novo.  Classically,  how- 
ever, origin  is  from  a nevus  or  within  an 
eye,  rarely  from  the  meninges.  The  nevus 
changes  in  outline  and  in  depth  of  color  with 
the  initiation  of  neoplasia.  It  might  become 
rounded  with  pigment,  darker  in  color,  or 
ulcerated.  These  changes  may  be  in  only 
a minute  part  of  the  preexisting  lesion,  or 
they  can  expand  a minute  lesion  to  consid- 
erable size  and  send  out  satellites  of  the 
same  characteristics.  With  the  earliest 
changes  the  commonest  complaint  is  per- 
haps itching.  Later  with  ulceration  a spot 
of  blood  may  exude  from  the  nidus.  En- 
largement of  regional  lymph  nodes  can  ap- 
pear early  or  late.  Dissemination  to  other 
parts  of  the  body  occurs  when  blood  chan- 
nels have  been  invaded  or  when  the  echelons 
of  lymph  nodes  have  been  overwhelmed 
This  dissemination  is  characteristically  biz- 
arre. It  may  be  to  any  part  or  within  an- 
other tumor.  Lung  involvement  is  general- 
ly terminal  and  is  then  diffuse. 

I like  to  classify  melanomas  in  four 
groups,  (1)  early  melanomas,  (2)  those 
threatening  to  disseminate,  (3)  those  dis- 
seminating and  (4)  those  disseminated.  Ul- 
ceration, bleeding,  satellite  lesions  and  re- 
gional lymph  node  involvement  are  threats 
of  dissemination.  Engorgement  of  those 
nodes  and  melanuria  would  indicate  a dis- 
seminating process.  Distant  metastasis  or 
cachexia  without  other  physiological  basis 
would  indicate  a disseminated  cancer. 

The  evolution  and  destination  of  juvenile 
melanoma  is  not  known.  We  would  be  crim- 
inally liable  if  we  allowed  a melanoma  to  re- 
main through  puberty,  and  how  else  could 
it  be  defined  than  by  excision?  Of  those 


nevi  which  attract  parental  concern,  one  in 
12  is  a juvenile  melanomam). 

Incidence.  When  scanning  vital  statistics 
it  is  of  interest  to  note  that  Nebraska  had 
2.2  carcinomas  of  the  skin  per  100,000  popu- 
lation in  1947.  This  is  close  to  the  1.8  per 
100,000  incidence  of  melanoma  as  reported 
in  Connecticut(7).  I would  guess  that  there 
are  from  30  to  40  new  cases  of  melanoma 
in  Nebraska  each  year. 

Melanoma  constitutes  about  one  per  cent 
of  malignant  tumors.  It  is  a little  more  fre- 
quent in  the  male.  The  following  is  an  out- 
line of  anatomical  incidence  in  whole  num- 


bers. 

Eye  - 20% 

Other  Head  and 

Neck  20% 

Lower  Extremities  ..  20% 
Upper  Extremities..  15% 

Trunk  15% 

Anus  2% 

Unknown  8% 


The  incidence  of  the  precursor  nevus  is  in- 
teresting. The  average  American  white  per- 
son has  18  to  20  nevi.  Only  about  15  per 
cent  of  these  nevi  appear  capable  of  malig- 
nant metamorphosis  in  the  adult(1).  Posi- 
tive identification  of  a precancerous"  nevus  is 
difficulty  clinically(1« 11). 

Persons  with  hybrid  pigment  character- 
istics are  most  susceptible.  The  Negro  type 
most  affected  in  the  United  States  is  mulat- 
to. A sandy-haired,  fair-skinned,  freckled 
type  is  commonly  found  in  melanoma  clinics. 
Persons  with  unusual  coloring  and  skin  pig- 
mentation are  also  worthy  of  special  sur- 
veillance. Certain  monstrous  congenital 
nevi  seem  to  be  the  product  of  hybrid  pig- 
ment characteristics,  and  they  are  likely  to 
become  melanotic.  This  brings  to  mind  the 
fascinating  story  in  the  work  of  Myron  Gor- 
don^). Atop  the  American.  Museum  of  Na- 
tural History  in  New  York  he  has  many 
thousands  of  tropical  fish,  most  of  which 
present  bizarre  pigment  characteristics.  He 
can  show  you  certain  of  those  fishes  which 
will  develop  melanoma,  and  he  can  tell  where 
and  when  they  will  develop  for  one  particu- 
lar fish.  The  fish  are  the  product  of  breed- 
ing some  which  were  long  isolated  in  the 
mountains  of  Mexico  with  certain  pigmented 
species  of  the  rest  of  the  world.  Certainly, 
we  cannot  compare  human  melanoma  with 
that  of  lower  animals,  but  there  is  an  amaz- 
ing similarity,  and  he  states  that  he  has 
even  demonstrated  metastatic  disease'  in 
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these  tiny  fishes.  Similarly,  a gray  horse 
does  not  breed  truly,  and  we  know  that 
about  12  out  of  15  gray  horses  over  the  age 
of  12  will  have  melanoma. 

Histogenesis  and  Etiology.  In  regard  to 
histogenesis  it  must  be  allowed  that  any- 
thing said  as  summary  will  probably  be  dog- 
matic. These  remarks  are  intended  to  be 
broad  enough  to  suit  the  purpose  of  a prac- 
titioner, however.  The  adherents  to  either 
the  neurogenic  or  the  epidermal  theory  of 
origin  of  melanoma  agree  that  the  source  is 
by  a common  stem  cell.  It  is  further  agreed 
that  melanoma  originates  in  the  basal  level 
of  the  epidermis,  whether  from  “dendritic” 
or  “true”  epidermal  cells. 

The  precancerous  nevus  appears  to  be  one 
with  junctional  change,  whatever  the  cause 
of  that  change.  Characteristically  the  pre- 
cancerous nevus  type  is  predominant  in 
childhood  but  recessive  in  the  adult.  Nevi 
of  palms,  soles  and  scrotum  are  especially 
of  the  precancerous  type.  The  blue  nevus 
(Jadassohn-Tieche  nevus)  is  not  offensive 
as  long  as  it  is  identified.  As  previously 
stated,  the  destiny  of  the  juvenile  melanoma 
is  not  known.  The  endocrine  factor  appears 
to  be  a prerequisite  rather  than  an  instiga- 
tor, however. 

Melanogenesis  at  present  is  of  academic 
interest  only.  The  dopa  and  silver  reactions, 
as  described  by  Masson (7),  have  no  applica- 
tion for  most  practitioners. 

Trauma  may  play  a part  in  the  develop- 
ment of  melanoma  in  certain  respects.  The 
palms  and  soles  are  especially  subjected  to 
trauma  of  use,  and  malignant  metamorpho- 
sis is  frequently  seen  in  these  areas.  Sim- 
ilarly, blemishes  of  the  head  and  neck  are 
subjected  to  picking,  and  inframammary  le- 
sions are  irritated  by  the  edge  of  the  bras- 
siere. Chemical  or  electro-cautery  may  abet 
the  process,  but  this  is  not  proved.  Im- 
proper biopsy,  wherein  the  lesion  is  cut  into 
or  needled,  may  stir  up  the  growth  tendency 
for  all  we  know. 

Diagnosis.  This  must  be  accomplished 
without  disseminating  the  disease.  It  can 
be  made  prior  to  or  along  with  the  treat- 
ment. Biopsy  should  generally  be  excisional 
in  type.  In  this  method  the  entire  lesion 
along  with  a safe  margin  of  normal  tissue 
is  removed  intact.  Melanomas  that  have 
been  cut  or  punched  into  tend  to  fulminate 
more  readily.  If  curative  treatment  is  pre- 
cluded by  dissemination  of  disease,  then  a le- 
sion may  just  as  well  be  cut  into  for  diag- 


nosis. Biopsy  is  not  desirable  and  is  not 
necessary  for  lymph  nodes  in  most  instances. 
If  it  is  necessary  to  make  the  diagnosis  from 
a lymph  node  metastasis,  then  the  aspiration 
method  is  preferred,  because  it  is  less  trau- 
matic than  digging  out  the  node.  The  path- 
ologist is  not  expected  to  make  a differen- 


Melanoma  appearing  in  a nevus,  in  a common  location  and 
at  the  age  of  greatest  incidence.  (From  Head  and  Neck  Clinic 
of  Memorial  Hospital,  New  York,  New  York.  Mrs.  E.  D. — 
July  7,  1947). 

tiation  between  epidermoid  carcinoma  and 
melanoma  on  the  basis  of  needled  bits  of 
node.  A one  word  diagnosis  is  all  that  is  re- 
quired for  indication  of  node  dissection  of 
the  area  in  most  cases.  He  can  make  his 
differentiation  thereafter. 

In  biopsy  of  cancer  the  time  factor  is  often 
interesting.  McMaster(5)  has  shown  us  that 
particulates  in  the  lymphatics  will  streak  up 
the  length  of  the  arm  in  a few  minutes  un- 
der normal  conditions.  This  leaves  plenty  of 
time  for  dissemination  between  formal  bi- 
opsy and  resection.  Therefore,  the  lesion 
must  be  taken  intact,  even  if  in  the  operat- 
ing room  preparatory  to  a wider  dissection. 

Physical  examination  of  a patient  with 
melanoma  must  be  complete.  He  must  be 
examined  with  all  his  clothing  removed,  as 
multiple  primaries  of  melanoma  are  known, 
and  distant  metastasis  may  be  well  con- 
cealed. 

The  only  laboratory  test  to  appear  fre- 
quently in  the  literature  is  examination  of 
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urine  for  melanuria.  Specimens  must  be 
collected  over  long  periods  of  time,  and  even 
then  it  is  sometimes  difficult  to  interpret  the 
findings.  It  is  generally  though,  though, 
that  excessive  melanuria  indicates  dissem- 
inating disease. 

Treatment.  Management  of  melanoma  is 
pretty  well  agreed  upon  now  except  for  the 
indications  for  radical  amputations  and  cer- 
tain of  the  more  radical  dissections.  In  con- 
sidering my  four  different  clinical  grades  of 
melanoma  the  following  recommendations 
would  prevail. 

Early  melanoma  should  be  widely  and 
deeply  excised  without  any  previous  tamper- 
ing. Then,  when  diagnosis  is  established, 
a wider  and  deeper  excision  should  be  done, 
requiring  a skin  graft  in  most  regions.  The 
regional  lymph  nodes  are  then  also  dissected 
if  they  are  readily  accessible,  and  this  is 
best  done  in  continuity (5>  7’ 10). 

A melanoma  threatening  to  disseminate 
would  more  surely  demand  dissection  of  re- 
gional lymph  nodes. 

A lesion  that  is  disseminating  will  still  de- 
mand radical  surgical  removal  so  long  as  the 
actual  dissemination  cannot  be  proved.  If 
it  is  not  practicable  to  do  the  dissection  of 
regional  lymph  nodes  in  continuity,  then  the 
wide  local  excision  should  be  done,  and  the 
node  bearing  area  dissected  thereafter.  It 
is  again  emphasized  that  biopsies  of  the 
nodes  are  not  advised.  If  the  node  bearing 
area  is  far  removed  from  the  primary  lesion, 
then  radical  amputations  are  more  ideal. 
Unusually  broad  dissections  are  conceived 
for  the  individual  case. 

Disseminated  melanoma  requires  only  ex- 
pectant treatment.  Little  palliation  is  need- 
ed, as  exodus  is,  “ . . . sans  avoir  eprouve 
d’agonie,”  as  related  by  Laennec(4).. 

Perhaps  2.5  per  cent  of  melanomas  are 
radiosensitive,  but  this  treatment  is  now  sel- 
dom used. 

In  regard  to  dissection  of  distant  node 
area  not  in  continuity,  I recall  only  two 
cases  of  long  term  survival  wherein  such 
nodes  were  positive.  One  has  survived  nine 
years  and  a Dukes  B carcinoma  of  the  sig- 
moid by  four  years.  Radical  amputations 
are  more  logical  in  such  cases,  but  strange- 
ly they  are  not  permitted  nor  agreed  upon 
as  readily  as  for  a sarcoma  with  less  chance 
of  survival.  Radical  amputations  are  prac- 
tical, have  a low  mortality  and  low  mor- 


bidity. These  and  unusually  great  dissec- 
tions are  conceived  for  the  individual.  On 
the  other  hand,  bilateral  groin  dissection  in 
continuity  with  vulvectomy  is  an  unques- 
tionably valid  undertaking.  Bilateral  axil- 
lary dissection  is  less  well  "defined,  but  one 
person  is  surviving  in  the  sixteenth  *year. 

Prognosis.  This  is  best  conceived  for  the 
individual  case.  It  is  the  custom  of  sur- 
geons in  the  Pack  Group  to  note  the  prog- 
nosis for  an  individual  case  on  the  clinical 
record,  and  these  estimates  have  proved 
quite  accurate.  At  present  it  is  very  difficult 
to  evaluate  statistics.  Perhaps  a five-year 
survival  of  over  10  per  cent  overall  cure 
might  be  procured. 

The  following  are  exemplary  statistics: 

5-Year 

Survival 


Author  Rate 

deCholnoky(2)  19.2% 

DeWeese<3)  25.4%* 

Pack,  et  aK9) : 9.7% 

MacDonald  (Conn.  State)  CD 16.8% 

* (7.9%  N.E.D.) 


In  interpreting  mortality  statistics  of 
melanoma  it  must  be  remembered  that  th£re 
are  more  survivors  of  melanoma  of  the  eye 
than  of  the  skin  in  general,  and  one  clinic  will 
attract  more  eye  disease  than  another.  An- 
other alterant  of  statistics  is  the  number  of 
obviously  disseminated  cases  admitted  by  a 
particular  clinic.  The  recent  appraisal  of 
juvenile  melanoma  would  also  alter  the  mor- 
tality statistics  in  some  of  the  series.  Pack 
reported  a 17.7%  five-year  survival  rate  aft- 
er surgical  attack  on  localized  disease  and 
15.6%  five-year  salvage  of  those  with  meta- 
static disease.  Thus  it  can  be  seen  that  any 
margin  of  operability  is  worth  grasping. 
Furthermore,  the  nearness  of  figures  for 
local  and  metastatic  disease  would  indicate 
that  more  node  dissections  should  be  done 
as  a routine.  DeWeese  noted  that  only  65 
per  cent  of  the  patients  coming  to  the  clinic 
had  resectable  disease.  This  would  make 
his  salvage  rate  appear  quite  high  for  those 
resected. 

In  view  of  this  material,  may  I suggest 
that  those  nevi  which  possess  any  sign  sug- 
gestive of  neoplasia  or  have  a reasonable 
possibility  of  becoming  cancer  be  excised. 

Medical  literature  indicates  that  the  per- 
centage of  long  term  survivors  of  melanoma 
will  continue  to  increase  with  the  more  uni- 
versal application  of  aggressive  surgical 
treatment. 


(References  in  Reprints) 


390 


ANNO  UN  CEMENTS 


Nebr.  S.  M.  Jour. 
November,  1949 


The  Nebraska  State 
Medical  Journal . 

Sharp  Building,  Lincoln,  Nebraska 
Federal  Securities  Building,  Lincoln,  Nebraska 


HERMANN  M.  JAHR,  M.D.,  Editor Omaha 

No.  3.  Mezzanine.  Medical  Arts  Building 

M.  C.  SMITH,  Business  Manager Lincoln 

1315  Sharp  Building,  Tel.  2-7585 

COMMITTEE  ON  JOURNAL  AND  PUBLICATION 

W.  H.  Heine,  Chairman Fremont 

F.  W.  Niehaus Omaha 

J.  C.  Thompson Lincoln 

R.  B.  Adams,  Ex  Officio Lincoln 


Subscription  $2.50  Per  Year.  Single  Copies  35c  Each 


The  Publication  Board  does  not  assume  responsi- 
bility for  opinions  expressed  in  original  articles 
published  in  this  Journal. 

Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original,  not  the  carbon,  submitted. 

Reprints  should  be  ordered  from  the  printer,  The 
Huse  Publishing  Co.,  Norfolk,  Nebraska. 

Entered  at  the  Post  Office  at  Norfolk,  Nebraska, 
as  second  class  matter. 


Vol.  34  November  No.  11 


THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  admjnister  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 


ANNOUNCEMENTS 


CALL  FOR  PAPERS 

Members  who  wish  to  present  a paper  before  the 
Annual  Session  of  the  Nebraska  State  Medical  As- 
sociation in  May,  1950,  should  send  in  title  now  to 
Dr.  R.  B.  Adams,  Secy.,  1315  Sharp  Bldg.,  Lincoln, 
Nebr. 

No  requests  will  be  accepted  after  January  1st. 


The  Council  on  Industrial  Health  will  hold  its 
Tenth  Annual  Congress  on  Industrial  Health  at  the 
Roosevelt  Hotel  in  New  York  City,  February  20 
and  21. 


The  Department  of  the  Army  is  urgently  in  need 
of  Medical  Officers  to  serve  in  a civilian  capacity 
with  the  occupation  forces  in  Japan.  These  posi- 
tions, which  involve  the  performance  of  the  various 
duties  of  a general  practitioner  on  an  Army  Hos- 
pital Staff,  offer  an  excellent  opportunity  for  broad 
experience. 

The  salary  for  these  positions  is  $6235.20  per 
year  plus  10%  post  differential  with  quarters  pro- 
vided at  no  cost  to  the  employee.  Individuals  se- 
lected for  appointment  must  agree  to  remain  a 
minimum  of  two  years.  Transportation  is  fur- 
nished to  and  from  Japan.  Dependents  may  join 
the  employee  in  approximately  eight  to  ten  months 
after  his  arrival  in  the  command. 


Advance  registrations  and  hotel  reservations  are 
now  being  received  for  the  1949  Clinical  Session — 
the  third  annual  mid-year  meeting  of  the  A.M.A. — 
to  be  held  in  Washington,  December  6-9. 

Attention  to  those  details  at  this  time  will  as- 
sure physicians  a wide  choice  of  hotel  accommoda- 
tions and  will  eliminate  all  delay  in  registering  at 
the  National  Guard  Armory  upon  arrival  in  Wash- 
ington. Requests  for  reservations  should  be  made 
before  November  9 and  sent  to  the  Chairman  of  the 
Subcommittee  on  flotels,  American  Medical  Asso- 
ciation, Hotel  Reservation  Bureau,  Star  Building, 
Washington  4,  D.  C. 

For  the  convenience  of  doctors  making  advance 
registrations  and  reservations,  The  Journal  of  the 
American  Medical  Association  is  publishing  in  its 
advertising  section  every  week,  convenient  hotel 
reservation  and  advance  registration  blanks.  Listed 
also  are  the  leading  hotels  and  their  rates. 


BOOKS  RECEIVED 

WORDS  INTO  TYPE — A guide  in  the  preparation  of  Man- 
uscripts ; for  Writers.  Editors.  Proofreaders  and  Printers  ; based 
on  studies  by  Marjorie  E.  Skillin,  Robert  M.  Gay,  and  other 
authorities.  585  pages,  including  appendix  and  index.  Apple- 
ton-Century- Crofts,  Inc.,  New  York.  $5.00. 

THE  PHYSICIAN'S  BUSINESS  — Practical  and  Economic 
Aspects  of  Medicine.  George  D.  Wolfe.  M.D.,  As  t.  Clinical 
Professor  Otolaryngology.  New  York  Medical  College ; Fellow. 
New  York  Academy  of  Medicine ; Fellow.  American  Medical 
Association.  Foreword  by  Harold  Rypins,  A.B..  M.D..  F.A.C.P. 
Third  Edition.  96  illustrations,  563  pages  including  index.  J.  B. 
Lippincott  Company.  East  Washington  Square.  Philadelphia.  Pa. 
S10.00. 
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NATIONAL  EDUCATION  CAMPAIGN 

Mr.  Clem  Whitaker,  national  education 
campaign  director  for  the  American  Medical 
Association,  stated  recently  that  the  full  im- 
pact of  the  national  campaign  is  now  begin- 
ning to  be  felt  and  that  it  will  continue  to 
improve  from  this  time  forward. 

“There  is  no  doubt  of  the  effectiveness  of 
this  literature  campaign  as  our  friends  in 
Congress  have  told  us  that  there  is  a tre- 
mendous improvement  in  the  tone  of  Con- 
gressional mail  on  this  issue,”  Whitaker  said. 

The  campaign  director  related  that  to  date 
approximately  55,000,000  pamphlets,  posters, 
leaflets,  etc.,  have  been  distributed,  and  that 
the  total  will  probably  reach  85,000,000  by 
the  end  of  the  year.  In  the  few  short  months 
of  its  existence,  the  campaign,  under  Mr. 
Whitaker  and  Miss  Leone  Baxter,  has  been 
a real  success.  The  defeat  of  the  President’s 
Reorganization  Plan  No.  1 by  a vote  of  60  to 
32  is  proof  of  that. 

Referring  to  this  victory,  Mr.  Whitaker 
commented:  “It  is  eloquent  evidence  of  the 

effectiveness  of  the  doctors’  work  when  they 
speak  out  forcefully  against  a program  and 
can  convince  the  public  of  the  rightness  of 
their  case.” 

Some  Nebraska  doctors  have  not  yet  paid 
their  $25  special  assessment  (the  first  in  the 
history  of  the  A.M.A.)  in  support  of  this 
strong  educational  campaign.  If  you  are  one 
of  those,  please  send  your  check  immediately 
to  the  headquarters  office  or  to  your  county 
society  secretary.  Remember,  the  sole  pur- 
pose of  this  campaign  is  to  tell  the  American 
people  the  truth  about  compulsory  health  in- 
surance, thereby  preserving  your  free  prac- 
tice of  medicine. 

As  Mr.  Whitaker  pointed  out  in  a recent 
speech,  the  theme  of  the  campaign  is  taken 
from  a few  words  by  Abraham  Lincoln: 

“Public  sentiment  is  everything.  With 
public  sentiment,  nothing  can  fail;  without 
it,  nothing  can  succeed.  He  who  moulds  pub- 
lic sentiment  goes  deeper  than  he  who  en- 
acts statutes  or  pronounces  decisions.  He 
makes  statutes  or  decisions  possible  or  im- 
possible to  execute!” 


‘SMALL  FRY’ 

Your  Public  Relations  Committee  contin- 
ues its  accelerated,  positive  program  on  be- 
half of  medicine  in  Nebraska.  Since  the  lat- 
ter part  of  April,  the  committee  has  held 
nine  meetings,  a tribute  to  its  work  and  en- 
ergy. 

One  of  the  committee’s  major  objectives 
was  accomplished  Sept.  16  when  a Code  of 
Cooperation  was  established  with  the  news- 
paper and  radio  professions  in  Nebraska.  For 
complete  details  on  the  Code,  please  refer  to 
Bulletin  No.  10,  dated  Sept.  28,  1949. 

In  a few  short  weeks  a second  prime  ob- 
jective has  also  become  a reality.  That  is 
the  establishing  of  an  “extended”  Public  Re- 
lations Committee,  with  members  in  each 
county  society.  As  a means  of  informing 
these  new  members  of  their  responsibilities, 
two  meetings  were  scheduled. 

The  first  meeting,  held  October  6 at  Oma- 
ha, was  attended  by  more  than  80  doctors 
and  members  of  the  woman’s  auxiliary.  The 
public  relations  program  outlines,  utilizing 
for  the  first  time  the  talents  of  the  auxiliary, 
was  acclaimed  by  all  as  a powerful  media  for 
perfecting  better  relations  between  laymen 
and  the  medical  profession.  It  will  klso  be  a 
strong  asset  in  fighting  socialized  medicine. 

As  this  is  written,  final  plans  are  being 
made  for  the  second  meeting,  to  be  held  Oct. 
13  at  North  Platte.  This  meeting  was  set  in 
an  attempt  to  make  it  easier  for  doctors  and 
their  wives  in  the  western  part  of  the  state 
to  attend.  The  attendance  at  this  conference 
may  guide  the  planning  of  future  association 
meetings. 

Your  Public  Relations  Committee  asks  the 
support  of  every  doctor  and  auxiliary  mem- 
ber in  its  aggressive,  state-wide  program. 
This  cooperation  must  exist  if  the  struggle 
against  state  medicine  is  to  be  waged  with 
the  vigor  of  the  entire  association.  For  as 
one  committee  member  said  at  Omaha, 
“we’re  not  dealing  with  small  fry.” 


ELECTION  OF  OFFICERS 

Now  that  the  county  societies  have  re- 
sumed meetings,  much  thought  should  be 
given  to  the  election  of  officers.  There  can 
be  no  doubt  that  1950  will  be  a “Crisis  Year” 
for  American  medicine  when  compulsory 
health  insurance  is  finally  brought  to  the 
floors  of  Congress. 
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The  individual  state  and  county  medical 
societies  will  form  the  bulwark  of  the  fight 
against  this  scheme.  For  that  reason  we 
must  have  officers  who  will  be  active  and 
alert  to  the  problems  facing  the  medical  pro- 
fession. Choose  your  officers  carefully,  for 
they  will,  to  a large  measure,  be  the  leaders 
in  your  fight  against  compulsion  from  the 
federal  government. 


CODE  OF  COOPERATION 

Adopted  September  16,  1949,  by  representatives 
of  the  Nebraska  Press  Association,  Nebraska 
•.  Broadcasting  Association,  Nebraska  Hospital  As- 
sembly and  the  Nebraska  State  Medical  Associa- 
tion. 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
PREAMBLE 

The  recommendations  proposed  in  this  code 
shall  not  be  construed  by  members  of  the  Nebraska 
State  Medical  Association  as  a breech  of  the  time- 
honored  Code  of  Medical  Ethics  which  has  con- 
demned the  seeking  of  personal  publicity  by  physi- 
cians. This  code  has  been  created,  in  keeping  with 
the  times,  to  provide  for  a relationship  between 
physicians,  hospitals  and  communication  facilities 
which  will  permit  the  accurate  dissemination  of 
medical  news. 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 

1.  The  personnel  of  the  executive  office  of  the 
Nebraska  State  Medical  Association  shall  aid  rep- 
resentatives of  the  communication  facilities  to  ob- 
tain authentic  information  as  promptly  as  possible 
on  health  and  medical  subjects.  If  desired  infor- 
mation is  not  immediately  available,  the  executive 
office  shall  obtain  the  information  or  shall  refer 
the  communication  facilities  to  a competent  author- 
ity. 

2.  Officers,  committee  chairmen,  or  designated 
spokesmen  of  the  Nebraska  State  Medical  Associ- 
ation may  be  quoted  and/or  named  when  discussing 
medical  news  for  the  purpose  of  giving  accurate 
information  to  the  public.  A list  of  current  spokes- 
men of  the  state  medical  association  shall  be  sup- 
plied to  representatives  of  the  communication  fa- 
cilities, and  shall  be  on  file  in  the  executive  office 
and  the  offices  of  the  county  and  district  medical 
societies  throughout  the  state. 

3.  County  and  district  medical  societies  in  Ne- 
braska shall  adopt  a policy  similar  to  that  outlined 
in  the  foregoing  paragraph.  These  societies  shall 
forward  the  names  of  their  spokesmen  to  their  lo- 
cal communication  facilities  representatives  a s 
well  as  to  the  executive  office  of  the  Nebraska 
State  Medical  Association. 

County  and  district  medical  society  spokesmen 
shall  keep  the  executive  office  of  the  Nebraska 
State  Medical  Association  advised  regarding  medi- 
cal news  which  they  believe  should  have  statewide 
or  national  coverage. 

4.  The  wishes  of  the  attending  physician  or  sur- 
geon as  to  the  use  of  his  name  or  a direct  quota- 
tion concerning  the  condition  of  his  patients  shall 


be  respected.  He  may  give  information  to  a spokes- 
man for  release  to  the  communication  facilities  if 
it  does  not  jeopardize  the  doctor-patient  relation- 
ship or  violate  the  confidence,  privacy,  or  legal 
rights  of  the  patient. 

The  following  outline  is  for  the  guidance  of 
spokesmen  when  giving  information  to  the  com- 
munication facilities: 

a.  In  cases  of  accident  or  other  emergency:  the 
nature  and  degree  of  injury,  and  probable  prog- 
nosis. 

b.  In  cases  of  illness  of  a person  in  whom  the 
public  has  a rightful  interest:  the  nature  and  grav- 
ity of  the  illness,  and  prognosis. 

c.  In  cases  of  unusual  injury,  illness,  or  treat- 
ment: The  above  information  and  any  scientific 

information  pertinent  to  the  case  which  might  be 
helpful  in  clarifying  to  the  reader  the  contents  of 
the  news  item. 

Any  physician  aware  of  such  a case  is  urged  to 
notify  the  designated  spokesman  of  his  local  medi- 
cal society  so  that  the  item  may  be  released  im- 
mediately to  the  communication  facilities. 

HOSPITALS 

1.  Each  hospital  shall  designate  spokesmen  who 
may  give  authentic  information  at  any  time  during 
the  day  or  night  to  the  communication  facilities  re- 
garding patients  in  the  hospital  if  the  attending 
physician  is  not  available.  Hospital  spokesmen 
shall  be  guided  by  the  provisions  set  forth  in  Sec- 
tion Four  under  Nebraska  State  Medical  Associa- 
tion. These  spokesmen  shall  be  made  known  to  the 
proper  officials  at  all  communication  facilities  in 
the  community  served  by  the  hospital.  Hospital 
spokesmen  may  provide  only  information  that  shall 
not  jeopardize  the  hospital-patient  relationship  or 
violate  the  confidence,  privacy  or  legal  rights  of 
the  patient. 

2.  When  information  is  released  to  the  com- 
munication facilities  regarding  hospital  procedure, 
equipment,  facilities  for  treatment,  or  other  fea- 
tures of  hospital  sex-vice,  hospital  spokesmen  shall 
be  careful  to  refrain  from  giving  the  impression 
that  such  facilities  exist  only  in  the  hospital  named, 
unless  that  is  the  fact. 

COMMUNICATION  FACILITIES 

1.  Representatives  of  the  communication  facili- 
ties shall  be  ever  mindful  of  the  obligations  of  the 
physicians  and  hospitals  to  patients  and  shall  co- 
operate by  refraining  from  any  action  or  demand 
that  might  jeopardize  the  health  of  the  patient  or 
violate  the  confidence,  privacy  or  legal  rights  of  the 
patient. 

2.  When  a physician  or  hospital  spokesman  is 
quoted  directly  and  by  name,  representatives  of  the 
communication  facilities  shall  make  certain  that 
the  quotation  prepared  for  release  is  accurate,  both 
in  content  and  in  context. 

3.  Representatives  of  the  communication  facili- 
ties shall  exercise  editorial  judgement  when  dis- 
seminating medical  information  and  make  certain 
that  it  does  not  exploit  the  patient,  the  physician  or 
the  hospital. 

4.  Representatives  of  the  communication  facili- 
ties shall  make  every  reasonable  effort  to  obtain 
authentic  information  from  qualified  sources,  as  in- 
dicated in  the  foregoing  sections. 
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WOMAN'S  AUXILIARY 


How  we,  the  Woman’s  Auxiliary,  could 
most  effectively  perform  our  role  in  the 
“grass  roots”  campaign  for  American  medi- 
cine, was  pointed  out  to  us  in  a Public  Rela- 
tions Conference  of  the  Nebraska  State  Med- 
ical Association.  The  meetings  were  held  at 
the  Paxton  Hotel,  Omaha,  October  6,  and 
among  those  present  were  the  county  society 
public  relations  committees  of  the  State  Med- 
ical Association,  and  the  Auxiliary  advisory 
board  and  public  relations  committee,  as  well 
as  Auxiliary  county  presidents  and  public  re- 
lations chairmen.  We  were  invited  to  attend 
in  order  to  gear  our  activities  smoothly  into 
the  campaign  patterns  of  the  state  society, 
and  thus  achieve  a well-coordinated  informa- 
tive program  to  carry  the  truth  about  gov- 
ernment-controlled medicine  to  the  public. 

Dr.  J.  D.  McCarthy,  Omaha,  president, 
called  the  joint  meeting  to  order  and  pointed 
out  the  need  for  a national  educational  cam- 
paign supported  by  every  member  of  the 
profession  in  a program  designed  to  “get 
down  to  the  grass  roots.”  Dr.  Harold  S. 
Morgan,  Lincoln,  Chairman  of  the  Public  Re- 
lations Committee,  outlined  the  accomplish- 
ments of  the  state  committee  to  date,  out- 
standing among  which  is  the  Code  of  Coop- 
eration between  the  medical  profession  and 
the  communication  facilities,  the  press  and 
radio.  Discussion  followed  the  report  and 
then  the  conference  divided  into  two  sec- 
tions. 

Dr.  J.  D.  McCarthy,  Dr.  C.  R.  Williams, 
Syracuse,  Advisory  Council,  and  Dr.  D.  B. 
Wengert,  Fremont,  were  called  upon  by  Mrs. 
C.  Fred  Ferciot,  State  Auxiliary  President. 
We  were  given  sound  and  practical  direction 
whereby  we  could  be  most  helpful  in  the 
campaign  against  compulsory  and  for  volun- 
tary health  insurance.  The  following  needs 
were  stressed: 

1.  To  organize  everywhere,  and  revitalize  dor- 
mant units  throughout  the  state. 

2.  To  actively  participate  in  organizations  such 
as  the  P.T.A.,  civic  clubs,  women’s  clubs,  and  church 
groups.  To  attend  these  meetings  in  order  to  be  on 
hand  to  counteract  attacks  against  American  medi- 
cine if  and  when  they  arise. 

3.  To  obtain  resolutions  from  these  various  or- 
ganizations, endorsing  or  opposing  certain  legisla- 
tive bills. 

4.  To  flood  the  Senate  and  House  with  opinions 
from  the  individual;  to  address  and  write  letters  in 
longhand. 


5.  To  enlighten  the  public  regarding  the  Ne- 
braska Foundation,  whose  objective  is  to  finance 
worthy  medical  students,  to  further  the  purposes  of 
nursing,  and  sponsor  research  problems  in  hospitals 
and  schools. 

6.  To  use  the  press  and  radio,  with  the  counsel 
of  the  Advisory  Council. 

7.  To  have  members  inform  themselves  thor- 
oughly, and  to  transmit  information  regarding  meet- 
ings and  activities  of  the  local,  state  and  national 
medical  groups  to  a busy  husband. 

8.  To  have  members  or  a committee  from  the 
local  auxiliary  form  a reporting  service  whereby 
they  forward  to  the  headquarters  office  all  news- 
paper clippings  from  their  local  newspaper  pertain- 
ing to  medical  matters  or  other  information  of  value. 

The  husbands  and  wives  then  rejoined  for 
refreshments  in  the  ballroom,  which  was  fol- 
lowed by  a dinner.  We  left  the  sessions  im- 
pressed with  our  share  of  the  responsibility 
for  the  success  of  the  campaign  against  gov- 
ernment-controlled medicine,  and  a willing- 
ness to  carry  out  our  assignment  as  proposed 
by  our  doctor  husbands. 

Mrs.  C.  E.  Abbott  of  Minden  was  in  charge 
of  the  program  Wednesday  evening,  Sept.  28, 
when  the  Adams  County  Medical  Society 
Auxiliary  met  at  the  Hastings  State  Hos- 
pital. She  presented  the  structure  and  aims 
of  the  American  Medical  Association  and  led 
a general  discussion  period. 

Mrs.  C.  W.  Guildner  presided  at  the  rou- 
tine business  meeting.  Mrs.  H.  H.  Zinneman 
of  Lincoln  was  a guest. 

The  session  was  preceded  by  dinner  with 
the  medical  society,  for  which  the  tables 
were  decorated  with  fall  flowers. 

Mrs.  G.  Kenneth  Muehlig,  Omaha 
Press  and  Publicity  Chairman 
Woman’s  Auxiliary 
Nebraska  State  Medical  Assn. 


AMERICAN  MEDICAL  ASSOCIATION 
NEWS 

The  Board  of  Trustees  of  the  American  Medical 
Association  on  October  6 issued  a public  statement 
“protesting  the  use  of  a police  arm  of  the  Govern- 
ment— namely,  the  Anti-Trust  Division  of  the  De- 
partment of  Justice  — in  a campaign  to  discredit 
American  medicine  and  terrorize  physicians  into 
abandoning  their  opposition  to  Compulsory  Health 
Insurance.” 

The  statement  revealed  that  16  State  and  County 
Medical  Societies,  and  other  medical  organizations, 
including  the  A.M.A.  itself,  have  been  made  the  tar- 
gets for  investigations  by  the  Anti-Trust  Division 
of  the  Justice  Department  during  the  past  30  days. 

The  medical  groups  suddenly  brought  under  in- 
vestigation, it  was  announced,  include  the  following: 

American  Medical  Association,  New  York  State  Medical  So- 
ciety. Utah  State  Medical  Association,  Washington  State  Med- 
ical Society,  Arkansas  Medical  Society  and  the  Oklahoma  State 
Medical  Association. 
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Michigan  Medical  Service,  a Blue  Shield  prepaid  medical  care 
plan,  and  the  Arkansas  Blue  Cross-Blue  Shield  Plan. 

Los  Angeles  County  Medical  Society,  California  ; Beckham 
County  Medical  Society.  Oklahoma  ; Wayne  County  Medical  So- 
ciety, Michigan  ; Harris  County  Medical  Society,  Texas  ; King 
County  Medical  Society,  Washington,  and  the  New  York  Coun- 
ty, Nassau  County  and  Queens  County  Medical  Societies  in 
New  York  State. 

The  A.M.A.  statement  follows: 

“This  is  an  official  statement  of  the  Board  of 
Trustees  of  the  American  Medical  Association,  pro- 
testing the  use  of  a police  arm  of  the  Government — 
namely,  the  Anti-Trust  Division  of  the  Department 
of  Justice — in  a campaign  to  discredit  American 
medicine  and  terrorize  physicians  into  abandoning 
their  opposition  to  Compulsory  Health  Insurance. 

“The  A.M.A.  has  opened  its  records  to  the  Justice 
Department,  without  reservation,  and  medical  so- 
cieties throughout  the  country  undoubtedly  will  do 
likewise,  but  we  intend  to  keep  the  public  fully  in- 
formed of  developments,  as  we  are  convinced  that 
these  are  not  bona  fide  anti-trust  investigations,  and 
that  the  American  people  will  not  tolerate  Police 
State  methods  in  this  country. 

“We  would  be  naive,  indeed,  if  we  ignored  the 
political  implications  of  this  sudden  rash  of  investi- 
gations, attacking  medical  societies,  at  a time  when 
the  Administration  is  doing  its  utmost  to  stifle  op- 
position to  its  proposed  system  of  Government-con- 
trolled  medical  care. 

“This  scheme,  it  is  specifically  provided,  would  be 
a Government-monopoly,  to  which  every  citizen 
would  be  compelled  to  contribute,  and  which  would 
destroy  all  the  hundreds  of  Voluntary  Health  In- 
surance systems  which  now  provide  prepaid  health 
care  for  more  than  61,000,000  of  the  American  peo- 
ple. 

“Certainly-  it  will  be  a travesty  on  justice  if  the 
Anti-Trust  Division  of  the  Justice  Department  can 
be  used  to  silence  opposition  to  the  creation  of  a 
Government-trust  in  medicine. 

“The  American  people,  we  believe,  will  hardly 
think  it  a coincidence  that  these  anti-trust  investi- 
gations should  be  ordered  at  this  time— after  there 
have  been  repeated  threats  that  medical  groups 
would  be  ‘investigated’  because  of  their  opposition 
to  socialized  medicine. 

“The  chronology  of  events,  since  the  American 
Medical  Association  decided  to  make  a nation-wide 
campaign  against  Compulsory  Health  Insurance, 
and  in  behalf  of  Voluntary  Health  Insurance,  is,  we 
believe,  of  real  significance. 

“In  November,  1948,  the  A.M.A.,  at  its  mid-winter 
meeting,  voted  to  collect  funds  from  its  members  to 
finance  a campaign  of  public  education  on  this  is- 
sue. A public  announcement  was  made  to  that  ef- 
fect. 

“Only  a month  later,  in  December,  agents  of  the 
Department  of  Justice  called  on  the  Chicago  Med- 
ical Society,  seeking  to  check  the  Society’s  records 
in  connection  with  an  alleged  anti-trust  investiga- 
tion. 

“During  the  February  session  of  the  Board  of 
Trustees  of  A.M.A.  in  the  early  hours  of  February 
10,  the  Board  Room  was  broken  into  and  records  of 
the  Board  were  thoroughly  searched  by  persons  un- 
known. Brief  cases  of  the  Trustees,  left  in  the 
room,  also  were  searched.  Entrance  was  gained 
through  a window.  The  facts  indicate  this  was  a 
search  for  information,  rather  than  an  ordinary 


burglary.  Certainly  no  friends  of  medicine  would 
take  this  means  of  obtaining  medical  data. 

“A  few  weeks  later,  toward  the  end  of  February, 
Administration  leaders  began  threatening  medical 
societies  and  medical  men  with  ‘investigation’  as  part 
of  their  campaign  to  discredit  and  intimidate  the 
medical  profession.  Since  then,  there  hasn’t  even 
been  much  attempt  to  disclaim  the  political  nature 
of  these  investigations. 

“On  February  28,  1949,  for  example,  one  of  the 
national  press  associations  carried  a dispatch  from 
Washington  quoting  government  officials  as  stating 
that  anti-trust  actions  would  be  started  against 
‘several’  medical  societies  soon  after  the  Compulsory 
Health  Insurance  drive  was  started  in  Congress. 

“The  implication  was  plain  that  the  ‘investigation’ 
would  be  part  of  the  Administration’s  campaign  fol 
its  socialized  medicine  scheme. 

“The  threats  made  then  are  now  realities.  An 
epidemic  of  ‘investigations’,  aimed  at  medical  so- 
cieties and  Voluntary  medical  care  plans,  has  broken 
out  in  widely  separated  states  and  cities  all  over 
the  country. 

“We  want  it  clearly  understood  that  we  believe 
this  attack  on  the  medical  profession  stems  from 
the  Anti-Trust  Division  of  the  Justice  Department 
and  political  string-pullers  who  have  exerted  influ- 
ence on  that  agency.  We  believe  it  to  be  an  out- 
rageous abuse  of  public  power  which  far  transcends 
in  gravity  the  issue  of  Compulsory  Health  Insur- 
ance, vital  as  that  issue  is. 

“We  recognize  that  politically-motivated  attacks 
have  been  made  on  many  other  groups  by  this  di- 
vision of  the  government — and  we  invite  their  co- 
operation with  American  medicine  in  an  effort  to 
alert  the  American  people  to  the  seriousness  of  this 
trend  toward  Police  State  methods.  If  the  police 
arm  of  the  government  is  used  to  intimidate  doctors 
and  others,  and  this  abuse  of  power  goes  unchal- 
lenged, it  may  next  be  used  to  terrorize  publishers 
or  grocers,  farmers  or  lawyers,  Catholics  or  Jews, 
or  any  other  minority  in  the  nation.” 


NEBRASKA  STATE  DEPARTMENT 
OF  HEALTH 

NEWS  NOTES 

Reported  cases  of  venereal  diseases  from  all 
sources  indicates  an  increase  of  132  cases  for  the 
period  of  January  1 through  June  30,  1949  over  the 
same  period  for  1948.  It  is  to  be  noted  that  the 
number  of  cases  of  early  syphilis  decreased  ap- 
proximately fifteen  per  cent  but  gonorrhea  in- 
creased approximately  twenty  per  cent  during  the 
same  period  of  time.  Reporting  of  contacts  by  pri- 
vate physicians  will  enable  us,  through  case  finding 
and  interviewing,  to  bring  increased  number  of 
cases  under  treatment,  and  in  time  greatly  lower  the 
incidence  of  venereal  disease.  The  Venereal  Dis- 
ease Division  has  investigators  who  are  available 
for  any  further  follow-up  or  case  finding  when  re- 
quested. 


INSTITUTE  ON  CANCER  NURSING 
The  State  Department  of  Health  and  the  Ne- 
braska Division  of  the  American  Cancer  Society 
sponsored  a two  day  institute  on  cancer  nursing. 
This  institute  was  held  at  the  Nurses  home  of  the 


Volume  34 
Number  11 


MISCELLANEOUS 


395 


Mary  Lanning  Hospital  in  Hastings,  September  22 
and  23.  The  sponsoring  organizations  had  in 
March,  1949  sent  two  Nebraska  nurses  for  a three 
week  special  course  in  cancer  nursing  at  the  St. 
Louis  University  School  of  Nursing. 

The  total  attendance  was  155  which  included  98 
graduate  nurses,  42  student  nurses  and  15  others. 
The  objectives  for  this  institute  were  to  stimulate 
greater  interest  in  cancer  nursing,  to  create  a de- 
sire to  know  about  cancer  and  to  point  out  that 
there  is  something  all  nurses  can  do.  The  program 
included  medical  background  such  as  pathology, 
treatment  and  research. 

Some  of  the  nursing  subjects  presented  and  dis- 
cussed were:  nursing  care  of  the  patient  in  the 

hospital,  in  the  home,  and  the  importance  and  tech- 
nique of  breast  palpation.  The  nurses  attitude 
toward  nursing  of  cancer  patients  is  very  impor- 
tant. Some  of  the  existing  attitudes  needing  cor- 
rection are:  association  with  unpleasant  odor, 

feeling  of  hopelessness  of  disease,  deep  fear  that 
person  herself  may  have  the  disease.  The  nurses’ 
increased  knowledge  of  the  disease,  and  some  of 
the  progressive  things  being  done  in  this  field  of 
nursing  should  help  to  dispel  some  of  the  fears. 

The  nurse  needs  to  have  good  emotional  health 
and  therefore  be  able  to  make  a good  adjustment 
to  the  basic  needs  of  life.  She  must  have  hope, 
sympathy  and  be  sensitive  to  the  needs  of  her  as- 
sociates and  patients.  Her  patients  are  faced  with 
many  fears  such  as  a fear  of:  the  unknown,  pain, 

treatment,  disfiguration,  death,  insecurity,  financial 
strain,  loneliness,  loss  of  recognition. 

The  nurse  will  be  able  to  help  these  patients  a 
great  deal  through  having  the  proper  knowledge, 
attitudes,  and  time  for  interpretation  and  explana- 
tion. The  nurses’  attitude  toward  her  patient  and 
his  disease  is  always  quickly  sensed  by  the  patient. 
If  her  attitude  is  psychologically  constructive  and 
hopeful,  he  will  receive  better  care. 

Preparation  of  the  patient  for  hospital  and  home 
procedures,  what  is  being  done  and  why  it  is  being 
done,  including  preparing  the  patient  for  the  re- 
sponsibility he  must  assume  for  his  own  care,  are 
within  the  realm  of  good  nursing  care  for  the  pa- 
tient.* The  question  came  up  several  times  about 
the  information  that  should  be  given  the  patient 
concerning  his  diagnosis.  It  was  agreed  that  this 
was,  of  course,  the  responsibility  of  the  physician 
and  an  individual  problem,  but  if  the  nurse  could 
know  just  what  the  patient  and  his  family  had 
been  told  she  would  be  in  a much  better  position  to 
interpret  the  many  questions  directed  to  her. 

The  preventive  aspects  were  stressed  and  every 
one  present  was  challenged  to  carry  out  at  least 
one  preventive  measure  herself.  Such  as,  recom- 
mending periodic  thorough  physical  examination 
and  teaching  of  breast  palpation  to  all  women. 

The  needs  of  the  cancer  patient  were  discussed 
from  the  viewpoint  of  the  physician,  State  Cancer 
Control  Program,  the  Cancer  Society,  the  medical 
social  worker,  the  hospital  administration,  the  hos- 
pital and  the  public  health  nurse. 

Emily  Brickley,  R.N. 

Director  of  Nursing 

State  Department  of  Health 


SEEK  CLUE  TO  ASTHMA  TREATMENT  IN 
STUDY  OF  EFFECT  OF  JAUNDICE 

Observation  of  dramatic  relief  from  chronic 
asthma  obtained  by  patients  who  contracted  jaun- 
dice provides  a basis  for  research  to  help  doctors 
understand  the  respiratory  disease,  according  to  an 
article  in  the  Sept.  3 Journal'  of  the  American 
Medical  Association. 

A program  of  laboratory  and  clinical  study  of  the 
effect  of  liver  disorder  on  asthma  is  already  in 
progress,  says  Dr.  Nathan  Gorin  of  Harvard  Medi- 
cal School,  Boston. 

Dr.  Gorin  points  out  the  similarity  between  al- 
leviation of  symptoms  obtained  from  jaundice  in 
cases  of  chronic  asthma  and  alleviation  of  symp- 
toms obtained  from  jaundice  in  cases  of  rheumatoid 
arthritis. 

“In  any  chronic  disease  characterized  by  ex- 
acerbations and  remissions  and  in  which  so  many 
variable  factors  may  play  a part,  some  of  which 
may  be  psychic,  any  claim  to  clinical  relief  must 
be  accepted  with  considerable  caution,”  he  writes. 

“I  have  presented  three  cases  of  intractable 
asthma  in  each  of  which  the  development  of  jaun- 
dice (caused  by  inflammation  of  the  liver  and  can- 
cer) was  associated  with  decided  remission  of 
symptoms.  One  can  only  speculate  as  to  the  cause 
of  this  and  note  the  remarkable  analogy  between 
the  relief  obtained  in  cases  of  rheumatoid  arthritis 
and  that  seen  in  chronic  asthma. 

“Also,  in  these  two  groups  of  devastating  sick- 
ness there  lie  within  the  person  certain  reparative 
powers,  the  nature  of  which  are  as  yet  unknown, 
apparently  released  by  alterations  in  hepatic  func- 
tion. 

“The  ‘reversibility’  of  disease  processes  that  fre- 
quently are  regarded  as  almost  hopeless  is  of  in- 
terest. The  similarity  of  the  relief  obtained  in  these 
two  groups  of  diseases  immediately  raises  many 
questions  as  to  their  common  denominator  and  as 
to  the  underlying  mechanism  for  this  dramatic 
change. 

“Certainly,  the  observation  calls  for  animal  ex- 
perimentation and  further  clinical  study,  both  of 
which  have  already  been  started.” 


EFFECT  OF  HAY  FEVER  DRUGS  IN 
EPILEPSY 

Study  of  the  effect  of  two  widely  used  hay  fever 
drugs,  benadryl  and  pyribenzamine,  on  epilepsy 
shows  that  benadryl  decreases  the  frequency  of 
seizures  of  the  petit  mal  form  of  the  disease,  ac- 
cording to  a report  in  the  September  3 Journal  of 
the  American  Medical  Association. 

No  claim  is  made  by  Drs.  John  A.  Churchill  and 
George  D.  Gammon  of  the  University  of  Pennsyl- 
vania, Philadelphia,  who  reported  on  the  drugs, 
that  benadryl  can  be  used  as  a treatment  for  petit 
mal  at  present. 

The  study  shows  further  that  both  benadryl  and 
pyribenzamine  are  capable  of  inducing  more  severe 
seizures  in  patients  with  certain  brain  lesions,  and 
that  pyribenzamine  also  increases  'seizures  of  petit 
mal  epilepsy. 


396 


TUBERCULOSIS  ABSTRACTS 


Nebr.  S.  M.  Jour. 
November,  1949 


Tuberculosis  Abstracts 

There  is  a great  need  for  a trustworthy  set  of 
rules  to  protect  the  people  in  contact  with  tuber- 
culous patients  and  an  even  greater  need  for  a .more 
general  application  of  existing  methods  in  sana- 
toriums,  in  hospitals,  and  in  homes. 

A Critical  Analysis  of  Aseptic  Technic 
for  Tuberculosis 

THE  ESSENTIALS  OF  ASEPSIS 

“Aseptic  technic”  is  a routine  for  protecting  the 
contacts  of  tuberculous  patients.  It  consists  of  a 
number  of  logical  methods  to  prevent  the  spread 
of  infection  which  are  applied  to  the  patient,  to  his 
contacts,  and  to  his  environment.  It  involves  fa- 
cilities for  isolation,  placement  of  the  patient,  and 
care  of  the  patient.  According  to  the  circum- 
stances, the  routine  may  be  limited  to  a few  obvi- 
ous essentials,  or  include  a complete  list  of  all  pos- 
sible methods. 

The  usual  source  of  infectious  material  is  the 
respiratory  tract.  Contamination  may  occur  in 
three  ways — direct,  by  contact  with  the  patient; 
indirect,  by  the  handling  of  contaminated  materials, 
and  air-borne.  The  newer  analyses  of  air-borne 
transmissions  have  shown  that  bacilli  may  travel  by: 
droplets,  larger  than  0.2  mm.,  which  quickly  clear 
from  the  air  by  gravity;  droplet  nuclei,  less  than 
0.1  mm.,  which  quickly  evaporate,  continue  to  float, 
and  are  a dangerous  cause  of  infection;  and  dust 
which  may  contain  dried  droplets. 

Isolation  technic  is  not  the  only  means  for  con- 
trol of  tuberculosis  in  general  hospitals.  Other  ap- 
proaches include  routine  chest  x-ray  examinations 
of  all  patients  and  personnel  to  uncover  all  active 
cases  of  tuberculosis  and  the  provision  of  facilities 
for  the  care  and  isolation  of  cases  of  tuberculosis 
when  found. 

PRINCIPLES  OF  PROTECTION 

The  ways  to  avoid  contamination  are  to  reduce 
the  number  of  bacilli  expelled  by  the  patient,  to 
reduce  contact  between  attendants  and  patients, 
and  to  apply  a routine  of  aseptic  precautions.  One 
must  plan  to:  immobilize  the  bacilli  near  their 
source,  collect  the  secretions,  protect  the  contacts, 
and  cleanse  the  environment  by  appropriate  means. 

Education  and  training  must  reach  not  only  the 
patient  and  his  vistors  but  the  staff  and  all  em- 
ployed personnel  in  the  hospital  whose  duties  bring 
them  in  contact  with  the  patient  or  with  material 
contaminated  by  his  secretions.  A detailed  routine 
must  be  arranged  for  their  care  and  protection, 
and  carried  out  without  deviation. 

EXCESSIVE  HAZARDS 

There  are  a number  of  places  in  a precautionary 
routine  where  the  hazard  of  contamination  or  the 
chance  of  non-observance  is  greater  than  others. 
In  part  these  hazards  are  due  to  the  nature  of  ill- 
ness, but  in  part  to  human  failings.  They  include: 
lapses  in  self-care  by  the  patient,  personnel,  or  vis- 
itors, and  the  uncovered  cough,  sneezing,  laughing, 
talking,  and  throat-clearing. 

Some  of  the  hazards  are  relatively  unimportant, 
but  a few  of  them  represent  notable  flaws  or  weak 


spots.  The  habits  of  the  patient  are  probably  the 
most  important  factor  in  an  aseptic  routine.  The 
patient  must  understand  the  theory  of  contamina- 
tion; he  must  be  willing  to  help;  he  is  responsible 
for  catching  the  bacilli  near  their  source  and  dis- 
posing of  them;  he  must  practice  the  methods  until 
habits  are  formed;  and  the  habits  must  be  constant 
and  invariable. 

The  respiratory  tract  of  persons  in  contact  with 
the  patient  must  be  considered  exceptionally  vul- 
nerable. Since  attendants  must  care  for  the  patient 
and  also  must  breathe,  the  entry  of  bacilli  should 
be  prevented  by  all  possible  means.  The  correct 
wearing  of  masks,  and  their  construction  and  com- 
position, are  of  utmost  importance. 

The  uncertain  value  of  several  antiseptics  and 
methods  is  a weak  spot  in  the  technic.  Among 
the  antiseptics  only  the  alcohols,  cresols,  and  for- 
maldehyde have  any  appreciable  effect  on  the  tu- 
bercle bacillus,  and  only  the  first  two  are  practical. 
The  value  of  cresol  compounds  is  at  present  a 
matter  of  dispute.  They  are  being  tested  by  mod- 
em methods  in  order  to  determine  their  efficiency 
and  limitations. 

Whether  soap  is  simply  an  aid  to  ablution  or  is 
bacteriostatic  is  not  known.  Detergents  (including 
soaps)  are  used  for  cleaning  of  rooms,  yet  they  are 
not  considered  to  be  antiseptic  for  tubercle  bacilli 
by  authorities.  Hand-washing  is  a standby  in  asep- 
tic technic.  In  the  washing  of  clothes,  soap  acts 
only  as  a remover  of  dirt.  Sterilization  depends  up- 
on the  recurrent  exposure  of  white  clothes  to  tem- 
peratures above  140°  F.  for  a total  of  at  least  30 
to  40  minutes.  This  formula  is  generally  used  in 
standard  laundry  practice. 

Vacuum  cleaners  have  recently  been  suggested 
for  cleaning  rooms  containing  tuberculous  patients 
but  have  not  been  sufficiently  tested  for  efficiency. 

Face  masks  have  not  been  completely  studied. 
They  have  two  uses — for  the  patient  and  for  the 
person  in  contact.  Masking  of  those  in  intimate 
contact  with  patients  is  necessary,  especially  when 
they  are  grossly  infectious,  liable  to  cough,  or 
careless. 

The  disinfecting  value  of  ultra-violet  light  is  in 
dispute,  chiefly  due  to  the  variation  in  sources,  in- 
tensities, and  the  quality  of  contaminated  surfaces. 

NEW  AND  VALUABLE  METHODS 

Several  methods  and  materials  have  only  re- 
cently been  proved  valuable  and  put  into  use.  The 
use  of  oil  to  reduce  the  dust,  and  the  use  of  alcohol 
as  a skin  antiseptic  are  the  most  notable.  Certain 
“odorless  cresols”  (which  actually  are  phenols) 
have  shown  promise  and  are  being  tested. 

SUMMARY  AND  CONCLUSIONS 

The  majority  of  protective  methods  and  ma- 
terials are  good.  They  are  logical,  efficient,  and 
can  be  easily  applied.  There  are  several  valuable 
new  procedures.  A limited  and  incomplete  applica- 
tion is  the  greatest  deficiency  which  has  been  noted. 
A correction  should  not  wait  until  perfection  of  the 
precautions;  it  should  be  made  now,  in  every  hos- 
pital and  sanatorium,  and  pushed  to  wide  usage  in 
the  care  of  patients  at  home. 

— A Critical  Analysis  of  Aseptic  Technic  for  Tuberculosis, 

William  H.  Oatway.  Jr..  M.D.,  Arizona  Medicine,  May,  1949. 
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HEALTH  INSURANCE— COMPULSORY 
OR  VOLUNTARY? 


BLUE  CROSS  COMMISSION 
of  the  American  Hospital  Association 


The  answer  to  the  above  question  rests  with  each 
individual  member  of  the  medical  profession.  No 
longer  is  there  any  question  whether  health  insur- 
ance is  coming  in  the  United  States.  The  only 
question  to  be  resolved  is — are  we  to  have  Com- 
pulsory Health  Insurance,  with  political  control  — 
or  are  we  to  have  Voluntary  Health  Insurance, 
guided  by  an  enlightened  medical  profession. 

The  American  Medical  Association  has  repeatedly 
emphasized  the  fact  that  the  responsibility  for  the 
success  of  the  voluntary  prepayment  medical  care 
plans  rests  on  the  County  and  State  Societies  and 
upon  the  individual  doctor  in  his  own  community. 

We  are  faced  with  a great  challenge! 

Can  the  voluntary  plans  enroll  a sufficiently  large 
percentage  of  the  American  people  in  the  next 
two  or  three  years  to  prove  that  the  Voluntary 
Way  can  meet  the  needs  of  the  people,  and  can 
sell  the  people  on  the  idea  of  enrolling  in  health 
care  plans,  to  budget  their  costs  for  health  care 
in  a voluntary  manner? 

The  doctors  and  their  medical  organizations  are 
now  in  the  front  line  of  the  battle  against  State 
socialism  in  the  matter  of  health  care.  The  next 
two  or  three  years  will  determine  whether  the 
United  States  will  go  socialistic  or  will  retain  its 
precious  heritage  of  individual  industry,  private 
initiative,  enterprise  and  thrift. 

In  the  next  two  or  three  years  the  doctors  must 
do  a double  job.  They  must  be  good  doctors  and 
they  must  be  better  citizens.  Each  individual  doctor 
should  accept  the  responsibility  to  become  a sales- 
man for  the  Voluntary  Way  of  health  care.  Doc- 
tors, by  their  actions,  should  mold  public  opinion 
in  their  favor. 

Many  new  voices  must  be  raised  to  inform  the 
public  of  the  excellent  insurance  plans  which  make 
it  possible  to  budget  the  costs  of  health  care.  The 
growth  of  the  American  voluntary  health  insurance 
systems  has  been  one  of  the  most  spectacular  eco- 
nomic developments  of  our  time.  It  is  a modern 
miracle  in  the  insurance  field. 

Much  credit  is  due  to  the  more  than  1,000  doctors 
in  Nebraska  who  are  Participating  Physicians  in 
the  Nebraska  Blue  Shield  Plan  for  the  superior 
service  they  have  rendered  to  their  patients  who 
are  Blue  Shield  subscribers;  and  for  their  fine  co- 
operation in  the  development  of  the  Blue  Shield 
Plan,  which  is  a typical  example  of  the  superiority 
of  the  Voluntary  Way. 

The  doctors  of  Nebraska,  more  than  1,000  strong, 
have  given  a very  positive  answer  to  the  challenge. 
They  have  answered  with  action,  by  developing  the 
Blue  Shield  Plan.  Nearly  100,000  of  their  fellow 
Nebraskans  have  been  convinced  of  the  superiority 
of  the  Voluntary  Way  for  health  care  by  enrolling 
in  the  Nebraska  Blue  Shield  Plan. 

Looking  at  the  picture  for  the  whole  of  the 
United  States  in  the  year  of  1949 — between  4 and 
5 million  Americans  will  enroll  in  Blue  Shield  Plans 
for  medical  service  which  will  be  supplied  by  more 


BLUE  SHIELD  COMMISSION 
of  the  Associated  Medical  Care  Plans 

Chicago  11,  Illinois 

To  the  Members  of  the  Nebraska  State  Medi- 
cal Association: 

My  Fellow-Physicians: 

Upon  this  occasion  of  the  Fifth  Anniver- 
sary of  Nebraska  Medical  Service,  I extend 
to  the  Members  of  the  Nebraska  State  Medi- 
cal Association  the  sincere  congratulations 
of  the  Blue  Shield  Commission  upon  the  wis- 
dom of  the  Association  in  establishing  this 
Plan  and  upon  the  loyal  support  they  have 
given  it. 

Blue  Shield  is  proud  of  Nebraska  Mediaal 
Service.  The  growth  of  your  Plan  has  been 
steady  and  healthy ; and,  instead  of  declining 
in  rate,  the  new  enrollment  for  the  year  1949 
will  break  all  previous  records.  The  finan- 
cial experience  has  compared  closely  with  the 
national  average,  and  indicates  sound  man- 
agement. 

The  adequate  public  representation  upon 
the  governing  Board  of  the  Plan  is  evidence 
of  the  unselfish  motives  which  prompted  you 
to  organize  and  sponsor  it.  Opening  enroll- 
ment to  individuals  shows  that  service  to  all 
people  of  Nebraska  is  your  primary  objective. 

Blue  Shield,  as  a national  movement,  is 
deeply  indebted  to  Nebraska  Medical  Serv- 
ice for  Dr.  Arthur  J.  Offerman,  who,  as  a 
Commissioner,  has  been  a tower  of  strength 
in  the  Commission  and  an  inspiring  advocate 
of  the  best  in  American  medicine. 

To  these  expressions  of  the  best  wishes 
of  the  Blue  Shield  Commission,  I desire  to 
add  my  personal  congratulations  and  my 
thanks  for  the  friendship  of  the  Board  and 
Staff  of  Nebraska  Medical  Service. 

PAUL  R.  HAWLEY.  M.D., 

Chief  Executive  Officer 

Blue  Cross-Blue  Shield  Commissions 


than  100,000  Participating  Physicians.  More  than 
60,000,000  people  are  now  enrolled  in  hospital  in- 
surance plans,  and  more  than  36,000,000  are  also 
protected  by  the  membership  in  the  voluntary  pre- 
payment medical  care  plans. 

ARTHUR  J.  OFFERMAN,  M.D..  President. 
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1945  1946 


1947  1948  1949 
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Blue  Shield  Liaison  Committee  of  the  Component  Societies 


County  Society  Name  Town 

Adams C.  W.  Guildner,  M.D Hastings 

Boone Donald  Dickson,  M.D. Albion 

Box  Butte Robert  Morgan,  M.D Alliance 

Buffalo Dan  A.  Nye,  M.D Kearney 

Burt R.  H.  Tibbels,  M.D Oakland 

Butler D.  E.  Greene,  M.D. David  City 

Cass R.  R.  Anderson,  M.D Nehawka 

Ced.-Dix.-Dak.- 

Thur.-Wayne F.  G.  Dewey,  M.D Coleridge 

Cheyenne- 

Kimball-DeueLB.  H.  Grimm,  M.D Sidney 

Clay H.  V.  Nuss,  M.D Sutton 

Colfax W.  J.  Kavan,  M.D Clarkson 

Custer Carl  Amick,  M.D Loup  City 

Dawson V.  D.  Norall,  M.D. Lexington 

Dodge Willard  H.  Hill,  M.D Fremont 

Fillmore Charles  Ashby,  M.D Geneva 

Franklin D.  S.  Rosenberg,  M.D Franklin 

Four  County M.  M.  Sullivan,  M.D. Spaulding 

Gage Clarence  Brott,  M.D. Beatrice 

Garden-Keith- 

Perkins Willard  Seng,  M.D Oshkosh 

Hall Robert  R.  Geer,  M.D Gr.  Island 

Hamilton E.  K.  Steenburg,  M.D. Aurora 

Harlan K.  C.  McGrew,  M.D Orleans 

Holt-Northwest— R.  R.  Brady,  M.D Ainsworth 

Howard Robert  Hanisch,  M.D. St.  Paul 

Jefferson R.  L.  Cassel,  M.D. Fairbury 


County  Society  Name  Town 

Johnson J.  A.  Lanspa,  M.D Tecumseh 

Lancaster O.  V.  Calhoun,  M.D. Lincoln 

Lincoln C.  F.  Heider,  M.D North  Platte 

Madison  Six I.  L.  Thompson,  M.D. West  Point 

Merrick E.  T.  Zikmund,  M.D. — Central  City 

Nance Kenneth  R.  Dalton Genoa 

Nemaha F.  L.  Krampert,  M.D Auburn 

Northwest 

Nebraska M.  K.  Wolfe,  M.D Gordon 

Nuckolls Arnold  Webman,  M.D Superior 

Omaha-Douglas— E.  W.  Bantin,  M.D. Omaha 

Otoe D.  D.  Stonecypher,  M.D._Nebr.  City 

Pawnee H.  C.  Stewart,  M.D Pawnee  City 

Phelps Walter  Reiner,  M.D Holdrege 

Platte R.  C.  Anderson,  M.D Columbus 

Polk D.  T.  Kelley,  M.D Osceola 

Richardson E.  Lennemann,  M.D Falls  City 

Saline Richard  W.  Homan,  M.D Crete 

Saunders B.  H.  Baer,  M.D Ashland 

Scotts  Bluff W.  C.  Harvey,  M.D Gering 

Seward H.  D.  Clarke,  M.D Seward 

Southwest 

Nebraska L.  E.  Dickinson,  M.D McCook 

Thayer L.  G.  Bunting,  M.D Hebron 

Washington R.  A.  Davies,  M.D Arlington 

Webster S.  H.  O’Neill,  M.D Blue  Hill 

York H.  0.  Bell,  M.D York 
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History  of  the  Nebraska  Medical  Service 


The  Nebraska  Medical  Service  (The  Blue  Shield 
Plan)  was  organized  and  developed  as  a voluntary 
non-profit  medical  prepayment  plan  by  the  Ne- 
braska State  Medical  Association.  It  is  operated  as 
a public  service  to  enable  the  people  of  Nebraska  to 
budget  the  cost  of  medical  care. 

In  November,  1943,  the  Omaha-Douglas  County 
Medical  Society  appointed  a committee  to  make 
a study  of  Prepayment  Medical  Care  Plans.  In 
June,  1944,  the  committee  presented  for  approval 
the  Nebraska  Surgical  Plan.  Approval  was  granted 
by  the  Omaha-Douglas  County  Medical  Society,  and 
in  October,  1944,  the  Department  of  Insurance  of 
the  State  of  Nebraska  granted  a charter  to  the 
Plan.  It  was  put  into  operation  in  Omaha  and 
Douglas  County  only,  but  in  May,  1945,  the  House 
of  Delegates  of  the  Nebraska  State  Medical  Asso- 
ciation unanimously  approved  the  Nebraska  Surgical 
Plan  for  state-wide  operation. 

When  “In-Hospital”  benefits  were  added  to  the 
surgical  and  obstetrical  benefits  provided  under  the 
contract,  the  Plan’s  name  was  changed  to  Nebraska 
Medical  Service.  It  was  one  of  the  first  Plans  to 
be  granted  the  A.M.A.  Seal  of  Acceptance,  in  1946. 
It  was  a charter  member  of  the  Associated  Medical 
Care  Plans. 

In  April,  1947,  the  House  of  Delegates  unanimous- 
ly approved  the  report  of  the  Prepayment  Medical 
Care  Committee  which  read,  “That  the  Nebraska 
Medical  Service  adopt  the  ‘Service  Plan’  for  the 
low  income  groups  and  retain  the  ‘Indemnity’  plan 
for  over  income  groups.” 

As  a part  of  the  expanded  program  of  the  Ne- 
braska State  Medical  Association  which  was  ap- 


— The  Blue  Shield  Plan 

proved  by  the  House  of  Delegates  at  the  May,  1949, 
meeting,  Article  VII — “The  Nebraska  Medical  Serv- 
ice,” was  adopted,  and  reads  as  follows:  “This  work 
should  be  carried  on  through  the  Prepayment  Medi- 
cal Care  Committee.  This  impdrtant  part  of  our 
broad  program  must  continue  and  must  be  given 
our  full  support.  Every  member  must  become  cog- 
nizant of  the  fact  that  this  is  one  of  our  answers 
to  socialized  medicine  or  compulsory  health  care. 
Broad  cooperation  from  all  of  our  members  must 
prevail  if  we  are  to  be  successful.  This  part  of  our 
program  should  develop  with  the  Directors  of  the 
Nebraska  Medical  Service  a long  range  educational 
program  directed  at  physicians,  employers  and  the 
public  at  large.” 

Recognizing  the  needs  of  those  persons  unable  to 
qualify  for  group  enrollment,  the  Board  of  Direc- 
tors authorized,  on  August  1,  1949,  the  issuance 
of  a Non-Group  contract.  It  is  now  possible  for 
individuals  to  enroll  in  the  Blue  Shield  Plan. 

The  Plan  is  capably  administered  and  operated. 
Adequate  reserves  are  being  accumulated  and  oper- 
ating costs  are  decreasing.  Excellent  experience 
data  and  statistical  information  are  being  acquired. 

The  doctors  of  Nebraska,  through  the  Nebraska 
State  Medical  Association,  are  sincerely  grateful  to 
the  Nebraska  Blue  Cross  plan  for  the  valuable  aid 
and  advice  in  the  establishment  of  the  Blue  Shield 
Plan.  The  two  Plans  have  much  in  common  and 
naturally  supplement  each  other.  The  Blue  Shield 
Plan  is  especially  grateful  for  the  fine  counsel  of 
Mr.  Joseph  0.  Burger  and  the  excellent  administra- 
tive services  of  Mr.  J.  H.  Pfeiffer,  Executive  Direc- 
tor of  the  Blue  Cross-Blue  Shield  Plans. 


The  Blue  Shiefcf  Plan 
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EARNED  INCOME 


mnimr 

luiii 

iliiiiilM 

$22,486.23 

1945 


$107,878.75 

1946 


1947 


$519,060.95 

1948 


HTTTFi ilillllllH 

Hill  it  iimiuiilllu 

iiuiiii  iiiiiiiiiimi 

i min  hi niiiiuiMli 

i ini'  iiiiimWJ 

1 iin.  tiiiiiiifiiiuTi 

L lLu* uni  nilijW 

OMfiliiii'  nun 

uflfmni Lilli 

1 1 1 1 1 1.  mil! 

Illll-  Mill 

lain LOU 

IIIM1  i l ) 1 M 1 IIIIHI 

tItth  iihiiilm 

Mu  _ ■ iiillilllllllf 

mill  iin 

MB 

flllll'  HI  I 

up 

! 

min  ill  i 

lira 

1 

1 M|i  III  1 

| U 

D 

1 |l<  'll] 

( ttp  mi 

1 III-  11,11 

ttt  rm 

5 

TTTTn  |Y|  I 

( 

llll  'll 

lilM  'll  ) 

( 

1 III.  .11  1 

Mill'  'll 

ifj 

riii'  nu  mb 

Illll'  .Mil 

inn  ill 

1 TTTii iiT i 

mill  1 1 1 \ 

TlVm mi 

f| 

TfTTn  itii 

I 

Illll'  'III 

im  .in 

1) ' .in 

nTr;  itm 

iiui  hi 

Ml.  'fill 

fTirr  n 7 

Mil*  Ml 

nuii 111 

i 

ini"  mm 

in  i 1 1 * 1 1 1 1 

riTTTt  rfjii 

, J 

Jlllll'  "'ll, 

III  III-  "II 



ll 

mrrrni!  nninro 

$540,407.89 

1949 


(TO  SEPTEMBER  1**) 


402 


THE  BLUE  SHIELD  PLAN 


Nebr.  S.  M.  Jour. 
November,  1949 


The  Blue  Shle/d  Plan 

( THE  NEBRASKA  MEDICAL  SERVICE  ) 

HOW  THE  INCOME  DOLLAR 
WAS  SPENT 


CL  A/ MS  OPERAT/NG  COSES  SURPLUS 


The  Blue  Shie/d  Plan 

THE  NEBRASKA  MEDICAL  SERVICE  ) 


AMOUNTS  PAID 
TO  DOCTORS 


mi!"'"  "minium 

$6,688.50 

1945 


~r^l 


$54,013.00 

1946 


$198,348.25  $379,296.25  $407,446.25 

1947  1948  1949 

(TO  SEPTEMBER  l*’) 
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KNOW  VOUR 
BLUE  SHIELD  PLAN 


LIAISON  COMMITTEE  MEETING  IS 
SCHEDULED  FOR  NOV.  17 


The  fifty-six  physicians  who  have  been  appointed 
to  the  Blue  Shield  Liaison  Committee  have  been  in- 
vited to  be  guests  of  the  Nebraska  Medical  Service 
at  a one-day  conference  to  be  held  November  17  at 
the  Paxton  Hotel,  Omaha. 

The  purpose  of  the  meeting  is  to  provide  each  of 
the  component  society  committee  members  with  in- 
formation about  the  operation  and  administration 
of  the  Blue  Shield  Plan.  A state-wide  program  of 
Blue  Shield  physician  relations  will  be  outlined, 
and  plans  for  the  co-ordination  of  county  society 
activities  with  the  Blue  Shield  Plan  will  be  pre- 
sented. 


This  month,  Nebraska’s  Blue  Shield  Plan  (Ne- 
braska Medical  Service)  completes  its  fifth  year  of 
successful  operation.  Enrollment  now  approaches 
100,000,  and  new  members  are  being  enrolled  at  the 
rate  of  more  than  1,800  each  month. 


Blue  Shield  Plans  throughout  the  United  States 
issue  more  than  100,000  checks  to  physicians  each 
month  in  payment  for  services  rendered  to  Blue 
Shield  members.  Over  the  nation,  enrollment  now 
exceeds  12,000,000,  and  new  members  are  enrolling 
at  the  rate  of  10,000  every  day. 


Be  counted  with  your  colleagues  who  have  signi- 
fied their  active  support  of  the  physician-sponsored 
medical  service  plan.  If  you  do  not  have  a copy  of 
the  Participating  Physicians’  Agreement,  write  to: 
Blue  Shield  Plan,  518  Kilpatrick  Building,  Omaha 
2,  Nebraska. 


REPORT  OF  EXECUTIVE  DIRECTOR 
OF  NEBRASKA  MEDICAL  SERVICE 

NEBRASKA  MEDICAL  SERVICE 
BALANCE  SHEET 

September  30,  1949 


Assets : 

Cash  in  banks $119,737.40 

Premiums  in  process  of  collection 13,835.55 

U.  S.  Bonds  (cost  plus  accrued 
interest)  200,151.00 


Liabilities : 

Accounts  payable,  Blue  Cross 

(September)  6,889.89 

Accounts  payable,  monthly  invoices 397.40 

Accrued  payroll  taxes 152.40 

Claims  payable — 

Unreported  44,220.50 

Pending  4.487.50 

Contingent  10,000.00 

Unearned  premiums  75,562.45 


$333,724.04 


$141,710.14 


Reserve  for  Maternity  Care 10,000.00 

Reserve  for  Outstanding  Checks 359.00 

Reserve  for  Administrative  Expense 600.00 

Unassigned  Surplus  181,054.90 


$333,724.04 


INCOME  AND  EXPENSE 
September  30,  1949 


Income : 

From  dues  

From  enrollment  fees. 
Interest  U.S.  bonds-. 
Miscellaneous  


Expenses : 

Claims  

Administrative  expense — 

Regular  

Advertising  (50-50)  

Bonuses  

Professional  fees  

Office  salaries  

Medical  Director  

Attorney  

Auditing  

Advertising  

Printing  

Stationery  

Conference  and  meetings 

Collection  expenses  

Taxes  and  licenses 

Dues  

Miscellaneous  


Net  Gain 


Month  of 
September 

$ 80.093.80 
1,425.00 


$ 81,518.80 

. 55,027.00 

6,683.51 

206.38 

200.00 

333.33 

300.00 

150.00 

200.00 


203.25 

178.40 


89.09 

6.50 

3.00 

71.26 

12.50 

$ 63.664.22 

.$  17.854.58 


9 Months 
to  Date 

$605,290.10 

15,022.00 

614.59 

1,000.00 

$621,926.69 

462.473.25 

53,402.41 

6,497.93 

1,485.88 

3.199.97 

2.700.00 

1.350.00 

1.525.00 
700.00 

2,119.70 

2,639.08 

13.35 

1.878.62 

318.60 
65.00 

564.11 

106.11 

$541,039.07 
$ 80,887.62 


MEMBERSHIP  SUMMARY— SEPTEMBER.  1942 


Sub- 

scribers 


Membership,  September  1,  1949 37,743 

Additions  2,217 

Less  Terminations  516 

Net  Gain  1.701 

Membership.  October  1,  1949 39,444 


Groups  enrolled  during  September 

Groups  cancelled  during  September 

Number  of  active  groups,  October  1,  1949 


De- 

pend°nts  Total 
52,463  90,206 


54,827  94.271 

89 

9 

3)245 


SEPTEMBER  ENROLLMENT  BY  COUNTY 


Adams  31  Keith  

Boone  3 Kimball  — 

Box  Butte  12  Lancaster 

Brown  4 Lincoln  - 

Buffalo  21  Madison  

Cass  9 Merrick  ___ 

Cedar  2 Morrill  

Cherry  7 Nance  

Cheyenne  34  Nemaha  

Clay  2 Nuckolls 

Colfax  ~ 4 Otoe 

Cuming  1 Pawnee 

Custer  57  Perkins 

Dawes  7 Phelps  

Dawson  9 Platte  

Deuel  2 Polk  

Dodge  — 61  Red  Willow 

Douglas  774  Rock  

Fillmore  2 Saline  

Frontier  1 Sarpy  

Furnas  3 Saunders  — 

Gage  69  Scotts  Bluff 

Garden  3 Seward  

Greeley  93  Sheridan 

Hall  42  Sherman  __ 

Harlan  1 Sioux  

Hamilton  15  Stanton  

Haves  1 Thayer  

Hitchcock  7 Wayne  

Holt  4 Valley  

Jefferson  13  Webster  

Kearney  2 York  


. 1 
. 7 
.230 
.176 
. 4^ 
. 5 
. 15 
1 

. 1 
. 37 
. 3 
. 5 
. 2 
. 37 
. 51 
. 1 
. 35 
. 1 
. 4 
. 2 
. 4 
. 94 
. 6 
. 1 
. 7 
. 1 
. 1 
3 

. 1 
. 13 
. 6 
. 35 


CASE  REPORT  — SEPTEMBER.  1949 


Number  of  cases 
Number  of  servi< 

- 1.597 

---1.753 

__  1.010 

OUUMUUels  ..  -\  r\rj 

Type  of  Service 

Number 

Per  cent 

Amt.  Pd. 

Per  Cent 

Gynecology 

94 

5.36% 

$ 7,477.50 

14.16% 

Obstetrics 

146 

8.33% 

7.435.00 

14.08% 

Appendectomies 

75 

4.28% 

7,420.00 

14.05% 

General  Surgery 

85 

4.85% 

5.690.0,0 

10.78% 

Tonsillectomies 

. 130 

7.42% 

4,517.50 

8.56% 

Orthopedics 

140 

7.99% 

3,669.00 

6.95% 

X-Rays 

. 390 

22.24% 

3.359.50 

6.36% 

Gall  Bladders 

17 

.97% 

2,550.00 

4.82% 

Medical 

143 

8.16% 

2.950.00 

5.59% 

Minor  Surgery 

295 

16.82% 

2,391.00 

4.54%, 

Herniotomies 

10 

• 57% 

1.150.00 

2.18% 

Hemorrhoids 

20 

1.14% 

865.00 

1.64% 
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Urology 

23 

1.31% 

847.50 

1.60% 

Nose  and  Throat  _ 

. 18 

1.03% 

835.00 

1.58% 

Pathology 

104 

5.93% 

456.00 

.86% 

Radiation  Therapy  _ 

5 

.29% 

410.00 

•78% 

Eye  - 

20 

1.14% 

385.00 

.73% 

Anesthesia 

25 

1.43% 

260.00 

.49% 

Transfusions 

13 

•74% 

130.00 

* -25% 

GRAND  TOTAL  ___ 

.1,753 

100.00% 

852,798.00 

100.00% 

Amount  of  cases  in 

process 

of  settlement 

. $4,487.50 

Average  cost  per  case  for 

September 

33.06 

Number  per  thousand  receiving  benefits 

during 

September 

17.3 

DEATHS 

Henry  L.  Miner,  M.D.,  Falls  City.  Born  1869  in 
South  Dakota.  Graduated  from  Chicago  Homeo- 
pathic Medical  College  in  1894.  From  the  year  of 
graduation  until  1900  he  practiced  in  Clay  County, 
Nebraska,  moving  to  Falls  City,  where,  for  a time, 
he  devoted  his  major  interests  to  orthopedic  sur- 
gery. 

Dr.  Miner  took  an  active  part  in  the  affairs  of 
organized  medicine,  having  served  as  president  of 
the  Richardson  County  Medical  Society  and  for  a 
time  as  a member  of  the  Council  of  the  State  Medi- 
cal Association.  He  served  as  Captain  in  the  medi- 
cal corps  in  World  War  I,  where  he  was  chief  in 
orthopedics  of  the  123rd  Base  Hospital,  in  France. 
Dr.  Miner  also  took  an  active  interest  in  civic  and 
fraternal  affairs  devoting  a good  deal  of  his  time 
to  the  Elks  Club  and  Masonic  Lodge.  He  died 
September  30,  in  Summerville,  New  Jersey  at  the 
home  of  his  daughter,  Mrs.  William  F.  Southwick. 
Surviving  are  a son,  Richard,  of  Louisville,  Ky.  and 
a daughter. 


C.  A.  Bradley,  M.D.,  Beatrice,  retired.  Bom  in 
New  York  State  in  1859,  he  received  his  M.D.  de- 
gree from  Iowa  State  Medical  College  in  1880  and 
from  Chicago  Polyclinic  in  1904.  He  practiced  for 
some  time  in  Iowa,  coming  to  Beatrice  in  1886.  He 
was  a past  president  of  the  Gage  County  Medical 
Society  and  a member  of  the  Masonic  Lodge.  He 
died  September  21,  1949.  Surviving  are  a son,  Wil- 
liam, of  Beatrice  and  four  daughters. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ing, Omaha. 


Dr.  H.  M.  Hepperlen  of  Beatrice  spent  a week  in 
Chicago  in  September. 

Dr.  Juul  C.  Nielsen  addressed  the  Cosmopolitan 
Club  of  Hastings  in  September. 

Dr.  J.  Harry  Murphy,  of  Omaha,  is  convalescing 
at  Creighton  Memorial  St.  Joseph’s  hospital. 

Associated  with  Dr.  R.  S.  Wycoff  of  Lexington, 
is  Dr.  A.  E.  Watson,  formerly  of  Belmont,  Ohio. 

Dr.  James  F.  Reeder  addressed  the  South  Sioux 
City  Kiwanis  Club  recently,  on  socialized  medicine. 

Associated  with  Dr.  Charles  Weekes  at  Ord,  Ne- 
braska is  Dr.  Charles  Brannen — Creighton  Univer- 
sity, 1947. 

The  sympathy  of  the  Journal  goes  to  Dr.  San- 
ford Rathbun,  of  Beatrice,  on  the  recent  death  of 
his  mother. 


Dr.  H.  H.  Morrow  of  Fremont  addressed  the  Fre- 
mont Nurses  association  on  “New  Obstetrical  Anes- 
thesia” in  October. 

According  to  press  reports,  Dr.  J.  H.  Barthell,  of 
Lincoln,  and  his  son  John,  Jr.,  were  hospitalized  for 
poliomyelitis  in  September. 

Dr.  L.  S.  Winter,  who  until  recently  practiced  in 
Hay  Springs,  has  accepted  a residency  in  surgery 
at  the  Veteran’s  Hospital  in  Minneapolis. 

Dr.  and  Mrs.  James  I.  Podlesak  of  Lincoln  at- 
tended the  Aero-medical,  and  Airline  medical  con- 
vention in  New  York  the  latter  part  of  August. 

Associated  with  Dr.  William  Wildhaber  is  his 
nephew,  Dr.  J.  B.  Wildhaber,  a graduate  of  the  Uni- 
versity of  Nebraska  Medical  College  in  1946. 

Dr.  C.  E.  Rice,  of  Odell,  was  honored  by  the  local 
Commercial  club  with  an  “appreciation  day”  on 
September  18.  Dr.  Rice  located  in  Odell  in  1922. 

Dr.  C.  D.  Heine  of  Hooper,  announces  the  associ- 
ation with  him  of  Dr.  L.  D.  Meese,  a recent  gradu- 
ate of  the  University  of  Nebraska  College  of  Medi- 
cine. 

Dr.  Joseph  F.  Gross,  a Creighton  graduate,  an- 
nounces the  opening  of  his  office  in  the  Medical 
Arts  Building  in  Omaha.  Practice  limited  to  ortho- 
pedic surgery. 

Dr.  C.  H.  Ziegler  of  Vesta  celebrated  his  79th 
birthday  in  October.  Dr.  Ziegler  is  now  living  in  a 
convelescent  home  in  Beatrice.  He  practiced  medi- 
cine in  Vesta  for  50  years. 

Guest  lecturers  at  St.  John’s  Hospital  in  Santa 
Monica,  California  in  September  were  Doctors 
Percy  J.  Carroll,  L.  D.  McGuire  and  Harry  Mc- 
Carthy, all  faculty  members  of  Creighton  Univer- 
sity Medical  School. 

In  San  Francisco  on  October  14  before  the  Ameri- 
can Society  of  Oral  Surgeons,  Dr.  W.  L.  Shearer  of 
Omaha  read  a paper  on  “History  of  Alveolectomy 
and  Partial  Alveolectomy,  and  The  Management  of 
Morbid  Processes  of  the  Jaws.” 

Dr.  E.  Howard  Reeves  of  Arnold  was  featured  as 
a model  Sand  Hills  Doctor  in  the  magazine  section 
of  the  Omaha  World  Herald  September  18th.  Dr. 
Reeves  is  a native  of  Madison,  a graduate  of  the 
University  of  Nebraska  Medical  College  in  1943. 

Dr.  H.  W.  Benson  of  Oakland,  has  moved  to  Flor- 
ida. Dr.  Benson  practiced  in  Nebraska  for  40  years. 
He  was  an  ardent  worker  in  behalf  of  organized 
medicine  in  this  state  having  served  in  various  of- 
ficial capacities  of  the  local,  district,  and  state 
medical  societies,  and  until  recently  was  a member 
of  the  Board  of  Trustees  of  the  Nebraska  State 
Medical  Association. 


Dr.  J.  M.  Neely  of  Lincoln  has  been  appointed  as 
Radiological  Consultant  for  a period  of  two  weeks 
at  the  Armed  Forces  Institute  of  Pathology  in 
Washington  in  connection  with  the  Registry  of 
X-Ray  Pathology.  Duties  will  begin  Nov.  7,  and 
consist  of  daily  conferences  with  young  men  in 
training,  attendance  of  three  pathological  confer- 
ences on  Monday,  Wednesday  and  Friday  and  at- 
tendance at  Walter  Reed  X-ray  Conference  once 
each  week  as  well  as  a similar  conference  at  Gar- 
field Hospital. 
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EDITORIAL 


THE  NATIONAL  FOUNDATION  FOR  IN- 
FANTILE PARALYSIS,  Inc.  NEEDS 
OUR  SUPPORT 

On  page  424  is  a communication  from  the 
National  Foundation  for  Infantile  Paralysis 
which  commands  the  attention  of  every  prac- 
ticing physician.  Judged  by  any  standards 
for  achievement  the  Foundation  has  become 
recognized  as  probably  the  most  outstanding 
institution  in  the  United  States,  supported 
by  voluntary  contributions  from  the  people 
throughout  the  entire  country. 

The  Foundation  has  more  than  justified  its 
existence.  Though  we  have  no  figures  at  our 
disposal  to  verify  it,  it  is  our  conviction  that 
the  greatest  proportion  of  investigative  work 
on  poliomyelitis  now  going  on  in  the  labora- 
tories and  clinics  of  the  United  States  is  un- 
der financial  support  from  the  Foundation. 
Much  of  the  knowledge  we  now  possess  re- 
garding the  nature  of  the  disease  has  been 
attained  through  the  active  encouragement 
of  this  organization.  If  to  this  service  we  add 
the  direct  help  extended  to  the  thousands  of 
families  stricken  by  polio,  no  one  can  justly 
escape  the  conclusion  that  the  Foundation  is 
one  of  the  bright  spots  in  current  American 
life. 

At  this  time  the  Foundation  needs  and  de- 
serves our  full  cooperation  in  its  efforts  to 
reduce  costs  of  individual  patient  care.  The 
observations  of  Dr.  Van  Riper  coincide  with 
the  opinions  of  many  competent  physicians. 
Patients  are  being  overtreated  and  under- 
assessed in  too  many  instances.  That  this 
is  due  largely  to  excessive  pressure  emanat- 
ing from  anxious  parents,  well-meaning 
friends,  and  over-zealous  neighbors  is  un- 


doubtedly true.  We  are  all  familiar  with  the 
panic  occasioned  by  mere  suspicion  of  polio 
and  the  resulting  demand  for  immediate  hos- 
pitalization. We  do  not  agree  entirely  with 
the  suggestion  that  paralytic  cases  even  if 
the  paralysis  be  mild,  should  be  treated  at 
home  during  the  initial  period  of  the  disease. 
However  isolation  of  the  child  for  two  weeks 
in  a hospital  because  of  nuchal  resistance  or 
other  vague  symptoms  resembling  polio  is 
hardly  sensible  and  certainly  uneconomical 
regardless  of  who  pays  the  bill. 

■ i' 

In  urging  professional  cooperation  we  sug- 
gest that  the  Foundation  could  make  such 
cooperation  easier  and  more  effective  by: 

a.  Modifying  its  educational  program.  The 
public  should  be  taught  to  look  upon  polio  as 
a serious  disease  but  with  possibilities  for  a 
favorable  outcome  in  the  majority  of  in- 
stances as  statistics  reveal.  Few  physicians 
would  turn  over  these  cases  to  a specialist 
if  parents  were  less  scared  and  less  insistent 
in  their  demand  for  complicated  procedures 
which  are  rarely  indicated. 

b.  Limiting  payment  of  hospital  and  phy- 
sician fees  to  families  actually  in  need  of  fi- 
nancial aid.  There  have  been  too  many  in- 
stances in  the  past  when  Foundation  money 
was  used  where  the  need  for  support  was 
questionable.  We  believe  that  a considerable 
amount  could  be  saved  by  local  chapters 
through  limitation  of  funds  to  families  who 
show  financial  hardship  occasioned  by  the 
disease.  The  conservation  of  funds  by  local 
chapters  will  go  a long  way  to  preserve  the 
soundness  of  the  Foundation  on  its  national 
level  and  will  not  interfere  with  the  research 
and  educational  programs  under  its  sponsor- 
ship. 

The  National  Foundation  for  Infantile  Pa- 
ralysis is  deserving  of,  and  we  are  certain, 
will  receive  full  support  from  physicians  in 
Nebraska. 
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EDITORIAL 


Nebr.  S.  M.  Jour. 
December.  1949 


COUNTY  HEALTH  COUNCILS 

The  state  wide  organization  of  County 
Health  Councils  as  recommended  by  the 
Rural  Medical  Service  Committee  of  our 
Association  (see  Organization  Section  on 
page  423)  offers  innumerable  opportunities 
for  the  medical  profession  to  extend  sound 
practical  knowledge  on  public  and  individual 
health  to  areas  where  the  needs  for  such 
information  are  great.  We  predict  that  giv- 
en good  medical  leadership  there  will  be 
ready  acceptance  of  the  movement  with  re- 
sults that  will  more  than  justify  the  efforts 
on  our  part.  For  with  modern  systems  of 
communication,  people  living  in  rural  areas 
desire,  and  indeed  are  deserving  of  facilities 
for  healthful  living  on  a plane  enjoyed  by 
residents  in  urban  centers.  If  the  medical 
profession  can  help  in  effecting  necessary 
improvements  in  this  sphere  of  human  wel- 
fare it  will  reflect  credit  upon  itself  and  at 
the  same  time  render  a valuable  service  to 
the  hundreds  of  smaller  communities  in  Ne- 
braska. 

The  Health  Council  movement,  it  should 
be  recalled  is  one  of  the  first  necessary  steps 
in  our  coordinated  effort  to  improve  public 
health  in  Nebraska.  The  aim  is  to  recruit 
the  active  interest  of  as  many  civic  minded 
men  and  women  as  is  possible  and  thus  en- 
list group  cooperation  through  systematic 
study  of  projects  essential  to  better  com- 
munity health.  The  Health  Council  idea  is 
not  new.  It  has  proven  its  worth  in  every 
section  of  the  country  where  professional 
leadership  was  made  available.  Parenthetic- 
ally the  dividends  these  Councils  afford  in 
good  public  relations  cannot  be  over-esti- 
mated. They  offer  the  best  means  of  dem- 
onstrating our  aims  to  serve  the  community. 
In  addition  to  stimulating  public  interest  in, 
and  appreciation  of  good  public  health  the 
Health  Councils  tend  to  create  and  maintain 
a demand  for  good  quality  of  medical  care 
in  the  community  in  which  they  function. 

It  is  hoped  that  the  Health  Council  move- 
ment in  Nebraska  will  proceed  without  un- 
necessary delay.  Our  people  deserve  all  the 
help  the  medical  profession  can  supply  in 
this  sphere  of  civic  endeavor. 


KEEP  ENROLLING 

The  Nebraska  Medical  Service  (Blue 
Shield)  has  opened  enrollment  to  a limited 
number  of  individuals  to  accommodate  those 
who  do  not  fit  into  the  group  contract.  It 


would  be  well  for  members  of  the  Nebraska 
State  Medical  Association  to  make  a special 
effort  in  advising  qualified  applicants  of  this 
project.  Even  more  effective  however,  would 
be  the  encouragement  of  organized  groups 
to  join  Blue  Shield.  The  experiences  of  this 
Voluntary  Plan  justify  the  full  confidence 
on  the  part  of  physicians  and  laymen.  All 
one  has  to  do  to  convince  himself  of  its  prac- 
tical usefulness  is  study  the  auditors’  reports 
as  they  appear  in  this  Journal  each  month. 

The  proponents  of  compulsory  insurance 
have  not  given  up  their  hope  of  legislative 
success.  During  Congressional  recess  they 
are  perhaps  less  noisy  in  their  cry  for 
socialization,  but  there  is  little  doubt  that 
the  second  session  of  the  Eighty-First  Con- 
gress will  witness  a repetition  of  crocodile 
tears  in  a plea  for  acceptance  of  their  old 
theme. 

Our  most  logical  answer  is  a strong  Blue 
Cross-Blue  Shield.  Let’s  keep  enrolling! 


EXTENDED  DATE  FOR  REVISION 
OF  FEE  SCHEDULE 

Your  Planning  Committee  announced  in  the 
September  issue  of  The  Journal  that  prepara- 
tions were  being  made  to  draft  the  final  re- 
vision of  the  Proposed  Fee  Schedule  for  Gov- 
ernmental Agencies  and  that  any  specialty 
groups  wishing  to  discuss  corrected  fees 
should  contact  the  committee  by  November  15, 

1949.  This  same  information  was  sent  to  the 
head  of  each  group  by  letter. 

The  committee  met  again  Friday  evening, 
November  25th  and  decided  to  grant  an  exten- 
sion of  time  to  all  groups  or  individual  physi- 
cians since  two  of  the  specialty  bodies  had 
asked  for  more  time  to  discuss  their  fees.  The 
“positive  deadline”  was  set  for  January  15, 

1950. 

Any  specialty  group  or  individual  physician 
wishing  to  consult  with  the  committee  about 
fees  should  notify  the  headquarters  office  by 
the  above  date.  Otherwise,  committee  mem- 
bers stated,  it  will  be  assumed  that  the  fees 
are  satisfactory  to  all  concerned.  It  was 
pointed  out  that  the  January  15th  date  must 
be  “final”  since  much  work  remains  after  all 
fees  are  finally  established. 
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FULL  STEAM  AHEAD! 

Ofttimes  it  has  been  said  that  an  organization,  to  be  successful,  must  have  a 
top  flight  secretary,  to  which  all  who  have  had  anything  to  do  with  organization 
work  will  subscribe.  It  also  has  been  said  that  inactive  committees  have  been  the 
graveyard  of  unsuccessful  organizations.  Given,  then,  a competent,  hard  driving  and 
enthusiastic  secretary  and  committees  that  really  function,  it  is  reasonable  to  be- 
lieve that  organizations  so  blessed  will  attain  their  aims  and  purposes. 

Members  of  the  Nebraska  State  Medical  Association  should  be  aware  of  the 
fact  that  they  have  excellent  secretaries  in  the  headquarters  office  and  that  their 
key  committees  are  doing  a splendid  job.  It  is  planned  to  add  to  the  central  office 
staff  in  the  near  future  an  individual  who  will  be  charged  with  correlating  the 
activities  of  all  the  Association  committees. 

The  Council  on  Professional  Ethics,  the  Board  of  the  Nebraska  Medical  Founda- 
tion, the  Planning,  Public  Relations,  Public  Health,  Rural  Medical  Service,  Prepay- 
ment Medical  Care  Committees,  and  others  have  put  in  many  hours  in  formulating 
plans  which  are  now  being  activated.  One  of  the  most  important  steps  toward  the 
success  of  the  work  of  these  respective  committees  is  the  plan  to  expand  their 
projects  through  statewide  local  subcommittees.  And  it  might  be  pointed  out  that 
when  the  various  objectives  are  accomplished  it  will  be  due  to  the  fact  that  these 
subcommittees  have  seen  the  job  through. 

We  hear  and  read  much  about  the  public  relations  of  the  medical  profession. 
There  is  not  one  of  the  many  plans  now  being  initiated  by  your  State  Association  * 
that  does  not  bear  directly  on  enhancing  these  relations.  Certainly  anything  that 
the  Medical  Association  may  do  to  improve  public  health,  encourage  our  citizens 
to  insure  against  the  costs  of  illness,  improve  medical  service  in  the  rural  areas, 
aid  in  financing  the  education  of  worthy  medical  students  or  worthwhile  medical 
research,  untangle  misunderstandings  between  patients  and  physicians  or  between 
physicians  themselves,  will  have  a decided  bearing  on  the  layman’s  attitude  toward 
the  purposes  of  the  medical  profession.  It  is  apparent  that  if  the  fight  being  waged 
against  the  complete  socialization  of  the  United  States  is  to  be  successful,  the 
subjugation  of  the  practice  of  medicine  being  only  the  first  stepping  stone,  our 
citizens  must  solve  their  riddles  through  strategic  planning  and  militant  expres- 
sion which  will  evolve,  to  a considerable  degree,  from  the  concepts  enunciated  by 
organized  medicine. 

Your  officers  and  your  committees  must  have  the  help  of  every  member  of  the 
Association.  If  we  are  to  see  the  successful  culmination  of  the  many  projects  now 
under  way,  some  of  our  members  must  jolt  themselves  Out  of  their  lethargy,  indif- 
ference and  passive  attitude  and  assume  their  share  of  the  profession’s  responsi- 
bilities. 

Physicians  must  realize  that  the  practice  of  medicine  is  on  the  edge  of  a preci- 
pice, and  unless  each  physician  does  his  equal  share  to  prevent  the  fall,  the  crash 
will  reverberate  down  through  the  years.  If,  therefore,  you  are  requested  to  ac- 
cept membership  on  one  of  the  many  subcommittees  being  formed,  do  so  and  enter 
into  the  work  with  full  steam  ahead. 

May  I in  behalf  of  your  officers  extend  the  Season’s  Greetings  to  the  members 
of  the  Nebraska  State  Medical  Association. 
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Urinary  Complications  During  Pregnancy 
and  the  Puerperium* 

KNOWLTON  E.  BARBER,  M.D. 

Chicago,  Illinois 


Experience  and  vital  statistics  teach  us 
that  the  greatest  majority  of  pregnancies  in 
this  country  each  year  terminate  without 
complications  of  any  type.  When  complica- 
tions do  arise  they  may  become  serious.  The 
urinary  tract  being  one  of  the  more  import- 
ant systems  of  the  body,  complications  in 
this  system  may  become  a menace  to  the 
survival  of  the  mother  or  the  child,  or  both. 
The  cooperation  between  the  expectant 
mother  and  her  physician  is  most  important 
in  these  conditions.  In  certain  cases  the 
women  can  be  most  helpful  in  the  prevention 
of  some  complications  or  in  the  successful 
outcome  of  her  pregnancy  by  giving  her 
physician  a careful  history  of  her  past  ill- 
nesses, especially  if  they  pertain  to  any  his- 
tory of  kidney  infections  or  diseases  she 
may  had  or  any  family  history  of  kidney  dis- 
ease. 

The  physician  has  an  important  role  in 
the  care  and  successful  outcome  of  these 
cases.  Since  well  over  half  of  the  cases  of 
pyelitis  or  pyelonephritis  of  pregnancy  oc- 
cur in  women  with  anomalies  of  the  urinary 
tract,  such  as  double  kidneys  and  ureters, 
urinary  calculi,  congenital  polycystic  kid- 
neys, horseshoe  kidneys,  to  name  a few  of 
them,  the  physician  should  insist  that  a 
thorough  urological  examination  be  made 
when  these  anomalies  are  known  or  sus- 
pected. Plain  x-rays  of  the  urinary  tract, 
intravenous  pyelograms,  complete  urinalysis 
and  blood  pressure  readings  should  be  done 
in  all  cases  of  known  anomalies  before  preg- 
nancy is  contemplated  or  early  in  the  first 
pregnancy.  In  many  instances  when  one 
anomaly  is  found  in  an  individual  other  an- 
omalies may  be  present.  If  one  member  of 
the  family  has  a congenital  anomaly,  espe- 
cially of  any  organs  arising  from  the  hind- 
gut,  other  members  of  the  family  may  have 
some  anomaly  arising  from  the  hindgut — 
such  as  the  urinary  tract — so  the  females 
of  that  family  should  have  a urological  ex- 
amination to  rule  out  anomalies  of  the  uri- 
nary tract.  These  anomalies  are  more  fre- 
quent than  we  realize.  When  anomalies  are 
found  prior  to  pregnancy  any  correction  that 
is  necessary  should  be  done  before  preg- 
nancy is  contemplated. 

‘Read  before  the  Annual  Assembly  of  the  Nebraska  State 
Medical  Association  in  Omaha,  May,  1949. 
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A previous  history  of  pyelitis  during 
childhood,  post  infectious  nephritis,  expo- 
sure to  tuberculosis,  history  of  glandular, 
pulmonary  or  bone  tuberculosis,  familial  his- 
tory of  kidney  disease  such  as  cystinuria 
due  to  faulty  matabolism  of  sulfur  or  con- 
genital polycystic  kidneys,  require  special 
attention  before  or  during  the  first  preg- 
nancy. Statis  with  improper  drainage  bring 
to  light  these  unrecognized  anomalies  and 
pathological  conditions. 

Since  stasis  and  improper  drainage  in  the 
form  of  pyelo-ureteral  dilatation  is  greater 
during  the  first  pregnancy  than  in  subse- 
quent pregnancies  and  the  younger  the  pa- 
tient the  greater  the  pyelo-ureteral  dilata- 
tion, the  incidence  of  dilatation  parallels  the 
increased  incidence  of  infection — infections 
occurring  twelve  times  more  frequently  in 
obstructive  than  in  non-obstructive  cases — 
most  of  the  previously  mentioned  anomalies 
and  pathological  conditions  will  be  brought 
to  light  during  the  first  pregnancy.  There- 
fore, one  must  be  more  on  the  alert  to  de- 
tect urinary  complications  in  the  primapara 
than  in  the  multipara.  Some  authors  state 
that  one  or  both  ureters  show  some  degree 
of  dilatation  in  95%  or  more  of  primapara 
— the  percentage  decreasing  considerably  in 
each  succeeding  pregnancy.  Therefore,  one 
may  safely  say  that  in  the  absence  of  path- 
ology of  the  upper  urinary  tract,  complica- 
tions are  less  likely  to  develop  in  the  second 
or  third  pregnancy  even  though  pyelitis 
existed  in  the  first  pregnancy. 

The  right  side  is  nearly  always  dilated 
in  advanced  pregnancy  — the  left  side  less 
frequently  and  usually  slight  when  it  is  lim- 
ited to  the  left  side,  but  both  sides  may  be 
involved.  There  are  two  theories  about  the 
cause  of  this  pyelo-ureteral  dilatation — the 
mechanical  theory  and  the  hormonal  theory. 

The  mechanical  theory  is  based  on  the 
following  anatomical  findings : The  ana- 
tomical relationship  of  the  enlarged  uterus 
within  the  pelvic  brim,  the  close  proximity 
of  the  base  of  the  bladder  to  the  enlarged 
cervix  and  uterus,  is  thought  to  exert  pres- 
sure on  the  ureters  thus  causing  ureteral 
obstruction.  The  tone  of  the  abdominal 
musculature  is  greater  in  the  primapara 
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which  in  turn  accentuates  the  pressure  of 
the  enlarged  uterus  on  the  ureters.  The 
primapara  carries  the  uterus  in  a more  erect 
position  to  the  abdominal  wall  than  does 
the  multipara. 

The  right  ureter,  which  crosses  the  com- 
mon iliac  vessels  almost  at  right  angles,  lies 
in  a position  more  exposed  to  pressure  by 
the  gravid  uterus  than  the  left  ureter  which 
enters  the  pelvis  almost  parallel  to  the  ves- 
sels. The  left  ureter  is  also  protected  some 
by  the  intervention  of  the  sigmoid  and  as- 
cending colon  which  gives  some  cushioning 
effect.  The  dilatation  of  the  ureters  nearly 
always  extends  down  to  the  brim  of  the 
pelvis.  The  pelvic  portion  of  the  ureter  is 
rarely  dilated.  Pyelo  ureteral  dilatation  re- 
cedes soon  after  the  uterus  is  emptied. 
Therefore  the  anatomical  theory  answers  al- 
most every  finding  encountered  during  preg- 
nancy and  the  puerperium. 

The  hormonal  theory  is  well  demonstrated 
by  Drs.  Jenkins  and  Von  Wagenen,  Deming 
and  McLean,  who,  after  extensive  experi- 
mentation on  pregnant  Rheus  monkeys,  be- 
lieve the  physiological  pyelo  ureteral  dilata- 
tion of  pregnancy  is  dependent  upon  the  en- 
docrine function  of  the  placenta.  If  the 
foeteus  is  removed  but  the  placenta  retained 
in  the  uterus,  the  urinary  tract  retains  the 
characteristics  of  the  pregnant  condition. 
If  the  hydro  ureter  of  pregnancy  has  been 
established,  the  dilatation  may  be  seen  to 
persist  or  even  to  progress  until  the  pla- 
centa is  expelled  — then  the  pyelo-ureteral 
dilatation  rapidly  recedes  to  normal. 

In  the  early  part  of  pregnancy  there  is 
a very  marked  output  of  gonadtropic  sub- 
stance which  drops  off  rapidly  at  the  third 
month,  although  the  estrins  and  corpus 
luteum  hormone  continue  to  be  secreted  in 
the  urine  until  term  is  reached  when  they 
suddenly  decrease  in  output. 

Huntley,  et  al,  suggest  that  prolan  B is 
responsible  for  the  atony,  and  oestrin  for 
the  hypertrophy  and  vascular  changes  tak- 
ing place  in  the  ureter. 

There  are  several  questions  that  the  pro- 
ponents of  the  hormonal  theory  find  diffi- 
cult to  answer.  Namely,  “Why  is  the  dila- 
tation more  frequent  and  greater  in  the 
right  ureter  than  the  left?”  “How  can  you 
expect  to  have  an  organ,  the  size  of  the 
uterus  after  the  fourth  month,  in  the  pelvic 
cavity  of  a woman  without  showing  some 


pressure  upon  the  ureters?”  “Why  is  there 
very  little  or  no  pyelo  ureteral  dilatation 
after  the  second  pregnancy?” 

Regardless  of  the  cause  of  pyelo-ureteral 
dilatation,  we  can  demonstrate  that  it  does 
exist.  Our  problem  is  to  diagnose  the  un- 
derlying pathology  causing  the  complication, 
control,  where  feasible,  the  infection  and 
stasis  with  the  simplest  means  possible  to 
safely  allow  the  pregnancy  to  go  on  to  term 
producing  a viable  child  and  protecting  the 
mother’s  health.  Fortunately,  many  of 
these  complications  are  reversible  after  de- 
livery. This  can  best  be  done  by  keeping 
in  mind  the  most  common  causes  of  com- 
plications, such  as  pyelitis  or  pyelonephritis 
— with  or  without  ureteral  dilatation ; urinary 
calculi;  strictures  of  the  ureter  with  pyelo 
ureteral  dilatation;  aberrent  blood  vessels, 
or  stricture  or  mucosal  valves  at  the  uretero 
pelvic  junction;  tuberculosis  of  the  kidney; 
unilateral  aplastic  kidney  and  other  con- 
genital anomalies. 

The  most  common  complication  is  pyelitis 
or  pyelonephritis,  with  or  without  pyelo 
ureteral  dilatation.  This  condition  occurs 
more  frequently  in  the  third  trimester  than 
the  second  trimester,  rarely  does  it  occur  in 
the  first  trimester.  Usually,  there  is  a 
sudden  onset  of  frequency  and  burning  on 
urination,  chills  and  fever,  lumbar  backache 
or  moderate  to  severe  pain  in  the  right  or 
left  lumbar  or  kidney  regions.  The  pain  may 
be  referred  to  the  abdomen  or  the  left  or 
right  lower  quadrant  simulating  appendi- 
citis or  twisted  ovarian  cysts  or  ovary. 
Nausea  and  vomiting  may  be  present.  Head- 
ache may  be  persistent  and  annoying.  De- 
hydration may  become  severe.  Bacteria  or 
white  blood  cells  or  both  may  be  found  in  a 
catheterized  specimen  of  urine. 

The  acute  stage  may  last  a few  days  to  a 
week  in  the  majority  of  cases.  Others  may 
run  an  unfavorable  course — the  temperature 
remains  high,  the  lumbar  or  abdominal  pain 
increases  in  severity,  the  general  condition 
of  the  patient  becomes  worse,  anemia  may 
develop  as  a result  of  prolonged  sepsis,  liver 
function  becomes  impaired  resulting  in  jaun- 
dice, or  evidence  of  renal  failure  may  super- 
vene with  diminished  excretion  of  urine  or 
an  increase  of  nitrogen  retention,  dilatation 
of  the  kidney  pelvis  may  be  marked  and 
kidney  function  delayed.  The  foetus  may 
not  survive  prolonged  high  temperature, 
and  spontaneous  abortion  may  occur.  For- 
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tunately,  with  our  present  day  knowledge  of 
bacteriology  and  our  antibiotics,  sulfona- 
mides and  the  newer  synthetic  drugs  and 
hydration  therapy  with  electrolyte  balance, 
the  great  majority  of  cases  respond  well  to 
therapy.  The  patient’s  condition  improves, 
the  temperature  subsides,  bacteria  and  leu- 
kocytes recede  or  become  absent  in  the 
urine,  the  patient  feels  well  and  is  sympto- 
matically cured. 

The  type  of  antibiotic,  such  as  penicillin, 
streptomycin  or  aureomycin,  or  the  sulfona- 
mides to  prescribe  depends  entirely  on  the 
sensitivity  of  the  organisms  to  the  thera- 
peutic agents  named. 

(Streptomycin  is  more  effective  in  an  al- 
kaline urine  and  sulfa  crystals  are  more  sol- 
uble in  an  alkaline  urine,  so  be  sure  to  al- 
kalinize  the  urine). 

When  a favorable  response  to  this  therapy 
is  not  obtained  or  an  unfavorable  course  is 
encountered,  more  heroic  measures  must  be 
resorted  to.  Cystoscopy  and  ureteral  cath- 
eterization to  establish  drainage  often  gives 
prompt  relief  with  satisfactory  results,  espe- 
cially in  the  third  trimester.  Ureteral  cath- 
eters may  be  left  in  place  for  weeks  at  a 
time  and  the  pregnancy  carried  to  term 
without  deleterious  effect  on  mother  or  child. 
The  catheters  may  have  to  be  reinserted 
from  time  to  time.  Since  many  of  these 
conditions  are  reversible  after  delivery  noth- 
ing more  need  be  done  in  the  post  partum 
period  except  to  clear  up  any  residual  in- 
fection. 

In  unfavorable  or  irreversible  complica- 
tions surgery  may  have  to  be  resorted  to; 
pyelotomy  or  ureterotomy  to  remove  an  im- 
pacted urinary  calculus  or  to  establish  more 
controllable  drainage  until  the  post  partum 
period  is  reached — decapsulation  of  the  kid- 
neys to  promote  urinary  output — ligation  of 
an  aberrent  blood  vessel — or  pyelo  uretero- 
plasty  in  uncontrollable  infected  hydro- 
nephrosis. Nephrectomy  is  indicated  when 
other  forms  of  therapy  fail  or  where  certain 
pathological  conditions  are  present,  such  as 
carbuncle  of  the  kidney,  unilateral  multiple 
abscesses  of  the  kidney,  advanced  unilateral 
renal  tuberculosis  producing  unfavorable 
symptoms,  certain  tumors  of  the  kidney, 
calculus  pyonephrosis  or  other  conditions 
that  must  be  corrected  to  carry  the  preg- 
nancy to  term  or  to  save  the  patient’s  life. 
With  our  present  day  knowledge  of  vitamins 


therapy,  blood  typing  and  Rh  factor  control, 
electrolyte  balance  and  the  controlling  of  in- 
fections, pregnant  patients  withstand  sur- 
gery very  well  — the  convalescence  is  short 
and  the  pregnancy  is  usually  carried  to  full 
term.  A viable  child  and  a healthy  mother 
is  the  compensation  we  are  hoping  to  obtain. 
Caesarian  section  may  have  to  be  resorted 
to  if  a viable  child  is  to  be  obtained  and  the 
urinary  tract  pathology  relieved  so  the  pa- 
tient can  be  readied  for  urological  surgery 
later.  Therapeutic  abortion  may  be  the  last 
resort  in  a few  cases  but  this  is  usually  un- 
necessary—especially  from  the  6th  to  9th 
months.  This  procedure  may  carry  a grea- 
er  risk  to  the  mother  than  the  above  men- 
tioned procedures  and  of  course  there  is  no 
viable  child.  However,  the  preservation  of 
the  nephrons  of  the  kidneys  is  essential  to 
prevent  future  nephritis.  The  urologist  and 
the  obstetrician  in  charge  of  the  case  must 
exhaust  all  forms  of  therapy  and  procedures 
before  therapeutic  abortion  is  recommended. 
One  must  keep  in  mind  that  previously  in- 
fected kidneys  have  more  immunity  to  in- 
fection than  non-infected  or  vigin  kidneys. 
Patients  with  urinary  calculi  or  some  con- 
genital anomalies  previous  to  pregnancy, 
may  go  through  a pregnancy  with  no  more 
findings  than  leukocytes  and  bacteria  in  the 
urine.  These  findings  without  other  symp- 
toms do  not  call  for  heroic  measures  or  pro- 
cedures. 

POST  PARTUM  CARE 

Rarely  does  the  pyelitis  or  pyelo  nephri- 
tis of  pregnancy  continue  very  long  after 
delivery  unless  some  complication  or  anom- 
aly of  the  urinary  tract  exists.  These  are 
usually  brought  to  light  by  the  statis  due  to 
the  gravid  uterus.  If  a complete  urological 
study  has  been  made  during  pregnancy 
these  conditions  will  be  recognized  and  are 
corrected  before  another  pregnancy  is  con- 
templated. One  can  predict  that  the  pyelo 
ureteral  dilatation  will  be  less  marked  or  en- 
tirely absent  after  the  second  pregnancy,  so 
uncomplicated  pyelitis  or  pyelonephritis  is 
less  likely  to  develop  in  subsequent  pregnan- 
cies. 

When  the  infection  clears  up  completely 
and  the  intravenous  urograms  are  normal, 
the  chances  of  recurrence  are  one  in  five 
cases  but  the  patient  should  wait  from  six 
months  to  two  years  before  pregnancy  is 
contemplated  again.  If  the  urine  remains 
infected  the  risk  is  greater,  namely,  one  in 
two  cases,  so  a great  effort  should  be  made 
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to  correct  any  pathology  present  and  to  rid 
the  urinary  tract  of  all  infection. 

In  persistent  infections  of  long  duration 
with  renal  damage  present,  pregnancy 
should  be  forbidden, 

Urinary  calculi  in  the  kidney  calyces,  pel- 
vis or  ureter  may  complicate  pregnancy  but 
if  silent,  or  if  they  produce  leukocytes  and 
bacteria  in  the  urine  without  acute  symp- 
toms, usually  do  not  require  manipulation  or 
removal  until  after  delivery.  Calculi  must 
be  removed  either  by  surgery  or  by  ureteral 
delivery  before  another  pregnancy  is  con- 
templated. 

Strictures  of  the  ureter  generally  respond 
to  ureteral  dilatation.  Tuberculosis  of  the 
kidney  usually  presents  itself  as  a sterile 
pyuria  with  bladder  symptoms  such  as  fre- 
quency, urgency,  nocturia  and  hematuria, 
gross  or  microscopic,  out  of  all  proportion 
to  the  symptoms  of  acute  pyelitis,  unless 
secondary  infection  intervenes — then  chills 
and  fever  may  mask  the  underlying  pathol- 
ogy. A history  of  previous  bone  tuber- 
culosis, pleurisy,  chronic  cough  or  exposure 
to  tuberculosis  should  alert  one  to  the  possi- 
bility of  tuberculosis  of  the  urinary  tract, 
especially  if  leukocytes  are  found  in  a 
urine  sterile  on  culture.  Although  preg- 
nancy is  occasionally  tolerated  surprisingly 
well,  most  cases  are  made  worse.  The  pa- 
tient does  not  develop  renal  tuberculosis 
after  becoming  pregnant  and  her  natural  re- 
sistance for  tuberculosis  is  not  lowered  by 
pregnancy.  The  gravid  uterus  interfering 
with  proper  drainage  produces  an  acute 
exacerbation  of  a dormant  unrecognized 
tuberculosis  at  the  time  of  pregnancy. 

The  symptoms  at  first  are  limited  to  the 
bladder  which  usually  come  on  earlier  than 
gram  negative  or  gram  positive  bacterial  in- 
fection. Lumbar  or  abdominal  pain  may  be 
present  without  elevation  of  temperature  as 
tuberculosis  usually  involves  the  ureter, 
producing  stricture  with  ureteral  blocking. 

Intravenous  urograms  usually  are  of 
great  help  in  diagnosing  tuberculosis;  the 
calyces  present  the  typical  moth  eaten  ap- 
pearance or  cavitation  of  the  kidney  paren- 
chyma, the  ureter  may  be  shorter  and  more 
rigid  than  normal  or  it  may  be  dilated  and 
tortuous  in  outline.  Cystoscopy  may  reveal 
a golf  hole  ureter,  tubercles  or  ulcerations 
in  the  bladder  mucosa  or  around  the  ureteral 
orifice  of  the  affected  side.  Guinea  pig 


inoculation  with  the  centrifuged  sediment  of 
a catheterized  specimen  of  urine  collected 
under  aseptic  conditions  is  the  only  safe 
method  of  diagnosing  tubercuolsis  of  the 
urinary  tract.  Cultures  and  smears  are  not 
infallible.  Look  for  tuberculous  foci  in 
other  parts  of  the  body  such  as  pulmonary, 
bone,  tonsils,  lymph  glands  and  gastro- 
intestinal tract.  The  foci  must  be  treated 
as  well  as  the  kidney.  Treatment  should 
be  palliative  or  expectant,  especially  if  not 
diagnosed  until  the  7th  month.  One  should 
be  on  the  alert  for  any  symptoms  referable 
to  the  meninges  or  the  central  nervous  sys- 
tem. 

Streptomycin  may  be  of  great  prophylac- 
tic aid  in  preventing  the  dissemination  of 
the  tubercle  bacilli  with  seeding  of  other 
parts  of  the  body,  especially  the  meninges 
or  the  other  kidney — the  bladder  symptoms 
will  be  alleviated. 

If  found  early  in  pregnancy  and  limited 
to  one  kidney,  with  the  other  kidney  normal 
anatomically,  physiologically  and  bacteri- 
ologically,  the  involved  kidney  should  be^  re- 
moved. 

Interruption  of  pregnancy  fails  to  check 
the  disease  and  is  a positive  danger  to 
the  patient,  particularly  in  the  later  months 
of  pregnancy.  Emptying  the  uterus  should 
only  be  resorted  to  if  the  patient  refuses 
nephrectomy  or  if  infection  of  both  kidneys 
is  present.  If  the  diseased  kidney  has  been 
removed,  the  remaining  kidney  normal  func- 
tionally, anatomically  and  bacteriologically, 
there  being  no  other  focus  of  infection  in 
the  body,  pregnancy  may  be  contemplated 
in  two  or  three  years. 

Solitary  kidney,  whether  of  congenital 
type  or  due  to  a previous  nephrectomy  for 
some  pathology  in  the  nephrectomized  kid- 
ney, pregnancy  is  permissible  if  the  kidney 
is  normal  in  every  respect.  Complications 
may  be  treated  in  the  same  way  as  pyel- 
itis or  pyelo  nephritis  of  pregnancy.  Pa- 
tients with  a solitary  kidney  should  not  be 
deprived  of  pregnancy  as  many  of  them 
may  have  one  or  more  normal  pregnancies 
without  damage  to  that  kidney. 

Injury  to  the  bladder  or  urethar  usually 
occurs  following  instrumentation,  or  sym- 
physeotomy. Third  degree  tears  may  in- 
volve the  urethar  or  bladder,  but  this  is 
rare.  A full  bladder  is  usually  a prerequisite, 
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however  pressure  necrosis  may  occur  fol- 
lowing a long  impingement  of  a foetal  part 
against  the  bladder  or  symphysis  pubis.  If 
the  supporting  fascia  is  torn,  a cystocele  or 
urethracele  may  develop.  Nearly  all  of 


these  tears  are  recognized  and  repaired  at 
the  time  of  delivery.  Injuries  to  the  bladder 
or  urethra,  if  recognized,  should  be  repaired 
immediately  and  one  must  be  sure  to  estab- 
lish catheter  drainage  until  the  wound  heals. 


* * * 

Congenital  Anomalies  of  the  Gastro- 
intestinal Tract" 

JOHN  A.  BIGLER,  M.D. 

From  the  Children’s  Memorial  Hospital  and  the 
Ortho  S.  A.  Sprague  Memorial  Institute  Laboratories 
Chicago,  Illinois 


If  all  babies  with  severe  congenital  anom- 
alies were  born  in  the  larger  metropolitan 
hospitals  it  would  be  a blessing  for  both  the 
infant  and  the  physician.  The  physician 
could  benefit  by  diagnostic  and  therapeutic 
experiences  in  the  larger  number  of  such 
cases  seen  and  the  infant  would  benefit  from 
that  knowledge  in  early  diagnosis  and  the 
newer  techniques  of  the  specialized  surgeon. 

Most  of  these  anomalies  are  serious  and 
critical  for  the  infant  in  the  neonatal  period. 
They  do  not  occur  frequently  enough  for  the 
individual  physician  to  see  more  than  a few 
of  them  during  many  years  of  practice.  This 
is  unfortunate  because  early,  correct  diag- 
nosis is  as  essential  as  the  proper  surgical 
and  medical  management.  It  was  not  so 
long  ago  that  nearly  all  cases  of  esophageal 
atresia  and  intestinal  obstruction  were  con- 
sidered hopeless  and  died..  Now,  due  to  the 
advances  in  surgery,  the  antibiotics  and  the 
understanding  of  electrolyte  balances,  the 
mortality  is  so  substantially  reduced  that 
there  is  expectation  for  survival.  But  these 
therapeutic  measures  will  be  of  no  value 
unless  there  is  an  awareness  of  these  anom- 
alies, a knowledge  of  the  symptoms  and 
findings,  the  elimination  of  harmful  diagnos- 
tic proceedings,  early  diagnosis,  a will  to  see 
that  the  infant  lives  by  the  elimination  of 
the  defeatist  attitude  or  resignation  to  the 
inevitable,  and  the  employment  of  capable 
surgical  skills. 

Anomalies  of  the  gastro-intestinal  tract 
occur  twice  as  often  as  do  those  of  harelip 
and  cleft  palate  and  about  one-half  as  often 
as  congenital  heart  disease. 

It  is  well  to  remember  that  associated 

•Read  before  the  Annual  Assembly  of  the  Nebraska  State 
Medical  Association,  May,  1949. 


anomalies  such  as  congenital  heart  disease 
are  fairly  common.  Also,  not  infrequently 
there  is  more  than  one  anomaly  of  the 
gastro-intestinal  tract  present  in  the  same 
patient.  I recently  saw  a patient  with  three 
areas  of  atresia  in  the  ilium.  Obstruction 
may  be  associated  with  malrotation  of  the 
bowel. 

VOMITING 

Vomiting  is  one  of  the  first  symptoms  of 
alimentary  tract  obstruction.  It  is  always 
present  and  because  of  its  character  and 
persistence  is  of  great  diagnostic  aid.  Gen- 
erally, the  vomiting  can  be  divided  into 
three  types: 

1.  Esophageal  type:  There  is  an  excess 
in  flow  of  saliva  from  the  mouth  with  con- 
tinuous drooling.  The  first  and  subsequent 
feedings  are  regurgitated  immediately  even 
when  only  a small  amount  is  taken.  This  is 
often  followed  or  accompanied  by  cyanosis 
and  choking. 

2.  Pyloric  or  duodenal  type:  Such  vom- 

iting is  usually  explosive  or  projectile  in 
type  and  may  occur  during  the  feeding  or 
shortly  thereafter. 

3.  Small  or  large  bowel  type:  When  the 
obstruction  is  in  these  areas,  vomiting  is 
often  delayed  and  may  or  may  not  be  ex- 
plosive. Usually  small  amounts  are  vomited 
even  between  feedings. 

The  character  of  the  vomiting  can  also  be 
classified  as  to  the  region  of  the  obstruc- 
tion: 

1.  Esophageal:  There  is  an  immediate 

return  of  what  has  been  swallowed  un- 
changed and  drooling  of  sticky  mucus  and 
saliva. 
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2.  Pyloric  or  duodenal:  When  above  the 
ampulla  of  Vater,  the  vomitus  is  clear  gas- 
tric contents  or  milk  with  little  digestion 
and  few  or  no  curds.  It  is  often  blood 
streaked.  If  the  obstruction  is  lower  in  the 
duodenum  the  vomitus  will  be  bile  stained, 
yellow  or  greenish  brown. 

3.  Small  or  large  bowel:  The  vomitus  is 
usually  copious  and  will  contain  some  fecal 
or  meconium-like  material. 

CONGENITAL  ATRESIA  OF  THE  ESOPHAGUS 

In  early  fetal  life  the  esophagus  and 
trachea  are  one  tube  which  later  divides  in- 
to the  two  structures.  Incomplete  division 
will  cause  one  of  the  following  malforma- 
tions : 

1.  The  upper  esophagus  ends  as  a blind 
pouch  and  the  lower  segment  starts  as  a 
blind  pouch  which  enters  the  stomach. 

2.  The  upper  segment  ends  as  a blind 
pouch  at  the  second  or  third  dorsal  vertebra. 
The  lower  segment  starts  as  a fistula  from 
the  trachea  and  enters  the  stomach.  About 
90%  of  the  cases  fall  into  this  group. 

3.  The  upper  segment  connects  with  the 
trachea  through  a fistula  while  the  lower 
segment  starts  as  a blind  pouch  and  enters 
the  stomach. 

4.  Both  the  upper  and  lower  segments 
have  fistula  tracts  to  the  trachea. 

5.  There  is  no  atresia  of  the  esophagus 
but  there  is  a fistula  with  the  trachea. 

In  all  cases  of  esophageal  atresia  there 
will  be  excessive  saliva  and  vomiting  which 
will  be  esophageal  in  type  and  character. 
In  type  5 malformation,  vomiting  may  not 
be  present  but  there  is  choking  and  spells 
of  cyanosis.  The  stools  will  be  normal  me- 
conium. 

With  the  above  findings  the  diagnosis  can 
be  established  by  x-ray.  A number  8 cathe- 
ter is  inserted  into  the  esophagus  gently  and 
obstruction,  if  present,  will  be  encountered 
at  about  the  level  of  the  second  or  third 
dorsal  vertebra.  Then  0.5  to  1.0  cc.  of  lipio- 
dol  is  injected  under  the  fluoroscope  to 
guard  against  overflow.  One  should  never 
use  barium  because  of  the  danger  of  aspira- 
tion into  the  lungs  with  the  development  of 
pneumonia,  atelectasis  and  foreign  body  re- 
action. Roentgenograms  should  then  be 
taken  and  a diagnosis  can  be  established  by 
the  presence  of  a blind  pouch  and  the  gastro- 


intestinal gas  pattern.  Air  normally 
reaches  the  sigmoid  by  the  seventh  to  the 
tenth  hour  in  the  newborn  and  will  do  so 
in  esophageal  atresia  where  there  is  a fistula 
between  the  trachea  and  lower  segment. 

If  there  is  a blind  pouch  but  no  gas  in  the 
stomach  or  intestines,  then  there  is  atresia 
most  likely  without  a fistula.  I saw  one  case 
recently  with  a blind  pouch  but  without  a 
gas  pattern.  Believing  no  fistula  was  pres- 
ent and  that  there  might  be  a stenosis  or 
absence  of  the  lower  esophageal  segment, 
a gastrostomy  was  done.  Gastric  contents 
immediately  regurgitated  into  the  trachea. 
Upon  post-mortem  examination,  it  was 
found  that  air  could  not  enter  from  the 
trachea  but  regurgitation  could  take  place 
from  the  lower  esophageal  end  of  the  fistula. 
Such  findings  are  confusing  but  fortunately 
rare.  If  there  is  a blind  pouch  and  a gas 
pattern,  then  an  esophageal  tracheal  fistula 
is  present.  When  there  is  lipiodol  in  the 
trachea  and  no  gas  pattern,  then  a fistula  is 
present  from  the  upper  segment.  If  lipio- 
dol is  found  in  the  trachea  and  a gas  pattern 
is  present,  then  there  is  a fistula  from  both 
the  upper  and  lower  segments.  The  pres- 
ence of  lipiodol  in  the  trachea,  a gas  pattern 
but  no  obstruction,  indicates  a tracheo- 
esophageal fistula  without  obstruction. 

After  a diagnosis  has  been  made  it  is  best 
not  to  delay  surgery  for  more  than  24  to 
36  hours  because  of  the  danger  of  repeated 
aspiration  into  the  lungs.  Even  with  the 
best  care  some  pneumonia  and  atelectasis 
will  occur.  An  8 to  10  sized  catheter  should 
be  used  to  drain  the  upper  pouch.  It  is  ad- 
visable to  have  the  infant  in  an  incubator 
and  usually  oxygen  is  necessary.  One  of 
the  sulfonamides  in  a dosage  of  one  to  one 
and  one-half  grains  per  pound  and  penicillin 
20,000  units  every  three  hours  should  be 
started  immediately.  Nothing  is  given  by 
mouth.  Twenty-four  hours  after  birth  sub- 
cutaneous or  intravenous  fluids  of  half 
normal  saline  and  half  5%  dextrose  should 
be  started  in  the  amount  of  about  100  cc. 
per  kilo.  Later  blood  and  plasma  are  given 
intravenously.  Care  must  be  taken  in  giving 
fluids  that  too  much  fluid  and  chloride  is 
not  given  with  the  development  of  edema. 
It  is  better  to  be  a little  on  the  dry  side  than 
on  the  edematous  side.  If  the  infant  urinates 
several  times  a day,  usually  sufficient  fluids 
are  being  given.  A gastrostomy  should  nev- 
er be  performed  before  the  esophageal  repair 
because  gastric  contents  will  be  forced  into 
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the  trachea  with  the  development  of  more 
severe  pulmonary  complications.  The  earlier 
the  infant  can  be  placed  in  the  hands  of  a 
surgeon  familiar  with  the  required  surgical 
techniques  the  better.  In  the  past  eight 
years  at  the  Children’s  Hospital  of  Boston 
113  cases  have  been  operated  with  57  sur- 
vivals. Swenson(1)  there  has  lost  only  5 of 
the  last  32  cases.  Our  experience  at  the 
Children’s  Memorial  Hospital  has  been  about 
a 50%  mortality.  The  mortality  depends  a 
great  deal  upon  the  condition  of  the  infant 
when  he  is  admitted  for  surgery.  Often  we 
do  not  see  these  infants  until  3 to  5 days  of 
age  when  severe  pulmonary  infection  and 
atelectasis  is  already  present.  It  is  for  this 
reason  that  so  much  emphasis  must  be  placed 
upon  early  diagnosis  and  the  proper  pre- 
operative care. 

DIAPHRAGMATIC  HERNIA 

Congenital  diaphragmatic  hernias  are 
usually  present  on  the  left  side  but  may  be 
through  the  great  vessel  ring  or  on  the 
right  side.  Emergency  treatment  will  de- 
pend upon  the  size  of  the  hernia  and  the 
symptoms.  If  the  hernia  is  large,  symptoms 
develop  soon  after  birth.  There  are  dysp- 
nea and  cyanosis  and  often  vomiting,  duo- 
denal or  intestinal,  within  the  first  24  hours. 
The  affected  side  of  the  chest  is  usually  en- 
larged. The  heart  is  pushed  to  the  opposite 
side  of  the  chest  and  circulatory  symptoms 
may  be  present.  The  abdomen  is  usually 
flat  or  sunken.  The  symptoms  will  depend 
upon  how  much  of  the  abdominal  contents 
are  displaced  into  the  chest  cavity. 

Upon  physical  examination  gas  or  bowel 
sounds  can  usually  be  heard  in  the  chest, 
the  heart  is  displaced  and  breath  tones  are 
diminished  or  absent.  Hyperresonance  with 
or  without  dullness  is  found. 

A roentgenogram  of  the  chest  and  abdo- 
men reveals  a change  in  the  normal  gas  pat- 
tern as  well  as  a gastric  and  intestinal  gas 
pattern  in  the  chest  which  at  times  may  be 
seen  to  extend  from  the  abdomen.  If  one 
wrants  to  use  contrast  medium,  lipiodol  and 
not  barium  should  be  used  because  of  the 
danger  of  aspiration.  If  the  hernia  is  large, 
these  infants  are  in  a critical  condition  and 
surgery  must  be  instituted.  The  use  of  oxy- 
gen and  placing  them  in  an  upright  or  re- 
clining condition  will  not  give  sufficient  re- 
lief. Properly  performed  surgery  for  repair 
of  the  hernia  is  well  tolerated  and  survival 
may  be  expected. 


INTESTINAL  OBSTRUCTION 

The  obstruction  may  be  complete  or  par- 
tial. The  latter  may  be  due  to  muscle  hyper- 
trophy as  at  the  pylorus,  a fibrous  band  as 
seen  at  the  duodenum,  malrotation  of  the 
large  bowel  with  pressure  on  the  duodenum, 
and  a tight  rectal  sphincter.  In  partial  ob- 
struction the  symptoms  are  those  of  obstruc- 
tion except  to  a milder  degree  and  there  is 
some  passage  of  food,  gas  and  fecal  ma- 
terial through  the  canal. 

Pyloric  and  duodenal  stenosis : Pyloric 

stenosis  usually  does  not  manifest  itself  be- 
fore the  fourth  to  sixth  week  but  it  can 
occur  during  the  neonatal  period.  Vomiting 
is  pyloric  in  type  and  character,  there  are 
gastric  waves,  loss  of  weight  and  scanty, 
often  green,  starvation  stools.  A normal  in- 
testinal gas  pattern  is  present  with  a large 
gastric  air  bubble.  A pyloric  tumor  is  palp- 
able. It  is  best  to  feel  for  this  tumor  during 
or  just  after  some  fluid  has  been  given  by 
mouth.  When  the  vomiting  occurs,  usually 
the  tumor  can  be  felt.  Obstruction  at  the 
duodenum  will  produce  the  same  symptoms 
and  findings  except  there  is  absence  of  any 
tumor  and  the  vomitus  usually  contains  bile. 
Care  must  be  taken  that  alkalosis  does  not 
occur  from  the  excessive  loss  of  chloride  in 
the  vomitus. 

Vomiting  and  stools:  In  complete  intest- 
inal obstruction  vomiting  is  duodenal  or  in- 
testinal in  type  and  character  and  usually 
occurs  within  48  hours  after  birth.  It  may 
contain  blood.  The  presence  or  absence  of 
bile  should  be  noted.  There  is  an  absence 
or  scantiness  of  the  stools.  If  the  obstruc- 
tion is  above  the  ampulla  of  Vater  then  nor- 
mal meconium  may  be  present,  if  below,  the 
meconium  is  not  normal  in  color  or  consist- 
ency. If  the  obstruction  is  complete  there 
will  be  an  absence  of  lanugo  hair  and  corni- 
fied  epithelial  cells  upon  microscopic  exam- 
ination of  the  meconium. 

Abdominal  distention : In  complete  in- 

testinal obstruction  there  will  always  be  dis- 
tention of  the  abdomen.  If  the  obstruction 
is  high  up  in  the  intestinal  tract  it  will  in- 
volve mostly  the  upper  abdomen.  If  lower 
in  the  ileum  or  in  the  large  gut  it  will  be 
generalized.  Often  because  of  the  small 
amount  of  subcutaneous  fat  and  the  dehy- 
dration the  intestinal  margins  can  be  traced 
and  peristalsis  can  be  seen.  There  is  tym- 
pany upon  percussion.  Rarely  can  a mass  be 
palpated. 
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Roentgenograms  of  the  abdomen : Flat 

radiograms  of  the  abdomen  give  only  in- 
formation on  intestinal  obstruction.  They 
will  do  this  without  the  use  of  contrast  ma- 
terial. In  no  case  should  barium  be  used. 
It  is  too  difficult  to  remove  at  the  time  of 
operation  and  will  only  serve  as  a complica- 
tion. As  stated  before,  gas  is  present 
throughout  the  infant’s  intestinal  tract  in 
seven  to  ten  hours  after  birth.  Even  a small 
amount  seeps  in  through  the  rectum  into 
the  ampulla  but  does  not  rise  high. 

On  x-ray  films  the  upper  portion  of  the 
small  bowel  lies  in  the  upper  abdomen  and 
to  the  left  side.  The  mucosal  folds  are  close 
together.  The  mid  portion  of  the  small 
bowel  is  mainly  in  the  mid  abdomen  while 
the  lower  portion  is  in  the  lower  right  ab- 
domen and  pelvis.  The  folds  are  widely 
spaced.  The  caecum  is  in  the  right  flank, 
the  transverse  colon  in  the  upper  abdomen 
and  the  sigmoid  is  in  the  pelvis.  The  colon 
down  to  the  sigmoid  shows  haustrations. 
The  lower  ilium  may  show  very  marked  dila- 
tation with  difficult  differentiation  from 
the  sigmoid. 

Flat  plates  of  the  abdomen  should  be  tak- 
en in  the  upright  position  to  show  fluid  lev- 
els in  the  gut.  The  typical  picture  of  ob- 
struction is  the  step-ladder  appearance  due 
to  fluid  levels  produced  by  gas  and  stasis. 
This  will  be  present  above  the  point  of  ob- 
struction with  no  gas  in  the  bowel  below. 
Obstruction  in  the  upper  small  bowel,  in  volv- 
ulus and  in  the  ilium  or  ascending  colon  may 
be  fairly  easy  to  localize,  but  lower  in  the 
large  gut  the  exact  location  is  less  definite. 
In  partial  obstruction  there  is  less  gas  and 
stasis  below  the  obstruction.  Neuhauser 
has  described  calcified  areas  due  to  fetal 
meconium  peritonitis  on  flat  plates  in  com- 
plete obstruction. 

There  is  a loss  of  weight  or  failure  to  gain 
and  dehydration.  Vomiting  may  cause  elec- 
trolyte imbalance. 

Surgery  should  be  performed  as  early  as 
possible  and  may  be  successful  as  late  as  ten 
to  twelve  days  after  birth.  Early  diagnosis, 
proper  preoperative  care  and  specialized  sur- 
gery has  markedly  changed  the  mortality. 
Ladd  and  Gross(2)  in  1941  reported  only  7 
recoveries  in  52  cases.  The  operative  mor- 
tality has  improved  considerably  since  that 
time.  Our  recent  mortality  at  The  Children’s 
Memorial  Hospital  in  congenital  intestinal 
atresia  has  been  about  fifty  per  cent. 


Anal-rectal  anomalies : In  all  patients 

with  evidence  of  intestinal  obstruction,  the 
rectum  and  perineum  should  be  examined. 
The  common  anomalies  are  as  follows: 

1.  Stenosis  due  to  tight  anal  sphincter 
or  rectal  diaphragm.  When  present  there  is 
usually  some  patency,  so  that  some  gas,  me- 
conium, or  a small,  ribbon-like  stool  is 
passed.  There  is  some  degree  of  abdominal 
distention.  Upon  digital  examination  the 
rectum  can  be  stretched  and  the  diaphragm 
broken.  The  obstruction  will  then  be  cor- 
rected, but  it  is  necessary  to  dilate  the  rec- 
tum daily  for  some  weeks.  The  simplest  and 
least  dangerous  way  of  doing  this  is  with  the 
finger. 

2.  Imperforate  anus  with  rectal  pouch 
just  above  anus. 

3.  Same  as  number  2 except  a cordlike 
structure  connects  the  rectal  pouch  and  the 
imperforate  anus. 

4.  The  anal  sphincter  and  rectal  pouch 
are  patent  but  there  is  stenosis  or  atresia  at 
the  upper  end  of  the  rectal  pouch.  Recftal 
examination  will  be  normal  or  the  upper 
blind  rectal  pouch  will  be  encountered.  In 
2,  3 and  4 all  the  signs,  symptoms  and  roent- 
genogram findings  of  low  intestinal  ob- 
struction will  be  present.  If  any  of  these 
three  anomalies  are  present,  taking  the 
roentgenograms  with  the  infant  in  the  up- 
side down  position,  hanging  by  the  feet, 
will  show  the  exact  position  of  the  obstruc- 
tion due  to  the  presence  of  a gas  bubble 
just  above  an  opaque  marker  which  has  been 
placed  on  the  anus  or  anal  dimple.  These 
forms  of  rectal  atresia  require  the  same 
early  surgical  interference  as  do  obstructions 
higher  up  in  the  bowel.  The  rectal  sphincter 
should  be  preserved  and  so  an  opening  in  the 
perineum  should  not  be  made  haphazardly. 

Fistulas  between  the  rectum  and  the  blad- 
der, vagina  and  perineum  may  be  encount- 
ered. These,  because  they  are  usually  pat- 
ent from  birth,  do  not  require  emergency 
surgery. 

FUNCTIONAL  INTESTINAL  OBSTRUCTION 

Infants  with  this  condition  have  all  of 
the  symptoms  and  many  of  the  findings  of 
intestinal  obstructions.  Vomiting  and  ab- 
dominal distention  begin  usually  within  the 
first  few  days  or  weeks  of  life.  Constipa- 
tion is  severe  with  no  stools  for  several  days 
and  then  fecal  impaction.  A flat  plate  of 
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the  abdomen  will  show  gas,  stasis  and  fluid 
levels  generalized  throughout  the  abdomen. 
Upon  rectal  examination  a tight  anal  sphinc- 
ter is  usually  found.  A contrast  medium 
enema  will  fail  to  demonstrate  any  obstruc- 
tion in  the  rectum  or  sigmoid.  After  a few 
weeks  there  will  be  beginning  dilatation  of 
the  sigmoid  and  colon. 

Most  of  these  patients  rapidly  progress  to 
the  stage  of  surgical  intervention  as  do 
those  of  intestinal  obstruction,  but  no  ob- 
struction is  found. 

This  condition  is  the  same  or  similar  to 
megacolon.  We  have  observed  a few  of 
these  cases  in  early  infancy.  Zuelzer  and 
Wilson (3>  reported  11  cases  they  have  studied 
from  a few  days  to  a few  months  of  age. 
Only  two  cases  survived.  On  postmortem 
examination  there  was  an  absence  of  the 
mesentery  plexus  of  the  bowel  wall  distal  to 
the  point  where  the  large  bowel  was  not 
functioning.  Proximal  to  this  point  the  in- 
nervation was  normal.  Whitehouse  and  Ker- 
nohan(4)  reported  the  same  findings  in  the 
rectum,  sigmoid  and  lower  colon  in  11  cases 
of  megacolon.  These  two  reports  give  added 
evidence  that  this  dysfunction  of  the  lower 
colon,  the  sigmoid  and  the  rectum  is  due  to 
an  absence  of  the  myenteric  plexus  causing 
an  imbalance  of  the  sympathetic  and  para- 
sympathetic stimulation.  This  is  undoubted- 
ly a congenital  neurogenic  anomaly.  Differ- 
entiation from  bowel  obstruction  in  the  new- 


born is  extremely  difficult  and  most  of  these 
infants  will  come  to  operation.  The  mortal- 
ity is  high,  none  of  our  cases  have  survived, 
and  Zuelzer  and  Wilson  reported  only  two 
recoveries  in  eleven  cases.  They  advise 
early  operation  and  enterostomy  at  the  low- 
est level  of  normal  colon  or  sigmoid.  Fur- 
ther surgery  can  be  done  later. 

SUMMARY 

Although  congenital  anomalies  of  the 
gastro-intestinal  tract  may  not  be  common 
in  any  one  physician’s  practice,  they  occur 
in  about  one  out  of  every  one  thousand 
births.  This  is  twice  as  frequent  as  hare- 
lip and  cleft  palate  and  one  and  one-half 
times  as  frequent  as  congenital  heart  dis- 
ease. Many  of  these  infants  can  survive 
with  early  diagnosis,  the  elimination  of 
harmful  diagnostic  procedures,  the  proper 
pre-operative  care  and  capable  surgical  inter- 
ference. The  purpose  of  this  discussion  is  a 
plea  for  the  survival  of  a greater  number 
of  these  infants. 
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Thyroid  Disease* 
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From  the  Departments  of  Radiology  of  the  LTniversity  of  Nebraska, 
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Radioiodine  was  first  administered  to  pa- 
tients with  hyperthyroidism  in  1942  by 
Hertz  and  Roberts  and  by  Hamilton  and 
Lawrence  in  the  same  year.  Successful 
treatment  of  adenocarcinoma  of  the  thy- 
roid by  radioiodine  was  first  reported  by 
Seidlin  and  Marinelli  in  1946.  The  accumu- 
lated observations  and  correlated  experience 
of  many  investigators  has  since  provided  a 
reliable  basis  for  the  acceptance  of  radio- 
iodine as  an  effective  agent  in  the  treat- 
ment of  these  diseases. 

*Read  before  the  Annual  Sessions  of  the  Nebraska  State 
Medical  Association,  May,  1949. 


Radioisotopes  are  similar  to  radium  in 
that  they  undergo  continuous  disintegration 
with  resulting  emission  of  radiation  similar 
to  that  from  radium  and  X-rays.  The  sig- 
nificant radiation  emitted  is  of  two  impor- 
tant types,  beta  and  gamma.  Beta  radia- 
tion consists  of  high  speed  electrons  of  vari- 
able degrees  of  energy,  although  practically 
all  are  absorbed  within  one  centimeter  of 
tissue.  Gamma  rays  are  similar  to  high 
voltage  X-rays  and  the  gamma  rays  of  ra- 
dium, and  in  general  have  a considerably 
greater  range  of  penetration  and  biological 
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effect.  Radioiodine  131  emits  a feeble  beta 
ray  which  is  all  absorbed  within  one  to  two 
millimeters  of  tissue  and  a gamma  ray 
equivalent  to  a 375,000  volt  X-ray,  although 
the  latter  makes  up  only  about  15%  of  its 
total  radiant  energy.  Radioiodine  131  dis- 
sipates half  its  energy  during  eight  days 
(half  life).  The  therapeutic  action  of  all 
radioactive  materials  results  entirely  from 
the  radiation  emitted  and  their  physiologi- 
cal effect  depends  upon  the  selective  locali- 


ing  knowledge  of  special  instruments  for 
the  detection  and  measurement  of  radiation. 
The  instrument  most  commonly  employed 
as  a dosimeter  is  a Geiger-Mueller  counter. 
Such  an  instrument  is  used,  not  only  in  the 
standardization  and  assay  of  radioisotopes, 
but  also  for  the  determination  of  dosage  re- 
tained or  excreted  by  the  patient  and  for 
the  detection  of  contamination  of  persons, 
utensils  or  premises.  Since  radioisotopes 
are  handled  in  the  form  of  raw  chemical  so- 


Fig.  1A — Mrs.  L.  Diffuse  toxic  goiter  effectively  treated 
by  single  dose  of  radioiodine. 


Fig.  IB — Mrs.  L. 
of  thyrotoxicosis. 


Three  months  later — excellent  remission 


zation  of  the  isotope  within  the  body  of  the 
patient.  The  chemical  element  is  of  im- 
portance only  as  a vehicle  for  delivery  of 
radioactivity  to  certain  tissues.  For 
example,  radioiodine  is  concentrated  almost 
exclusively  within  the  thyroid,  although 
gastric  and  salivary  secretions  do  show  a 
relatively  high  concentration  during  the 
first  few  hours  following  administration. 
On  the  other  hand,  radiophosphorus  is  at 
first  generally  distributed  through  the  blood 
and  liver,  but  is  finally  accumulated  pri- 
marily within  the  bony  skeleton.  Its  pri- 
mary effect  is  upon  the  hematopoietic  sys- 
tem. 

The  utilization  and  handling  of  radio- 
isotopes in  clinical  practice  requires  a work- 


lution,  dangers  of  spillage  and  ingestion 
and  even  inhalation  of  vapors  is  encoun- 
tered. Protective  measures  involve  a com- 
bination of  absorbent  barriers  and  hand- 
ling instruments  such  as  employed  in  ra- 
dium therapy  plus  an  aseptic  technique 
comparable  to  that  employed  by  the  bac- 
teriologist. 

RADIOIODINE  IN  THYROTOXICOSIS 
Radioiodine  has  provided  an  agent  for  the 
effective  irradiation  of  thyroid  tissue,  and 
has  overcome  the  limitations  and  inade- 
quacies of  X-ray  therapy  in  the  treatment 
of  thyrotoxicosis.  According  to  the  studies 
of  Menville  and  of  Pfahler,  a satisfactory 
remission  of  thyrotoxicosis  is  effected  by 
X-ray  therapy  in  75  per  cent  of  patients 
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treated.  Analysis  of  cases  with  thyro- 
toxicosis treated  at  the  University  of  Ne- 
braska Hospital  showed  comparable  results 
from  X-ray  therapy  (Davis),  even  though 
some  of  these  cases  were  inoperable  and 
one  was  moribund.  A satisfactory  remis- 
sion of  thyrotoxicosis  can  be  anticipated  in 
90  per  cent  of  patients  treated  with  radio- 
iodine, as  substantiated  by  the  reports  of 
Hertz  and  Roberts  (1946),  Chapman  and 
Evans  (1946),  Soley  and  Miller  (1948), 
Werner  and  Quimby  (1948),  and  by  the  un- 
published works  and  reports  of  many  other 
clinical  investigators.  Radioiodine  is  much 


have  been  seen  in  consultation  and  four 
treated.  Many  radioiodine  thyroid  accumu- 
lation tests  have  been  run,  both  in  connec- 
tion with  the  patients  treated,  for  the  ex- 
clusion of  unfavorable  cases,  and  for  gen- 
eral evaluation  of  thyroid  activity. 

Accuracy  of  diagnosis  of  thyrotoxicosis 
is  presupposed  in  the  discriminating  selec- 
tion of  cases  for  treatment  by  radioiodine 
just  as  by  surgery.  Experienced  clinical 
judgement  provides  the  most  discriminat- 
ing evaluation,  and  laboratory  studies  such 
as  BMR  are  primarily  of  confirmatory 
value.  Retention  of  radioiodine  by  the  thy- 


in  weight. 


superior  to  roentgen  rays  for  irradiation  of 
the  thyroid  gland  due  to  its  selective  ac- 
cumulation within  the  more  functionally 
active  acini,  the  minimal  irradiation  of  the 
skin  and  adjacent  tissues,  a more  rapid  re- 
sponse to  treatment  and  conservation  of 
the  time  of  both  patient  and  physician.  Ad- 
ministration usually  requires  only  three  or 
four  office  calls  and  a few  hours  of  the  pa- 
tient’s time.  Local  patients  may  continue 
on  their  job  and  out-of-town  patients  are  de- 
tained only  a few  days. 

Our  experience  with  radioiodine  in  thy- 
roid disease  extends  over  a period  of  eigh- 
teen months.  Forty-five  patients  with  thy- 
rotoxicosis have  been  treated,  of  whom 
thirty-one  had  diffuse  toxic  goiters  and 
fourteen  presented  toxic  nodular  goiters. 
Five  patients  with  cancer  of  the  thyroid 


roid  provides  a further  laboratory  aid  in  the 
evaluation  of  thyrotoxicosis.  Untreated  pa- 
tients with  true  hyperthyroidism  will  usu- 
ally show  a retention  of  60  per  cent  to  90 
per  cent  of  administered  radioiodine  after 
48  hours,  whereas  the  patient  with  a normal 
thyroid  will  rarely  show  more  than  80  per 
cent  retention.  A smoldering,  toxic,  nodu- 
lar goiter  with  mild  to  moderate  thyrotoxi- 
cosis may  show  a retention  of  only  45  to  65 
per  cent  after  48  hours.  The  percentage  of 
radioiodine  retained,  however,  may  be  con- 
fusingly reduced  by  previous  administration 
of  Lugol’s  or  thiouracil  derivatives.  Ad- 
ministration of  thiouracil  should  be  stopped 
at  least  two  days,  and  iodide  at  least  one  to 
two  weeks,  before  running  a radioiodine  test 
of  thyroid  activity.  Both  types  of  medica- 
tion seem  to  act  through  blocking  the  or- 
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ganic  binding  of  iodine  by  thyroglobulin. 
Iodine  may  have  the  additional  effect  of 
inactivating  the  thyroid-stimulating  hor- 
mone from  the  pituitary. 

The  patients  treated  for  diffuse  toxic 
goiter  have  shown  excellent  remission  of 
toxic  symptoms  within  two  months  in  90  per 
cent  of  cases.  This  compares  favorably  with 
the  response  following  subtotal  thyroidec- 
tomy, although  it  is  effected  somewhat  more 
slowly.  Definite  clinical  improvement  usual- 
ly becomes  apparent  after  about  the  second 
week,  and  becomes  fully  evident  after  eight 
to  ten  weeks.  Our  first  patients  treated 
with  radioiodine  were,  for  the  most  part, 
cases  with  persistent  or  recurrent  thyro- 
toxicosis after  previous  surgery  or  patients 
who  were  inoperable  due  to  severe  cardiac 
damage.  A subtotal  thyroidectomy  has 
been  done  in  only  one  patient  following  radio- 
iodine, this  being  a patient  with  a 200  gram 
gland,  nodular  with  adenomas,  and  showing 
only  40  per  cent  retention  of  radioiodine. 
The  response  of  patients  with  diffuse  toxic 
goiter  has  been  so  uniformly  good  that  we 
are  able  to  attribute  unsatisfactory  response 
to  inadequate  dosage.  Recurrences  are  seen 
following  both  surgery  and  radioiodine 
therapy,  and  are  attributable  to  a physio- 
logical overproduction  of  thyroid  stimulat- 
ing hormones  by  the  pituitary  as  a response 
to  a lowering  of  the  circulating  thyroid  hor- 
mone level  brought  about  by  the  preceding 
therapy.  Such  recurrences  are  readily 
treated  by  a further  administration  of  radio- 
iodine, the  dose  being  reduced  in  proportion 
to  the  intervening  reduction  in  size  of  the 
thyroid.  Three  patients  have  presented  mod- 
erately protuberant  exophthalmos  which  has 
receded  following  the  administration  of  deep 
x-ray  therapy  over  the  pituitary,  through 
the  retro-orbital  region. 

Patients  with  toxic  nodular  goiter  benefit 
from  radioiodine  therapy,  although  rela- 
tively larger  doses  are  required  and  the  re- 
sponse is  somewhat  less  predictable  and  less 
dramatic  than  in  the  case  of  diffuse  toxic 
goiter.  We  are  learning  that  relatively  larg- 
er doses  of  radioiodine  are  required  in  toxic 
nodular  goiter,  both  because  of  the  much 
larger  size  of  the  gland,  and  the  relatively 
lower  retention  of  radioiodine,  (only  45  to 
65  per  cent  retained  after  48  hours).  The 
disease  has  usually  been  heavily  treated  over 
a prolonged  period  of  time  by  iodine  or 
thiouracil  drugs  which  tends  to  reduce  the 
retention  of  radioiodine  and  modify  the  re- 


sponse. Furthermore,  these  patients  are 
usually  in  an  older  age  group  and  show  more 
severe  and  more  irreversible  cardiac  damage 
which  tends  to  further  reduce  the  benefit 
obtainable.  The  diffuse  toxic  goiter  usually 
shows  a very  remarkable  shrinkage  in  size, 
whereas  the  adenomatous  portions  of  the 
nodular  goiter  show  much  less  reduction  in 
size. 

The  atypical  cases  with  associated  organic 
heart  disease  or  with  excessive  nervous 
tension  require  special  consideration.  Prom- 
ises of  benefit  to  such  cases  should  be  guard- 
ed, since  only  such  symptoms  as  are  attrib- 
utable directly  to  hyperthyroidism  can  be 
anticipated  to  improve.  Reduction  of  thy- 
roid activity,  even  to  the  extent  of  hypothy- 
roidism, will  lighten  the  burden  carried  by  a 
heart  damaged  from  rheumatism  or  vascular 
disease.  Factors  of  nervous  tension  and 
anxiety  must  be  recognized,  analyzed  and 
explained  to  the  patient  as  not  entirely  at- 
tributable to  the  thyroid  disease.  The  pa- 
tient who  presents  primarily  a nervous  ten- 
sion reaction  to  anxiety  and  frustration  is 
not  a proper  candidate  for  radioiodine  any- 
more than  for  sub-total  thyroidectomy. 

Establishment  of  the  proper  dosage  of 
radioiodine  to  effect  a clinical  remission  in 
thyrotoxicosis  involves  a preliminary  meas- 
urement of  the  percentage  of  iodine  retained 
after  24  or  48  hours,  estimation  of  the 
weight  of  the  thyroid  gland,  and  considera- 
tion of  the  reduction  of  activity  desired.  A 
preliminary  retention  test  dose  of  100  micro- 
curies is  given  orally  to  the  fasting  patient. 
Measurements  of  radioactivity  are  made  on 
the  test  dose  from  within  the  container  and 
again  from  the  patient  after  its  administra- 
tion, usually  at  a 50  cms.  distance.  The 
urine  is  collected  during  the  following  24  and 
48-hour  periods.  Furthermore  comparable 
measurements  are  taken  from  the  thyroid 
and  from  the  24  and  48-hour  urine,  and  these 
then  related  to  the  calculated  decayed  radio- 
activity of  the  administered  dose  for  deter- 
mination of  percentage  retained.  Although 
the  urine  specimen  is  not  really  necessary, 
it  gives  a further  check  on  the  reliability 
of  the  direct  thyroid  determination.  Estima- 
tion of  the  size  of  the  thyroid  involves  a con- 
siderable amount  of  guesswork,  and  at  best 
is  only  an  approximation,  involving  an  er- 
ror of  as  much  as  20  to  80  per  cent.  The 
estimated  weights  of  thyroids  treated  by  us 
during  the  past  year  have  varied  from  15  to 
250  grams.  Analysis  of  our  clinical  experi- 
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ence  in  the  treatment  of  thyrotoxicosis  has 
shown  that  a retention  of  120  microcuries 
(N.B.S.)*  of  radioiodine  per  gram  of  thyroid 
will  usually  induce  a clinical  remission  with- 
out producing  any  significant  hypothy- 
roidism. 

The  average  retention  of  radioiodine  after 
twenty-four  hours  was  70  percent  for  all  45 
cases  of  thyrotoxicosis,  78  percent  for  the 
diffuse  toxic  goiters,  70  per  cent  for  four 
exophthalmic  goiters  and  60  per  cent  for  the 
toxic  nodular  goiters.  Cases  showing  a re- 
tention of  radioiodine  below  50  per  cent, 
which  is  not  attributable  to  preceding  block- 
age of  the  thyroid,  as  by  thiouracil,  sulpha 
drugs,  or  iodine  as  Lugol’s,  priodax  or  dio- 
drast,  have  rarely  shown  a satisfactory 
therapeutic  response  following  radioiodine. 
Administration  of  radioiodine  is  warranted 


Fig.  3.  Photomicrograph  of  follicular  adenocarcinoma  of 
thyroid,  well  controlled  one  and  one-half  years  following  sub- 
total thyroidectomy,  high  voltage  x-ray  and  85  millicuries  of 
radioiodine. 

in  such  cases  only  when  the  clinical  signs 
and  symptoms  are  really  indicative  of  thy- 
rotoxicosis. In  such  cases  total  dosage  must 
be  increased  according  to  the  lowered  reten- 
tion. Cases  showing  a retention  above  60 
percent  have  shown  a satisfactory  response ; 
in  general  the  greater  the  retention  and  the 
more  toxic  the  patient  the  more  dramatic 
and  beneficial  the  results  have  been. 

The  average  total  concentration  of  radio- 
iodine within  the  thyroid  in  our  cases  was 
120  microcuries  (N.B.S.)  per  gram  of  gland, 
although  it  varied  from  40,  up  to  240  in  a 
case  of  thyrotoxicosis  with  cardiac  insuffi- 
ciency. Total  doses  under  50  rarely  pro- 
duced a remission,  and  over  120  microcuries 
per  gram  not  infrequently  carried  the  BMR 
below  normal,  so  that  we  are  now  standard- 
izing our  initial  dosage  at  about  80  micro- 

* N.B.S. — National  Bureau  of  Standards. 


curies  (N.B.S.)  retained  per  estimated  gram 
of  thyroid.  Werner  and  Quimby  advocate 
an  initial  dosage  of  only  100  microcuries  per 
gram  of  thyroid,  based  on  estimated  thyroid 
weight  and  without  reference  to  percentage 
retained,  which  we  endorse  also. 

The  BMR  readings  for  the  45  cases  before 
radioiodine  varied  from  plus  13  to  plus  73, 
averaging  44.  The  average  BMR  following 
therapy  is  about  minus  3 for  those  cases 
adequately  treated  and  followed  from  three 
to  fifteen  months.  No  patients  have  shown 
clinical  signs  of  myxedema  or  any  other  sig- 
nificant sequellae.  The  average  gain  in 
weight  following  radioiodine  has  been  eleven 
pounds.  The  sitting  pulse  rate  before  radio- 
therapy varied  from  82  to  134,  averaging 
114  per  minute,  while  three  months  after 
therapy  it  averaged  80  and  varied  from  60 
to  90  per  minute.  Auricular  fibrillation 
originally  present  in  6 cases,  disappeared  fol- 
lowing radioiodine  in  three  cases.  General 
clinical  improvement  first  appeared  after 
two  to  four  weeks,  was  fairly  well  estab- 
lished after  two  months,  although  not  fully 
apparent  until  after  three  to  four  months. 

We  have  frequently  observed  clinical 
signs  and  symptoms  of  thyrotoxicosis,  such 
as  elevated  pulse  pressure,  rapid  pulse  and 
increased  BMR,  persist  past  six  or  eight 
weeks  from  previously  elaborated  thyroid 
hormones  and  for  a further  period  of  three 
to  four  weeks  even  after  secretory  activity 
of  the  thyroid  has  been  reduced  to  normal, 
as  indicated  by  a follow-up  radioiodine  re- 
tention test.  In  such  cases,  adequate  re- 
duction of  thyroid  activity  has  been  shown 
by  a subsequent  full  remission  without  fur- 
ther therapy.  Subtotal  thyroidectomy  is  not 
indicated,  except  very  rarely  following  ade- 
quate radioiodine  therapy,  and  then  only  in 
an  enlarging,  compressive  or  nonretentive 
toxic  nodular  goiter,  and  surgery  when  done 
unnecessarily,  prematurely,  or  too  extensive- 
ly may  lead  to  hypothyroidism. 

RADIOIODINE  IN  CANCER  OF  THE  THYROID 

The  application  of  radioiodine  to  cancer 
of  the  thyroid  has  been  widely  publicized, 
although  it  has  only  a limited  sphere  of  use- 
fullness.  The  carcinomas  seen  by  us  have 
consisted  of  two  follicular  adenocarcinomas, 
two  moderately  anaplastic  carcinomas,  and 
one  Hurthle  cell  tumor.  One  follicular  car- 
cinoma has  now  remained  well  for  15  months 
following  total  thyroidectomy,  deep  x-ray 
therapy  and  radioiodine  in  massive  dosage. 
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The  other  follicular  carcinoma  is  too  recent 
for  evaluation.  One  patient  with  anaplastic 
carcinoma  died  within  two  weeks,  and  the 
other  case  three  months  following  treat- 
ment. The  Hurthle  cell  carcinoma,  as  is  to 
be  expected,  showed  insufficient  retention 
of  radioiodine  to  promise  any  benefit.  In 
general,  only  about  one  out  of  five  cancers 
of  the  thyroid  is  sufficiently  well  differen- 
tiated, such  as  the  benign  metastasizing 
struma  and  the  follicular  carcinoma,  to  ade- 
quately concentrate  radioiodine  and  deliver 
a cancerocidal  dose  of  radiation  within  it- 
self. The  administered  dose  is  very  large, 
averaging  about  100  millicuries  with  hopes 
of  attaining  a dosage  of  500  microcuries  re- 
tained per  estimated  gram  of  tumor.  A 
transient  parotitis  developed  within  a few 
hours  after  doses  over  80  millicures,  and  also 
a mild  stomatitis  about  5 days  following 
doses  over  120  millicuries  (N.B.S.)  Sup- 
plementary deep  x-ray  therapy  has  been 
used  to  increase  irradiation  of  more  ana- 
plastic areas  and  to  raise  total  dosage. 

Accumulation  of  radioiodine  by  cancer  of 
the  thyroid  can  be  increased  considerably 
by  a preceding  total  thyroidectomy,  which 
thereby  shunts  the  radioiodine  into  rem- 
nants and  metastases.  Administration  of 
thyrotropic  pituitary  hormone,  and  to  some 
extent  prior  administration  of  propylthi- 
ouracil, give  experimental  promise  of  in- 
creasing the  accumulation  of  radioiodine  by 
thyroid  carcinoma.  All  of  these  procedures 
tend  to  reduce  the  level  of  circulating  thy- 
roid hormone,  and  this  in  turn  stimulates 
thvroptropic  hormones  from  the  pituitary 
with  resulting  hyperplasia  of  residual  thy- 
roid tissue  and  increase  of  its  avidity  for 
radioiodine.  Contrariwise,  the  administra- 
tion of  thyroid  extract  should  reduce  the 
pituitary  thyrotropic  stimulation  of  residual 
thyroid  neoplasm  and  so  tend  to  reduce  its 
growth.  We,  therefore,  administer  thyroid 
extract,  about  2 to  3 grains  daily,  to  all  pa- 
tients with  cancer  of  the  thyroid  following 
their  treatment  by  total  thyroidectomy,  mas- 
sive doses  of  radioiodine  and  intensive  deep 
x-ray  therapy. 

SUMMARY 

1.  Radioiodine  provides  a most  effective 
agent  for  the  treatment  of  thyrotoxicosis 
by  radiation  and  for  the  evaluation  of  thy- 
roid activity.  Remissions  of  thyrotoxicosis 
induced  by  radioiodine  are  comparable  to 
those  following  subtotal  thyroidectomy;  fur- 


thermore, treatment  is  readily  applicable  to 
inoperable  and  recurrent  cases. 

2.  The  forty-five  cases  of  thyrotoxicosis 
comprised  31  with  diffuse  toxic  goiter  and 
14  with  toxic  nodular  goiter. 

3.  Diffuse  toxic  goiters  showed  an  aver- 
age 24-hour  retention  of  78%  and  the  toxic 
nodular  goiters  a retention  of  60%  of  the 
dose  administered  orally.  Thyroids  retain- 
ing less  than  50  per  cent  of  radioiodine  have, 
in  general,  responded  unsatisfactorily. 

4.  It  was  found  that  thiouracil  must  be 
stopped  two  to  three  days  prior  and  Lugol’s 
one  to  three  weeks  prior  to  administration 
of  radioiodine  as  a test  of  thyroid  activity 
or  as  a therapeutic  agent. 

5.  Response  of  thyrotoxicosis  to  radio- 
iodine is  indicated  by  reduction  of  the  BMR 
from  an  average  of  plus  44  to  an  average  of 
minus  3,  lowering  of  the  average  pulse  rate 
from  114  down  to  80,  and  an  average  gain 
of  11  pounds  weight  over  a period  of  10 
weeks. 

6.  Surgery  still  offers  more  rapid  remis- 
sion in  diffuse  toxic  goitre  and  more  certain 
control  of  many  nodular  goitres. 

7.  Of  five  patients  with  carcinoma  of  the 
thyroid,  only  two  having  follicular  adeno- 
carcinoma have  benefited  from  radioiodine 
in  addition  to  total  thyroidectomy  and  deep 
x-ray  therapy. 

This  work  has  been  made  possible  through  as- 
sistance granted  by  the  U.  S.  Atomic  Energy  Com- 
mission and  by  the  National  Cancer  Institute.  Also, 
we  wish  to  express  our  indebtedness  to  Dr.  Capres 
S.  Hatchett,  Dr.  E.  Stanley  Pederson,  Dr.  Robert 
M.  Coleman  and  Dr.  Charles  C.  Gass  for  valuable 
assistance  in  the  conduct  of  this  work. 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 


ORGANIZATION  SECTION 


> LAST  CALL  FOR  PAPERS 

■ Members  who  wish  to  present  papers 
before  the  Annual  Session  of  the  Ne- 
braska State  Medical  Association  in 
May  1950,  should  send  titles  now  to  Dr. 
R.  B.  Adams,  Secretary,  1315  Sharp 
Bldg.,  Lincoln,  Nebr.  No  titles  accepted 
after  January  1. 


PUBLIC  HEALTH  COMMITTEE 

An  aggressive  program  was  outlined  by 
the  Public  Health  Committee,  headed  by  Dr. 
Fred  Long,  Lincoln,  at  a meeting  held  Octo- 
ber 21.  The  program  is  aimed  primarily  at 
attaining  the  following  obj  ectives : 

1.  Providing  better  health  conditions  for 
the  people  of  Nebraska. 

2.  Restore  medical  leadership  in  matters 
pertaining  to  health. 

3.  Education  of  the  profession  of  its  re- 
sponsibilities in  public  health. 

Committee  members  believed  that  if  the 
program  is  to  be  successful,  with  a maximum 
of  participation  by  all  doctors,  public  health 
must  be  clearly  defined,  including  its  scope 
and  limitations.  Public  health  was  defined 
as  “that  branch  of  medical  science  dealing 
with  the  protection  of  the  population  as  a 
whole  against  potential  and  actual  health  ha- 
zards.” 

The  scope  of  the  program  was  also  deter- 
mined and  shall  include  these  areas  of  activi- 
ty: Communicable  disease,  vital  statistics, 
evironmental  sanitation,  control  of  venereal 
disease,  maternal  and  child  health,  and  pub- 
lic health  laboratory  services.  The  commit- 
tee was  in  unanimous  agreement  that  “med- 
ical care  is  not  included  in  these  activities.” 

Realizing  that  the  program  can  be  best  im- 
plemented at  the  local  level,  it  wras  agreed 
that  “extended  members”  of  the  Public 
Health  Committee  should  be  chosen  in  each 
county  society.  It  was  further  decided  that 
a member  of  the  state  committee  should  ap- 
pear before  each  county  society,  outlining 
the  entire  program.  A questionnaire  will  al- 
so be  distributed  at  these  meetings,  seeking 
statistics  and  information  on  local  public 
health  problems. 
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RURAL  MEDICAL  SERVICE  COMMITTEE 

The  Rural  Medical  Service  Committee,  at  a 
meeting  held  in  Omaha,  October  27,  set  down 
a tentative  program  which  will  serve  as  a 
nucleus  for  establishing  a broad,  state-wide 
effort  to  promote  better  medical  care  for  the 
rural  areas  of  Nebraska. 

This  tentative  program  is  based  on  four 
main  points: 

1.  Establishment  of  local  health  councils. 

2.  Distribution  of  medical  care. 

3.  Health  education. 

4.  Prepayment  voluntary  health  insur- 
ance. 

The  committee,  headed  by  Dr.  E.  F.  Lein- 
inger,  McCook,  stated  that  the  following  of 
local  health  councils  was  the  first  prerequi- 
site for  the  successful  operation  of  its  rural 
health  program.  For  it  was  believed  that 
much  of  the  program’s  work  could  be  direct- 
ed through  these  councils. 

Committee  members  agreed  that  one  of  its 
most  important  functions  should  be  the  spon- 
sorship of  regular  weekly  health  columns  in 
Nebraska  newspapers  as  a part  of  its  rural 
education  work.  It  was  recognized  that  these 
releases,  discussing  various  diseases,  their 
causes  and  preventive  measures,  would  have 
tremendous  educational  value  in  the  rural 
areas.  These  columns  will  be  written  by  doc- 
tors from  all  over  the  state. 

LOCAL  HEALTH  COUNCILS 

At  the  request  of  the  American  Medical 
Association,  Dr.  J.  D.  McCarthy,  President, 
has  asked  the  Planning  Committee  to  study 
the  methods  of  organizing  county  health 
councils  throughout  the  state.  Similar  tasks 
have  been  given  the  appropriate  committees 
of  other  state  medical  associations. 

Dr.  Floyd  Rogers,  chairman  of  the  Plan- 
ning Committee,  has  stated  that  his  commit- 
tee will  meet  in  the  near  future  to  begin 
work  on  this  program.  Leaders  of  American 
medicine  have  recognized  that  health  coun- 
cils are  fundamental  agencies  in  the  activi- 
ties of  the  various  medical  groups. 

The  Rural  Medical  Service  Committee  has 
already  notified  Dr.  Rogers  that  it  considers 
such  councils  to  be  the  “nerve  center”  of  its 
work.  It  has  recommended  that  the  health 
councils  be  established  as  quickly  as  possible. 
This  important  work  will  require  the  help  of 
every  doctor  in  the  state. 
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Dr.  Roscoe  G.  Leland,  who  was  director  of  the 
A.M.A.,  Bureau  of  Medical  Economics  from  the  time 
it  was  organized  in  1931  until  his  retirement  in  1944, 
died  in  Chicago  on  October  17. 


A 40-bed  hospital  to  serve  the  sandhills  area  was 
reasonably  assured  recently  according  to  press  re- 
ports. 

It  was  announced  a campaign  to  raise  $100,000 
had  gone  over  the  top  by  $7,000. 

That  amount  along  with  a federal  grant  of  $100,- 
000  will  serve  as  working  capital  for  the  hospital, 
officials  said. 

The  Sisters  of  St.  Francis,  who  will  operate  the 
hospital,  are  to  assume  the  final  portion  of  the  in- 
debtedness. The  proposed  hospital,  at  O’Neill,  will 
cost  $300,000. 


It  is  also  reported  that  six  weeks  after  it  started, 
the  drive  for  150  thousand  dollars  toward  construc- 
tion of  proposed  Gordon  Memorial  Hospital  went 
over  the  top. 


Dr.  J.  Marshall  Neeley  of  Lincoln  was  ap- 
pointed to  the  Nebraska  state  board  of  ex- 
aminers in  medicine  and  surgery  by  Gov.  Val 
Peterson.  His  term  of  five  years  will  begin 
Dec.  1. 


According  to  a recent  press  release  by  the 
state  board  of  examiners  in  medicine  and 
surgery,  50  persons  who  took  the  examina- 
tion last  June  were  successful  and  have  been 
authorized  to  practice  in  the  state. 


REFRESHER  COURSE, 
UNIVERSITY  OF  NEBRASKA 
COLLEGE  OF  MEDICINE 

A general  refresher  course  designed  to 
bring  the  general  practitioner  up  to  date  on 
recent  advances  in  medicine,  surgery,  the 
specialties,  and  new  medicine,  will  be  held 
December  5 to  9 inclusive  at  the  University 
of  Nebraska  College  of  Medicine,  Omaha. 
Members  of  the  faculty  will  give  the  course. 
Registration  fee  is  $25.00  and  reservations 
should  be  made  early  with  Dr.  W.  B.  Moody, 
University  of  Nebraska  College  of  Medicine, 
Omaha.  All  Nebraska  physicians  are  eligi- 
ble. 


Dr.  Elmer  Henderson,  Louisville,  president-elect 
of  the  American  Medical  Association,  was  distinct- 
ly honored  recently  when  delegates  from  30  coun- 
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tries  selected  Mm  as  president-elect  of  the  World 
Medical  Association  at  the  Third  General  Assembly, 
held  in  London. 

Dr.  Henderson  will  take  over  the  A.M.A.  presi- 
dency at  the  San  Francisco  session  in  June,  and  the 
presidency  of  the  World  Medical  Association  when 
the  assembly  meets  in  New  York  in  October. 


Physicians,  educators  and  public  health  officials 
from  35  states  and  three  territories  participated  in 
the  Second  National  Conference  on  Physicians  and 
Schools  at  Highland  Park,  111.,  October"  13-15.  The 
conference,  sponsored  by  the  Bureau  of  Health  Ed- 
ucation of  the  American  Medical  Association,  con- 
sidered school  health  problems. 

Among  the  conclusions  were  that: 

(1)  The  family  physician  is  a key  figure  in  a 
solution  of  the  problems  and  should  be  brought  into 
the  school  health  programs  at  the  planning  stage; 

(2)  Greater  community  and  professional  recog- 
nition of  the  role  of  the  school  physician  is  needed; 

(3)  School  health  services  should  be  considered 
a part  of  a total  community  health  program  and  be 
integrated  into  such  a program; 

(4)  Medical  schools  should  give  additional  train- 
ing on  school  health  to  medical  students. 


ANNUAL  CLINICAL  CONFERENCE,  A HIGH- 
LIGHT OF  THE  CENTENNIAL  YEAR  OF 
THE  CHICAGO  MEDICAL  SOCIETY 

Attendance  at  the  1950  Clinical  Conference  of  the 
Chicago  Medical  Society  should  be  a MUST  on  your 
schedule.  Set  aside  four  days  — February  23, 
March  1,  2,  and  3,  1950  for  valuable  postgraduate 
observations  in  the  great  medical  center  of  Chicago. 

There  will  be  Clinical  Sessions  and  Scientific  Lec- 
tures by  the  nation’s  foremost  medical  authorities 
and  educators. 

There  will  be  selected  Scientific  and  Technical 
Exhibits,  displays  that  will  dramatize  medical  de- 
velopments ‘ up-to-date.” 


THE  NATIONAL  FOUNDATION  FOR 
INFANTILE  PARALYSIS,  Inc. 

During  1949  a poliomyelitis  incidence  of 
unprecedented  size  (more  than  37,000  strick- 
en since  January  1)  has  put  serious  financial 
strain  upon  the  National  Foundation  for  In- 
fantile Paralysis.  For  the  first  time  in  its 
eleven  year  history  it  was  necessary  to  con- 
duct a Polio  Epidemic  Emergency  Drive 
which  although  very  helpful  did  not  entirely 
meet  current  needs. 

In  its  avowed  purpose  to  lead,  direct  and 
unify  the  national  fight  against  infantile 
paralysis  the  National  Foundation  undertook 
support  of  research  and  education,  for  in 
these  areas  lie  the  ultimate  hope  for  eradica- 
tion of  poliomyelitis.  These  programs  are 
not  to  be  compromised  in  any  way. 


The  greatest  cost  to  the  National  Founda- 
tion, however,  is  payment  for  medical  care 
to  patients.  It  is  urgent  for  all  physicians  to 
assist  in  the  institution  of  measures  which 
will  reduce  costs  without  prejudice  to  pa- 
tients. The  chief  costs  are  for  hospitaliza- 
tion. Many  poliomyelitis  patients  are  hospit- 
alized when  they  can  be  cared  for  at  home  at 
a reduced  cost. 

Our  experience  in  this  year’s  epidemic 
which  has  spared  virtually  no  part  of  the 
country  suggests  the  following: 

1.  Abortive,  nonparalytic  and  mildly  para- 
lytic poliomyelitis  patients  are  being  hospit- 
alized in  the  mistaken  idea  that  the  stated 
period  of  isolation  must  be  spent  in  the  hos- 
pital. 

2.  Overly  prolonged  hospitalization  is  fre- 
quent. This  is  particularly  true  of  the  para- 
lytic patient  who  has  achieved  maximum  im- 
provement from  daily  physical  therapy. 
Home  care  with  periodic  office  or  clinic  vis- 
its is  then  in  order. 

3.  There  still  exists  in  some  places  a gen- 
eral attitude  that  poliomyelitis  is  a bizarre 
disease  which  only  a few  physicians  can 
manage.  This  is  not  so.  It  is  disturbing, 
for  example,  to  find  physicians  leaning  so 
heavily  upon  the  guidance  of  physical  ther- 
apists and  nurses.  The  physician’s  assess- 
ment of  the  total  patient  is  the  best  index  in 
determining  when  a patient  shall  leave  hos- 
pital to  receive  home,  office  or  clinic  care. 

4.  Patients  hospitalized  on  general  ward 
services  are  not  charged  medical  fees  ordin- 
arily. When  patients  are  hosnitalized  on  iso- 
lation wards  for  poliomyelitis,  however,  bills 
for  medical  fees  are  at  times  submitted.  Pay- 
ment is  frequently  made  by  the  local  chap- 
ters of  the  National  Foundation  whose  treas- 
uries are  now  generally  depleted. 

It  is  hoped  that  physicians  will  understand 
clearly  how  urgent  is  our  need  for  coopera- 
tion from  all  practicing  physicians  in  the 
matters  mentioned  above. 

HART  E.  VAN  RIPER,  M.D.. 

Medical  Director. 


Advertisers  in  our  journal  are  carefully  selected. 
Only  those  meeting  our  advertising  standards  may 
use  the  facilities  of  our  pages.  No  advertisement 
will  be  accepted  which,  either  by  intent  or  inference, 
would  result  in  misleading  the  reader.  May  we  sug- 
gest that  you  review  the  ads  in  each  issue  of  our 
journal  and,  when  occasion  arises  to  prescribe  pro- 
ducts featured  or  use  the  facilities  offered,  tell  them 
you  saw  their  ad  in  the  Nebraska  State  Medical  Jour- 
nal. 
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The  keynote  of  the  aims  for  the  forthcom- 
ing year  was  sounded  at  the  Executive  Board 
meeting  of  the  Woman’s  Auxiliary  held  at 
The  University  Club  at  Lincoln  Thursday, 
October  27.  Mrs.  C.  Fred  Ferciot,  State  Pres- 
ident, gave  a heartening  account  of  the  pro- 
gress and  future  plans  made  by  our  auxiliary 
in  the  national  educational  campaign  against 
compulsory  health  insurance.  Pre-eminent, 
was  the  participation  of  the  auxiliary’s  pub- 
lic relations  committee  in  a joint  session 
with  the  Nebraska  State  Medical  Associa- 
tion’s Public  Relations  conferences  held  in 
Omaha  October  6 and  North  Platte  October 
13.  This  invitation  to  perform  a function 
other  than  social,  was  unprecedented  in  the 
history  of  our  organization.  These  two  meet- 
ings were  just  the  beginning  of  an  effort  to 
coordinate  auxiliary  talents  effectively  and 
harmoniously  with  that  of  the  State  Medical 
Association. 

Mrs.  Ferciot  also  reported  that  she  had  al- 
ready attended  meetings  of  the  Lancaster 
County  and  Douglas  County  Auxiliaries. 
It  was  gratifying  to  hear  of  her  planned 
visits  to  Kearney  and  North  Platte  soon  to 
help  organize  auxiliaries  there.  Specific  re- 
sults of  letters  written  and  personal  contacts 
made  in  behalf  of  American  medicine,  were 
related.  We  were  brought  up  to  date  on  the 
literature  sent  from  national  headquarters, 
were  urged  to  keep  our  local  auxiliaries  post- 
ed on  all  developments  as,  for  instance,  the 
recent  anti-trust  investigations. 

Active  interest  was  also  shown  by  the  re- 
ports of  the  chairmen  of  standing  commit- 
tees and  county  presidents.  We  were  indeed 
pleased  and  proud  to  have  our  constitution 
presented  in  printed  booklet  form  for  the 
first  time.  This  was  done  through  the  efforts 
of  Mrs.  L.  A.  Delanney,  Chairman  of  Resolu- 
tions and  Revisions.  Mrs.  A.  A.  Ashby,  Hy- 
geia  Chairman,  urged  that  the  wives  take 
it  upon  themselves  to  place  Hygeia  in  their 
husbands’  waiting  rooms.  Mrs.  B.  R.  Ban- 
croft reported  on  the  activities  of  the  Public 
Relations  Committee.  Mrs.  George  E.  Rob- 
ertson hoped  to  vitalize  the  Historian’s  rec- 
ords with  accounts  of  accomplishments  in 
our  new  assignment  by  close  contact  with  lo- 
cal publicity  chairmen. 

Mrs.  B.  R.  Bancroft  proposed  that  we  have 
an  auxiliary  member  pin.  It  was  enthusias- 


tically accepted  by  the  board  members  and 
moved  that  the  proposal  be  presented  by 
Mrs.  Ferciot  before  the  National  Board  at 
their  meeting,  which  our  president  plans  to 
attend  November  3 and  4 in  Chicago. 

The  following  Nominating  Committee  was 
selected:  Mrs.  W.  W.  Carveth,  Mrs.  P.  0. 
Marvel,  Mrs.  George  E.  Robertson,  Mrs.  D. 
B.  Wengert,  and  Mrs.  A.  J.  Schwedhelm. 
Mrs.  0.  V.  Calhoun  was  named  Convention 
Chairman  of  the  Annual  Spring  Meeting  in 
May,  1950. 

Friendliness  and  delectable  food  highlight- 
ed the  luncheon  following  the  business  ses- 
sion. It  was  served  in  the  pleasant  atmos- 
phere of  the  University  Club. 

MRS.  G.  KENNETH  MUEHLIG, 
Publicity  Chairman. 


The  first  general  meeting  of  the  Woman’s  Auxil- 
iary to  the  Omaha-Douglas  County  Medical  Society 
was  a tea  held  Tuesday,  September  26  at  the  home 
of  Mrs.  W.  Hamsa.  About  89  members  attended. 

Mrs.  S.  J.  Carnazzo  reported  for  Interclub  Coun- 
cil for  September  and  October.  It  was  announced 
that  a Speaker’s  Bureau  from  the  Douglas  County 
Medical  Society  is  available  to  organizations  desir- 
ing information  for  voluntary  health  insurance  and 
Blue  Cross  and  Blue  Shield  plans. 

Mrs.  Jas.  O’Neal,  Program  Chairman,  suggested 
a panel  discussion  on  American  medicine  to  be  held 
later  on  with  Mr.  Smith  as  moderator. 

$10.00  was  contributed  to  the  Community  Chest. 
The  revised  constitution,  in  printed  booklet  form, 
was  read  for  the  second  time  and  accepted. 

Mrs.  Eugene  Simmons,  our  delegate  to  the  A.M.A. 
last  Jnue,  reported  on  the  meeting  she  attended. 
The  12-point  program  was  adopted  as  official  and 
approval  of  a voluntary  medical  prepayment  plan 
as  opposed  to  compulsory  or  socialized  medicine, 
was  voted. 

Subscription  to  the  Bulletin  and  Hygeia  was  urged 
by  all  auxiliary  members. 

Mrs.  C.  Fred  Ferciot,  our  State  President,  was 
introduced  and  spoke  briefly.  The  formation  of  a 
Public  Relations  Committee  to  work  with  the  doc- 
tors was  a new  step  she  cited,  showing  the  grow- 
ing importance  of  our  auxiliary  group  in  relation 
to  the  men. 


Miss  Betty  Kostal,  countess  in  the  recent  Ak-Sar- 
Ben  coronation,  described  her  summer’s  tour  of  Eu- 
rope Wednesday  evening  before  the  Women’s  Auxil- 
iary of  the  Adams  County  Medical  Society.  She 
made  the  trip  with  a group  of  students,  studying  so- 
cial, economic  and  political  conditions  in  countries 
visited.  Her  address  was  illustrated  by  slides. 

Preceding  their  separate  program,  the  auxiliary 
met  with  the  medical  society  for  dinner  at  the  Hast- 
ings State  Hospital.  Fourteen  members  and  guests 
were  present. 
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Mrs.  C.  W.  Guildner  presided  at  a brief  business 
meeting  at  which  Mrs.  A.  A.  Smith,  who  with  Mrs. 
E.  C.  Foote,  represents  the  auxiliary  on  the  blood 
bank  committee,  told  of  this  Red  Cross-sponsored 
project.  She  reported  on  a meeting  in  Grand  Island 
relative  to  the  blood  bank. 

MRS.  LEE  WALLACE  RORK, 
Publicity  Chairman, 

Hastings,  Nebr. 


The  members  of  the  Lancaster  County  Medical 
Auxiliary  Board  met  at  the  home  of  Mrs.  0.  V. 
Calhoun,  2510  South  24th  St.  Lincoln,  at  10  o’clock 
Sept.  8,  1949.  Program  plans  for  the  coming  year 
were  discussed  and  formulated  at  this  meeting. 


The  Lancaster  County  Medical  Auxiliary  met  at 
the  home  of  Mrs.  Maynard  Wood,  2808  Stratford, 
Lincoln,  Nebr.,  on  Monday,  Oct.  3rd,  for  a one  o’clock 
coffee-sandwich  luncheon. 

Following  the  business  meeting,  a special  musical 
program  was  presented  by  Mrs.  Paul  Peterson  and 
Mrs.  Hiram  Hilton.  The  auxiliary  scrapbook  was 
displayed  by  Mrs.  E.  W.  Hancock,  historian. 

Seventy  were  present,  including  fifteen  guests. 


The  wives  of  the  members  of  the  Buffalo  county 
medical  society  met  Thursday  evening  November  10 
at  the  Fort  Kearney  hotel  to  organize  the  Buffalo 
county  medical  auxiliary.  There  were  17  members 
and  three  guests  present. 

Mrs.  C.  F.  Ferciot  of  Lincoln,  president  of  the 
Woman’s  auxiliary  of  the  Nebraska  State  Medical 
association,  was  guest  of  honor.  Mrs.  Ferciot  gave 
excerpts  from  significant  addresses  delivered  at  the 
recent  national  medical  auxiliary  meeting  in  Chi- 
cago. She  also  led  a very  informative  discussion 
on  American  medicine. 

The  following  officers  were  elected:  Mrs.  B.  R. 
Bancroft,  president;  Mrs.  M.  B.  Wilcox,  vice-presi- 
dent; Mrs.  F.  L.  Richards,  secretary  and  treasurer. 
Chairmen  of  committee  will  be  announced  at  the 
next  meeting. 

November,  the  month  of  organization  of  the  Buf- 
falo county  medical  auxiliary,  also  marks  the  25th 
anniversary  of  the  woman’s  auxiliary  for  the  state. 

The  next  meeting  will  be  in  December.  This  will 
be  a joint  meeting  with  the  husbands,  members  of 
the  Buffalo  County  Medical  aassociation,  and  will 
feature  a round  table  discussion  of  American  med- 
icine. 

— From  Kearney  Hub. 


Sixteen  members  of  the  Auxiliary  to  the  Sixth 
Councilor  District  met  at  the  McCloud  Hotel  in  York 
on  October  10th.  The  president,  Mrs.  P.  O.  Marvel, 
presided.  Dr.  Dora  Eckles,  York,  talked  informally 
on  the  struggle  of  women  in  the  United  States  for 
medical  education,  giving  highlights  from  her  own 
experience  as  a professional  woman. 

MRS.  W.  RAY  HILL. 

Publicity  Chairman, 

Milford.  Nebraska 


KNOW  YOUR 
BLUE  SHIELD  PLAN 


Occasionally  it  is  extremely  inconvenient  for  you 
to  secure  the  patient’s  signature  on  the  Assign- 
ment blank.  In  these  unusual  cases,  and  in  cases 
when  the  patient  refuses  to  sign  the  form,  please 
make  a specific  notation  to  this  effect  on  the  As- 
signment blank.  The  Blue  Shield  payment  will  then 
be  made  directly  to  the  patient. 


Many  of  your  patients  who  have  been  unable  to 
meet  the  group  enrollment  requirements  for  Blue 
Cross-Blue  Shield  membership  may  now  enroll  in 
the  Plans.  During  the  special  non-Group  campaign 
which  is  being  conducted,  anyone  under  the  age  of 
65  may  make  application  for  membership.  The  reg- 
ular Non-Group  enrollment  requirements  are  waived 
during  the  campaign,  but  they  will  again  go  into 
effect  after  January  31.  The  benefits  provided  un- 
der Non-Group  membership  are  exactly  the  same  as 
those  for  group  membership,  but  dues  are  neces- 
sarily somewhat  higher. 


The  Blue  Shield  Liaison  Committee  of  the  Ne- 
braska State  Medical  Association  held  a one-day  con- 
ference on  November  17  at  Hotel  Paxton,  Omaha. 
Attending  the  meeting  were  physicians  appointed  by 
their  component  societies  to  head  the  educational  and 
promotional  program  for  Blue  Shield.  Featured 
speaker  for  the  conference  was  John  W.  Castellucci, 
field  assistant  of  the  Associated  Medical  Care 
Plans,  who  spoke  on  “Plan-Physician  Relations.” 


A Reminder:  Blue  Shield  medical  reports  for  sur- 
gery" and  fracture  cases  should  be  submitted  as  soon 
as  possible  after  these  services  have  been  rendered. 
Since  Blue  Shield  does  not  usually  cover  post-oper- 
ative and  office  care  following  surgery  and  frac- 
tures, it  is  unnecessary  to  defer  submitting  your  re- 
port. If  reports  are  sent  in  promptly,  Blue  Shield 
can  give  more  satisfactory  service  to  members  and 
physicians. 


Blue  Shield  is  more  than  a defense  against  com- 
pulsory health  insurance.  It  is  a constructive  plan 
to  make  good  medical  care  available  without  finan- 
cial hardship.  It  insures  prompt  payment  to  physi- 
cians for  care  to  many  patients  who  otherwise  could 
not  pay  at  all. 


REPORT  OF  EXECUTIVE  DIRECTOR  OF 
NEBRASKA  MEDICAL  SERVICE 

CASH  RECEIPTS  AND  DISBURSEMENTS 
October  31,  1949 

Cash  on  hand,  October  1,  1949 $119,737.49 

Receipts : 

From  dues  $88,338.15 

From  enrollment  fees 1,793.00 

Taxes  deducted  from  salaries 47.80 

Interest  on  U.S.  Bonds 125.00  90,303.95 


$210,041.44 
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Disbursements : 

Claims  paid  $57,383.50 

Administrative  expense : 

Regular  $6,683.51 

Adv.  Campaign  206.38  6,889.89 

Professional  fees,  E.K.M 333.33 

Executive  director  300.00 

Medical  director  150.00 

Attorney  150.00 

Advertising  203.25 

Printing  and  stationery 178.40 

Conferences  and  office  meetings 196.20 

Hospital  records  6.00 

U.  S.  Bonds,  Series  F 25,160.00 

Refunds 151.50 

Taxes  152.40 

Dues  71.26 

Collection  expenses  6.50 

Miscellaneous,  old  checks 359.00  91,691.23 


Cash  on  hand,  October  31,  1949 $118,350.21 

Bank  Balance,  October  31,  1949 — 

Packers  National  Bank,  Omaha $117,203.05 

First  National  Bank,  Omaha 1,147.16 


$118,350.21 


BALANCE  SHEET 


October,  31,  1949 


Assets : 

Cash  in  banks 

Premiums  in  process  of  collection 
U.  S.  Bonds  ( cost  plus  accrued 

interest)  

Furniture  and  fixtures 

(Oct.  31— $5,899.31)  


$118,350.21 
. 10,173.00 

. 225,311.00 

1.00 


$353,835.21 

Liabilities: 

Accounts  payable.  Blue  Cross  (Oct.) $ 7,580.25 


Accounts  payable,  monthly  invoices 536.87 

Accrued  payroll  taxes 50.80 

Claims  payable — 

Unreported  46,083.00 

Pending  2,548.00 

Contingent  10,000.00 

Unearned  premiums  77,737.51 


$144,536.43 

Reserve  for  Maternity  Care 10,000.00 

Reserve  for  Bonus  Expense 747.17 

Unassigned  Surplus  198,551.61 


$353,835.21 


INCOME  AND  EXPENSE 


Income : 


October  31,  1949 


Month  of 
October 

From  dues  $ 82,349.04 

From  enrollment  fees 1,793.00 

Interest  U.  S.  Bonds 125.00 

Miscellaneous  


10  Months 
to  Date 
$687,639.14 
16,815.00 
739.59 
1,000.00 


$ 84,267.04 


Expenses : 

Claims  $ 57,306.50 

Administrative  expense: 

Regular  6,968.31 

Advertising  (50-50)  559.11 

Bonuses  200.00 

Professional  fees  333.33 

Executive  director  300.00 

Medical  director  150.00 

Attorney  150.00 

Auditing  

Advertising  143.52 

Printing  386.10 

Stationery  

Conference  and  meetings 193.70 

Collection  expenses  6.50 

Taxes  and  licenses 3.00 

Dues  71.26 

Miscellaneous  


$706,193.73 

$519,779.75 

60,370.72 

7,057.10 

1,685.88 

3,533.30 

3,000.00 

1.500.00 

1.675.00 
700.00 

2,263.22 

3,025.18 

13.35 

2,072.32 

325.10 
68.00 

635.37 

106.11 


Net  Gain 


$ 66,771.33  $607,810.40 

.$  17,495.71  $ 98,383.33 


MEMBERSHIP  SUMMARY— OCTOBER,  1949 

Sub-  De- 

scribes pendents 


Membership — October  1,  1949 39,444  54,827 

Additions  1,924 

Less  Terminations  534 

Net  Gain  1,390 

Membership — November  1,  194$ 40,834  56,759 


Groups  enrolled  during  October 

Groups  cancelled  during  October 

Number  of  active  groups,  November  1,  1949 


Total 

94,271 


97,593 

57 

14 

. 2,288 


OCTOBER  ENROLLMENT  BY  COUNTY 


Adams  

30 

Kearney 

i 

Antelope 

1 

Keith 

1 

1 

7 

Box  Butte 

8 

1 

Brown 

49 

Knox 

2 

Buffalo 

9 

Lancaster 

_ 296 

Burt 

1 

Lincoln. 

. 58 

Butler 

_ 1 

6 

Cass 

6 

Madison 

- - 18 

Cedar 

16 

Merrick 

1 

Cherry 

5 

Morrill 

- _ 76 

Cheyenne 

9 

Nance 

5 

Clay  _ 

1 

Nemaha 

_ _ 5 

Colfax 

3 

Nuckolls 

2 

Cuming 

4 

Otoe 

19 

Custer 

_ 58 

Pawnee 

24 

_ _ 1 

9 

Dawes 

3 

Platte 

. 48 

Dawson 

_ 11 

Polk  

1 

Deuel 

. _ 1 

Red  Willow 

- _ 45 

Dodge 

74 

Richardson 

20 

. 679 

1 

Dundy 

. __  ...  1 

Saline 

1 

Fillmore 

. - 6 

Sarpy  _ __ 

9 

1 

4 

1 

62 

Gage  

- 38 

Seward 

3 

Garfield 

1 

24 

Greeley 

. . 2 

14 

Hall  - _ 

46 

Stanton 

2 

Hamilton 

_ 3 

Thayer  _ 

4 

Harlan 

1 

28 

2 

Holt 

9 

Valley 

_ 16 

Hooker 

. - - 3 

Washington 

3 

Howard 

1 

2 

Jefferson 

2 

York 

4 

Johnson 

n 

CASE  REPORT— OCTOBER,  1949 


Number  of  Case? 

Paid  _ . 

1,673 

Number  of  Services  Rendered 

. 1.809 

Females 

1,030 

Males 

-4779 

Subscribers 

687 

Dependents 

Type  of  Service 

No. 

Per  Cent 

Amt.  Pd. 

Per  Cent 

Obstetrics 

174 

9.629c 

$ 8,900.00 

15.51% 

Gynecology  

97 

5.36% 

7,937.50 

13.83% 

Appendectomies 

. . 70 

3.87% 

7,000.00 

12.20% 

Orthopedics 

164 

9.07% 

5,987.00 

10.43%' 

General  Surgery  . 

76 

4.20% 

5,287.50 

9.21% 

Medical 

182 

10.06% 

3,880.00 

6.76% 

X-rays  _ . 

. . 387 

21.40% 

3,401.50 

5.93% 

Tonsillectomies 

91 

5.03% 

3,185.00 

5.55% 

Gall  Bladders 

16 

.88% 

2,400.00 

4.18% 

Minor  Surgery 

..  . 286 

15.81% 

2,352.50 

4.10% 

Urology 

39 

2.16% 

1,962.50 

3.42% 

Herniotomies 

13 

-72% 

1.450.00 

2.53% 

Hemorrhoids 

23 

1.27% 

1,150.00 

2.00% 

Radiation  therapy 

— 12 

.66% 

840.00 

1.46% 

Nose  and  throat  . 

. . 12 

.66% 

640.00 

1.12% 

Pathology 

121 

6.69% 

540.00 

.94% 

Anesthesia  _ . 

. . 21 

1.16% 

175.00 

.30% 

Eye  - _ 

10 

.55% 

155.00 

•27% 

Transfusions 

15 

.83% 

150.00 

.26% 

GRAND  TOTAL 

1,809 

100.00% 

$57,393.50 

100.00% 

Amount  of  cases  : 

in  process 

of  settlement 

_ $2,548.00 

Average  cost  per 

case  for 

October 

34.31 

Number  per  thousand  receiving  benefits  during  October  17.4 


The  necessity  for  doctors  to  caution  patients 
against  promiscuous  use  of  nose  drops  is  pointed 
out  in  an  editorial  in  the  Oct.  12  Journal  of  the 
American  Medical  Association. 

Many  of  the  nasal  preparations  offered  for  sale 
are  “far  from  innocuous,”  the  editorial  says.  Se- 
vere reactions  have  been  reported  to  follow  instilla- 
tion of  salts  of  various  sulfa  drugs  and  severe  lo- 
cal effects  have  been  reported  from  prolonged  use 
of  preparations  that  cause  constriction  of  the  blood 
vessels. 

At  least  seven  patients  lost  their  ability  to  smell 
or  had  a continuous  sense  of  “smelling  bad  odors” 
from  use  of  preparations  containing  tyrothricin,  the 
editorial  points  out.  Although  the  disability  was 
temporary  in  some  patients,  it  has  lasted  more  than 
a year  in  others. 


^Membership  Roster  Nebraska  State  Medical  Association. 

FIRST  DISTRICT 

JAMES  F.  KELLY,  Councilor 


DOUGLAS 

OMAHA— 

Adam  5,  Payson 

527  Medical  Arts  Bldg. 
Aita.  John  A. 

607  Medical  Arts  Bldg. 
Albertson.  L.  C. 

912  Medical  Arts  Bldg. 
Allen.  John  F.  (Honorary) 
Van  Nuys.  Calif. 

Allen.  Pliny  A. 

Immanuel  Hospital 
Alliband.  Geo.  T. 

1020  Medical  Arts  Bldg. 
Allingham.  H.  T. 

(Deceased  3-13-49) 
Andersen.  Alfred  C. 

430  Aquila  Court 
Andersen.  M.  C. 

1120  Medical  Arts  Bldg. 
Anderson.  Harley  E. 

1116  Medical  Arts  Bldg. 
Anderson.  Lawrence  L. 

1314  Medical  Arts  Bldg. 
Anderson.  Leo 

207  Medical  Arts  Bldg. 
Armbrust,  Walter 
1113  Redick  Tower 
Arntsen.  L.  L. 

442  Aquila  Court 
Attwood.  N.  H. 

502  Medical  Arts  Bldg. 
Bach.  Stanley  M. 

6268  Pine  St. 

Bantin.  C.  F. 

626  Omaha  Loan  & Bldg. 
Bantin,  E.  W. 

440  Aquila  Court 
Baptist.  John 

3624  No.  30th  St. 

Barry.  M.  W. 

1416  Medical  Arts  Bldg. 
Barta.  Frank  R. 

324  City  Natl.  Bank  Bldg. 
Bartek.  Julius  G. 

619  Barker  Bldg. 

Bartos,  Paul 
1719  So.  16th 
Beber.  Meyer 

631  Medical  Arts  Bldg. 
Beck,  F.  O. 

Livestock  Natl.  Bank 
Best,  R.  Russell 

527  Medical  Arts  Bldg. 
Bisgard.  J.  Dewey 

1420  Medical  Arts  Bldg. 
Black.  Albert  S..  Jr. 

1613  Medical  Arts  Bldg. 
Black.  Eugene  W. 

University  of  Nebraska 
Bliss,  Rodney  W. 

1120  Medical  Arts  Bldg. 
Block,  Max 

432  Brandeis  Theatre  Bldg. 
Boler,  Thomas  D. 

718  Barker  Bldg. 

Bonniwell.  Chas.  M. 

8613  No.  30th 
Borghoff.  J-  A. 

1319  Medical  Arts  Bldg. 
Borghoff.  Joseph  J. 

730  City  Natl.  Bank  Bldg. 
Boyne,  H.  N. 

1302  Medical  Arts  Bldg. 
Bozarth,  Elton  P. 

4617  No.  24th  St. 

Bradley.  James  D. 

1118  Medical  Arts  Bldg. 
Brandt.  Emelia  H. 

( Honorary ) 

4343  Charles  St. 

Brazer.  J.  G. 

63rd  and  Maple 
Brinkman.  H.  H. 

6014%  Military 
Brodkev,  M.  H. 

320  Medical  Arts  Bldg. 
Brown,  Alfred 

1618  Medical  Arts  Bldg. 
Brown,  Loy  T. 

6110  Military  Ave. 

Brush.  John  H. 

1326  Medical  Arts  Bldg. 
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Bryngelson.  Jared  L. 

63rd  and  Maple 
Bucholz,  Donald  J. 

478  Aquila  Court 
Burns,  B.  C. 

421  Farm  Credit  Bldg. 
Bushman,  L.  B.  (Honorary) 
627  City  Natl.  Bank 
Callfas.  W.  F.  (Honorary) 
Pasadena  2,  Calif. 
Cameron.  O.  J. 

1520  Medical  Arts  Bldg. 
Campbell,  Louis  S. 

527  Medical  Arts  Bldg. 
Campos,  Francis 
St.  Louis.  Missouri 
Carnazzo,  S.  J. 

712  Barker  Bldg. 

Carp.  Oscar 

1107  Medical  Arts  Bldg. 
Carroll,  Percy  J. 

Dean  Creighton 
Cassidy.  W.  A. 

1020  Medical  Arts  Bldg. 
Catania.  Nancy 

418  Brandeis  Theatre 
Christensen,  Julius  B. 

1326  Medical  Arts  Bldg. 
Christlieb.  J.  M. 

4702%  So.  24th  St. 

Clark,  Geo.  L. 

1817  Vinton 
Clarke,  F.  S. 

314  Medical  Arts  Bldg. 
Cloyd.  A.  D.,  Jr. 

316  Medical  Arts  Bldg. 
Cloyd.  A.  D..  Sr.  (Honorary) 
5225  Cass 
Comine,  J.  J. 

820  Medical  Arts  Bldg. 
Connolly,  E.  A. 

502  Medical  Arts  Bldg. 
Cook.  Lyman  J. 

311  Medical  Arts  Bldg. 
Courtney,  J.  E. 

730  City  Natl.  Bank 
Crofoot.  Michael 

1407  Medical  Arts  Bldg. 
Davis,  Edwin  G. 

1463  Medical  Arts  Bldg. 
Davis.  Herbert  H. 

1204  Medical  Arts  Bldg. 
Davis,  J.  Allan 

425  Aquila  Court 
Davis,  J.  Calvin 

426  Aquila  Court 
Davis.  W.  W.  ( Honorary) 

1007  So.  37th  St. 
DeLanney,  L.  A. 

721  Medical  Arts  Bldg. 
DeLong,  Henry  L. 

140  South  40th  St. 
Dendinger,  W.  M. 

1036  Redick  Tower 
Di  Stefano,  Carmelo 
721  Medical  Arts  Bldg. 
Doan.  Duaine  I. 

403  Aquila  Court 
Dolezal.  Joseph  B. 

517  City  Natl.  Bank  Bldg. 
Donelan.  James  P. 

Guarantee  Mut.  Life 
Ins.  Co. 

Dow,  A.  G. 

314  Medical  Arts  Bldg. 
Dowell,  D.  A. 

816  Medical  Arts  Bldg. 
Downing.  John  E. 

816  Medical  Arts  Bldg. 
Drdla.  Theodore 
460  Aquila  Court 
Drozda.  Joseph  P. 

511  Redick  Tower 
Duncan.  J.  W. 

730  City  Natl.  Bank  Bldg. 
Dunn,  F.  Lowell 

737  Medical  Arts  Bldg. 
Dworak.  Henry  L. 

612  Medical  Arts  Bldg. 
Dwyer.  J.  R. 

820  Medical  Arts  Bldg. 
Eagle.  Frank  L. 

1620  Medical  Arts  Bldg. 
Egan,  Richard  L. 

St.  Joseph's  Hospital 


Egan.  Wm.  J. 

456  Aquila  Court 
Eggers,  H.  E. 

809  Brandeis  Theatre  Bldg. 
Elston,  Harry  R. 

1618  Medical  Arts  Bldg. 
Endres.  Gregory  L. 

5811  Military  Ave. 

Evans,  E.  B. 

105  So.  16th 
Everitt,  N.  J. 

4838  So.  24th 
Ewing.  Ben  F. 

220  Medical  Arts  Bldg. 
Ewing.  John  D. 

Little  Rock,  Ark. 

Farrell.  Chester  H. 

721  Medical  Arts  Bldg. 
Farrell,  Robert  F. 

411  Medical  Arts  Bldg. 
Fatherree,  L.  L. 

City  Health  Dept. 

Fellman,  A.  C. 

316  .City  Natl.  Bank 
Findley.  David 
446  Aquila  Court 
Findley,  Palmer  (Honorary) 
446  Aquila  Court 
Finegan.  James 

415  Medical  Arts  Bldg. 
Finlayson,  Alister  L. 

1527  Medical  Arts  Bldg. 
Fitzgibbon.  Robert  J. 

1407  Medical  Arts  Bldg. 
Fleishman,  Max 
260  Aquila  Court 
Follman,  J.  C. 

1136  First  Natl.  Bank 
Foster.  Miles  E.,  Jr. 

1407  Medical  Arts  Bldg. 
Fouts,  Roy  W. 

1007  Medical  Arts  Bldg. 
Francis,  Marvyn  B. 

106  W.  20.  Bellevue 
Frandsen.  Charles 

1120  Medical  Arts  Bldg. 
Frank.  Muriel  N. 

Methodist  Hospital 
Freymann,  John  J. 

1113  Medical  Arts  Bldg. 
Gardiner.  J.  F. 

628  Medical  Arts  Bldg. 
Gatewood,  John  W. 

326  Medical  Arts  Bldg. 
Gedgoud,  John  L. 

304  So.  42nd 
Gerald,  H.  F. 

Creighton  University 
Gifford,  Harold 

1620  Medical  Arts  Bldg. 
Gleemn.  John  J. 

601  City  Natl.  Bank  Bldg. 
Greenberg.  A. 

320  Medical  Arts  Bldg. 
Greenberg.  M.  M. 

516  Medical  Arts  Bldg. 
Greene.  Arthur  M. 

629  Med.  Arts  Bldg. 

Grier,  John  J. 

1307  Medical  Arts  Bldg. 
Grier.  M.  E. 

1307  Medical  Arts  Bldg. 
Gurnett.  Thos.  J. 

802  Medical  Arts  Bldg. 
Hahn.  W.  N. 

517  City  Natl.  Bank  Bldg. 
Hall,  Lynn  T. 

1204  Medical  Arts  Bldg. 
Hamsa,  W.  R. 

527  Medical  Arts  Bldg. 
Haney,  W.  P.  (Honorary) 
1500  Medical  Arts  Bldg. 
Hanisch,  L.  E. 

(Deceased  3-49) 

Hankins,  Chas.  R. 

1414  Medical  Arts  Bldg. 
Hansen.  Clifford  H. 

527  City  Natl.  Bank  Bldg. 
Hansen,  G.  M. 

4826  So.  24th 
Hardy,  C.  C. 

1216  Medical  Arts  Bldg. 
Harris.  T.  T. 

Clarkson  Hospital 


Hartigan,  John  D. 

802  Medical  Arts  Bldg. 
Hartmann,  Clarence  M. 

6603  No.  30th 
Hawkins,  Anthony  L. 

2120%  No.  24th 
Hellwig,  J.  W.  (Honorary) 
5221  Jones  St. 

Hennegan,  G.  F. 

6110  Military  Ave. 

Henske,  J.  A. 

1614  Medical  Arts  Bldg. 
Heumann.  J.  M.  F. 

6110  Military  Ave. 

Heywood,  L.  Thomas 
1307  Medical  Arts  Bldg. 
Hickey.  Charles 
Bennington,  Nebr. 
Hildinger,  Albert,  Jr. 

Papillion,  Nebr.  (Otoe  Co.) 
Hill,  F.  C. 

430  Aquila  Court 
Hirsehmann,  H. 

454  Brandeis  Theatre 
Hoffman.  L.  O. 

1012  Medical  Arts  Bldg. 
Hollenback,  C.  F. 

5821  Military  Ave. 

Holst.  John 
749  No.  58th 
Horwich.  Joseph  M. 

717  Kilpatrick  Bldg. 

Hotz,  Harley 

1013  Redick  Tower 
Howard.  M.  C. 

802  Medical  Arts  Bldg. 
Hruby,  Allan  J. 

2906  Leavenworth 
Hughes,  Leo  V. 

304  City  Natl.  Bank  Bldg. 
Hull,  Wayne  M. 

104  So.  39th  St. 

Hungerford,  Wm.  E. 

1904  Spencer 
Hunt.  H.  B. 

Methodist  Hospital 
Hyde.  J.  F. 

812  Omaha  Loan  & Bldg. 
Isacson.  Sven 

826  City  Natl.  Bank  Bldg. 
Iwersen.  Frank  J. 

915  Medical  Arts  Bldg. 
Iwersen.  J.  C. 

236  Medical  Arts  Bldg. 
Jahr.  Herman  M. 

Ill  South  39th 
James,  C.  S. 

615  Medical  Arts  Bldg. 
Jenkins.  Harry  J. 

1113  Redick  Tower 
Jensen,  Werner  P. 

1420  Medical  Arts  Bldg. 
Johnson,  A.  C. 

326  Medical  Arts  Bldg. 
Johnson.  Geo.  N. 

4803  So.  24th 
Johnson,  Herman  F. 

831  Medical  Arts  Bldg. 
Johnson,  J.  A. 

602  Omaha  Loan  & Bldg. 
Jones.  Weslev 

1514%  No.  24th  St. 

Judd.  J.  H. 

1020  Medical  Arts  Bldg. 
Kadavy.  G.  J. 

2703  So.  16th  St. 

Keegan,  J.  Jay 

1527  Medical  Arts  Bldg. 
Kelley.  Ernest 
( Deceased) 

Kelley,  J.  Whitney 

1104  City  Natl.  Bank  Bldg. 
Kelley.  Wm.  E. 

1104  City  Natl.  Bank  Bldg. 
Kelly,  James  F. 

816  Medical  Arts  Bldg. 
Kelly,  James  F..  Jr. 

816  Medical  Arts  Bldg. 
Kemp.  Wm.  T. 

2828  No.  16th  St. 

Kempf.  Terence  A. 

4923%  So.  24th  St. 

Kennedy.  H.  B. 

Insurance  Bldg. 
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Kennedy,  John  C. 

1520  Medical  Arts  Bldg. 
Kenney.  B.  V. 

617  Medical  Arts  Bldg. 
Kerr.  Harold  H. 

1420  Medical  Arts  Bldg. 
Kirk.  E.  J. 

434  Aquila  Court 
Klabenes,  Frank  J. 

1020  Medical  Arts  Bldg. 
Kleyla.  John  R. 

712  Medical  Arts  Bldg. 
Korth.  Z.  N. 

1317  Medical  Arts  Bldg. 
Kovar,  W.  R. 

St.  Joseph’s  Hospital 
Kroupa,  W.  E. 

4923 % So.  24th  St. 

Kully,  Herman  E. 

516  Medical  Arts  Bldg. 
Langdon,  J.  F.  (Honorary) 
503  No.  38th  St. 

Lee,  Leroy  W. 

1436  Medical  Arts  Bldg. 
Lehnhoff.  Henry  J.,  Jr. 

536  Medical  Arts  Bldg. 
Lempka.  Arnold  W. 

Detroit.  Michigan 
Lennox,  G.  B. 

2314  No.  24th 
Levine,  Victor  E. 

Creighton  University 
Lewis.  Raymond  G. 

918  Medical  Arts  Bldg. 
Lipp,  Frank  E. 

516  Medical  Arts  Bldg. 
Lombardo,  Anthony  J. 

640  City  Natl.  Bank  Bldg. 
Long,  Robert  S. 

826  Medical  Arts  Bldg. 
Longo,  Chas.  A. 

106  W.  20th  St.,  Bellevue 
Longo,  Joseph 

720  Kilpatrick  Bldg. 

Lovely,  Frank  T. 

1136  First  Natl.  Bank 
Lovgren.  Robert  E. 

1234  Medical  Arts  Bldg. 
Lucas.  J.  F. 

815  WOW  Bdlg. 

Lueth,  Harold  C. 

University  of  Nebraska 
Luikhart,  Ralph 

708  Medical  Arts  Bldg. 
Lyman,  E.  D. 

City  Health  Dept. 

McArdle.  Prentiss 

1216  Medical  Arts  Bldg. 
McAvin,  J.  S. 

University  Hospital 
McCarthy.  Harry  H. 

326  Medical  Arts  Bldg. 
McCarthy,  J.  D. 

1036  Medical  Arts  Bldg. 
McCleneghan,  Sam 
615  City  Natl.  Bank 
McDermott,  Arnold 

712  Medical  Arts  Bldg. 
McEachen.  Esther  I. 

307  Medical  Arts  Bldg. 
McGee,  Harry  E. 

1126  City  Natl.  Bank  Bldg. 
McGee,  J.  W. 

430  Aquila  Court 
McGee,  Millard  Blair 
1126  City  Natl.  Bank 
McGoogan.  Leon  S. 

813  Medical  Arts  Bldg. 
McGuire.  L.  D. 

326  Medical  Arts  Bldg. 
McIntyre,  A.  R. 

U.  of  N.  College 
of  Medicine 

McKean,  J.  W.  (Honorary) 
Long  Beach,  Calif. 
(Deceased  2-10-49) 
McLaughlin,  C.  W.,  Jr. 

6420  Underwood 
McMartin.  Charles 
611  City  Natl.  Bank 
McMartin,  W.  J. 

611  City  Natl.  Bank 
McMillan.  Aaron  M. 

2892  Miami 
McNamara,  J.  W. 

633  City  Natl.  Bank 
MacQuiddy,  E.  L. 

478  Aquila  Court 
Madsen,  C.  C. 

6104 % Military  Ave. 
Magiera.  Stephen  L. 

525  City  Natl.  Bank 
Mangimelli,  Samuel  T. 

712  Barker  Bldg. 


Manning,  E.  T. 

5631  Grant  Street 
Marble,  R.  E. 

1221  First  Natl.  Bank 
Margolin,  J.  Milton 

902  Medical  Arts  Bldg. 
Margolin,  Morris  (Honorary) 
902  Medical  Arts  Bldg. 
Marsh,  Charles 
Valley,  Nebraska 
Martin,  James  W. 

1420  Medical  Arts  Bldg. 
Martin,  Paul  J. 

1407  Medical  Arts  Bldg. 
Mauer,  R.  T. 

1520  Medical  Arts  Bldg. 
Maxwell.  J.  T. 

5803  Jones  Street 
Melcher.  Wm.  H. 

4826  So.  25th 
Mercer,  Nelson 
2506  Dodge  Street 
Millett.  Clinton  C. 

304  City  Natl.  Bank 
Mnuk,  Frank  J. 

468  Aquila  Court 
Montgomery,  E.  C. 

1620  Medical  Arts  Bldg. 
Moody,  W.  B. 

530  Medical  Arts  Bldg. 
Moon,  C.  F. 

1607  Medical  Arts  Bldg. 
Moon,  Louis  E. 

1326  Medical  Arts  Bldg. 
Moore.  Clyde 

319  Medical  Arts  Bldg. 
Moore,  Ralph  C. 

716  No.  57th  Ave. 

Morrison,  Wm.  Howard 
1500  Medical  Arts  Bldg. 
Morrow,  Paul  N. 

1614  Medical  Arts  Bldg. 
Moser,  R.  A. 

1407  Medical  Arts  Bldg. 
Muehlig,  G.  Kenneth 
636  Medical  Arts  Bldg. 
Muehlig.  W.  A. 

636  Medical  Arts  Bldg. 
Murphy,  Albert  V. 

1412  Medical  Arts  Bldg. 
Murphy.  Chas.  M. 

5701  Military  Ave. 

Murphy.  J.  Harry 

915  Medical  Arts  Bldg. 
Murray.  F.  J. 

63rd  & Maple  Streets 
Muskin,  Nathan 

730  Medical  Arts  Bldg. 
Nelson,  Floyd  C. 

6067  Military  Ave. 

Nemec,  C.  J. 

629  City  Natl.  Bank 
Nemec,  Edward  C. 

629  City  Natl.  Bank 
Neu,  Harold  N. 

324  City  Natl.  Bank 
Nickum,  Oliver  C. 

524  Brandeis  Theatre 
Niehaus,  F.  W. 

1622  Medical  Arts  Bldg 
Nilsson.  John  Fred 

612  Omaha  Loan  & Bldg. 
Nilsson,  John  R. 

612  Omaha  Loan  & Bldg. 
Nolan,  W.  J. 

203  Baldridge  Bldg. 

Novak,  W.  F. 

721  Medical  Arts  Bldg. 
O’Brien.  D.  J. 

1229  First  Natl.  Bank 
Offerman,  A.  J. 

4826  So.  24th  St. 

O’Hearn,  J.  J. 

4811%  So.  24th  St. 

O’Neil,  Gerald  C. 

640  City  Natl.  Bank 
O’Neil,  James  J. 

211  Medical  Arts  Bldg. 
Owens,,  C.  A.,  Jr. 

1515  Medical  Arts  Bldg. 
Pantano,  Anthonv  R. 

407  WOW  Bldg. 

Pepper.  M.  L. 

175  Medical  Arts  Bldg. 
Pinne,  Geo.  F. 

453  Aquila  Court 
Pleiss,  Joseph  A. 

212  Medical  Arts  Bldg. 
Potter,  Stanley  E. 

527  Medical  Arts  Bldg. 
Poynter,  C.  W.  M. 
(Honorary) 

1306  So.  35th  St. 


Pratt,  George  P.  (Honorary) 
115  So.  54th  St. 

Prichard,  Geo.  W. 

3013  Ame;  Ave. 

Priest,  P.  H. 

221 0%  Military 
Pruner,  A.  C. 

402  Medical  Arts  Bldg. 
Quigley.  D.  T. 

721  Medical  Arts  Bldg. 
Quigley,  W.  H. 

636  Medical  Arts  Bldg. 
Ragan,  Lloyd  E. 

Naval  Air  Sta., 

Olathe.  Kan. 

Ranee,  W.  T. 

730  City  Natl.  Bank 
Rasgorshek,  R.  H. 

425  Aquila  Court 
Read,  Paul  S. 

2415  Fort  Street 
Redgwick,  J.  P. 

1530  Medical  Arts  Bldg. 
Reed,  S.  G. 

306  So.  24th  St. 

Rich.  Charles  O.  (Honorary) 
5017  Chicago 
Riley,  B.  M. 

538  City  Natl.  Bank 
Robertson,  G.  E. 

308  So.  39th 
Rubendall,  Clarence 
1107  Medical  Arts 
Rubnitz.  A.  S. 

732  Medical  Arts  Bldg. 
Ruch,  R.  O. 

912  Medical  Arts  Bldg. 
Russum,  B.  C. 

816  Medical  Arts  Bldg. 
Sachs,  Adolph 

527  City  Natl.  Bank 
Sage,  Earl  C. 

1234  Medical  Arts  Bldg. 
Satrang,  Geraldine 
104  So.  39th  St. 

Schenken,  John  R. 

Methodist  Hospital 
Schmitz,  W.  H. 

611  City  Natl.  Bank 
Schrock,  R.  D. 

831  Medical  Arts  Bldg. 
Schwertly,  F.  J. 

614  Barker  Bldg. 

Scott,  Nathaniel  C. 

304  City  Natl.  Bank 
Severin.  Matthew  J. 

4823  So.  24th 
Shearer,  W.  L. 

1226  Medical  Arts  Bldg. 
Sher,  Philip 

424  Brandeis  Theatre 
Shramek,  C.  J. 

510  Redick  Tower 
Shramek,  J.  M.  (Honorary) 
Aitkin,  Minn. 

Simanek,  George  F. 

540  Medical  Arts  Bldg. 
Simmons,  E.  E. 

826  Medical  Arts  Bldg. 
Simonds,  Francis  L. 

1216  Medical  Arts  Bldg. 
Simpson,  J.  E. 

1229  First  Natl.  Bank 
Slutzky,  Ben 

Creighton  University 
Smith,  Edward  J. 

4824%  So.  24th 
Smith,  Thos.  Timothy 
211  Medical  Arts  Bldg. 
Sobota,  Jos.  E. 

3019  Ames 
Solomon,  W.  W. 

2425  No.  24th  St. 

Srb.  Adolph  F. 

1719  So.  16th  St. 

Stastny,  Olga 
308  So.  41st  St. 

Staubitz,  Herbert  F. 

406  Aquila  Court 
Stearns,  R.  J. 

620  Omaha  Loan  & Bldg. 
Steed.  W.  David 

1436  Medical  Arts  Bldg. 
Steinberg,  A. 

536  Kilpatrick  Bldg. 
Steinberg,  M.  M. 

536  Kilpatrick  Bldg. 
Stoner,  Maurice  E. 

628  Medical  Arts  Bldg. 


Strickland.  W.  R. 

514  Omaha  Loan  & Bldg. 
Sucha.  W.  L. 

915  Medical  Arts  Bldg. 
Sullivan.  H.  T. 

1036  Redick  Tower 
Swab,  C.  M. 

1316  Medical  Arts  Bldg. 
Swab.  Elizabeth  M. 

1316  Medical  Arts  Bldg. 
Swenson,  Samuel  A.,  Jr. 

1234  Medical  Arts  Bldg. 
Swenson,  S.  A.,  Sr. 
(Northwest  Nebr.) 

1234  Medical  Arts  Bldg. 
Swoboda,  Jos.  P. 

4824%  So.  24th  St. 
Tamisiea,  John  A. 

718  Barker  Bldg. 

Tanner,  John  W. 

Elkhora,  Nebr. 

Taylor,  W.  H.  (Honorary) 
3809  Cuming  St. 

Taylor,  Willis  H.,  Jr. 

3809  Cuming  St. 

Therien.  R.  C. 

3482  Martin  Ave. 

Thomas.  John  Martin 
1418  Medical  Arts  Bldg. 
Thompson,  C.  Q. 

1530  Medical  Arts  Bldg. 
Thompson,  Dorothy  H. 

Methodist  Hospital 
Thompson,  Lynn  W. 

Lutheran  Hospital 
Thompson,  Warren  Y. 

1530  Medical  Arts  Bldg. 
Tipton,  P.  W. 

454  Aquila  Court 
Tollman,  J.  P. 

University  Hospital  -4 
Tomlinson,  C.  C. 

1520  Medical  Arts  Bldg. 
Tompkins,  Charles  A. 

304  So.  42nd  St. 

Torpy,  T.  W. 

920  WOW  Bldg. 

Trimble,  C.  R. 

2716  Fontenelle  Blvd. 
VaVerka,  James  W. 

219  Medical  Arts  Bldg. 
Vetter,  J.  G. 

721  WOW  Bldg. 

Vroman,  Donald  C. 

813  Medical  Arts  Bldg. 
Walsh,  E.  M. 

1412  Medical  Arts  Bldg. 
Warta,  J.  J. 

817  WOW  Bldg. 

Waters,  C.  H.  (Honorary) 
832  Fairacres  Rd. 
Waters.  Chester  H.,  Jr. 

831  Medical  Arts  Bldg. 
Watke.  F.  M. 

528  Medical  Arts  Bldg. 
Wearne,  F.  J.  (Honorary) 
831  City  Natl.  Bank 
Whitcomb.  Glenn  D. 

926  Medical  Arts  Bldg. 
Wigton.  H.  A. 

1436  Medical  Arts  Bldg. 
Wigton.  Robert  S. 

1436  Medical  Arts  Bldg. 
Wilhelmj,  C.  M. 

Creighton  University 
Wilson,  Donald  J. 

1113  Medical  Arts  Bldg. 
Wright.  W.  D. 

1622  Medical  Arts  Bldg. 
Wyrens,  Raymond  J. 

316  Medical  Arts  Bldg. 
Young,  G.  Alexander 
1436  Medical  Arts  Bldg. 
Young,  George  A.,  Jr. 

1436  Medical  Arts  Bldg. 
Young,  Richard  H. 

1436  Medical  Arts  Bldg. 

PAPILLION — 

Baca,  D.  E. 
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LANCASTER 

LINCOLN— 

Adams.  R.  B. 

2972  “O”  St. 

Albin,  W.  L. 

620  Fed.  Sec.  Bldg. 

Alcorn,  F.  A. 

2201  So.  11th  St. 

Anderson.  J.  B. 

Continental  Bldg. 

Andrews.  Clayton  F. 

641  Stuart  Bldg. 

Angle.  E.  E. 

903  Sharp  Bldg. 

Arnholt,  M.  F. 

825  Trust  Bldg. 

Arnold,  C.  H. 

903  Trust  Bldg. 

Bancroft,  Paul  M. 

1021  Sharp  Bldg. 

Barkey,  V.  S. 

6320  Havelock 
Bartels,  W.  W. 

1104  Sharp  Bldg. 

Barthell,  John  H. 

824  Sharp  Bldg. 

Becker.  W.  C. 

826  Sharp  Bldg. 

Black.  Paul 

929  Stuart  Bldg. 

Blair.  James  Berl 
( Omaha-Douglas) 

3643  “J”  St. 

Blum.  Henry 

Rm.  1,  Nebr.  Theatre  Bldg. 
Bowman,  D.  J. 

400  No.  27th 
Brolsma.  M.  P. 

1318  Sharp  Bldg. 

Brooks,  E.  B. 

939  Stuart  Bldg. 

Brown.  A.  Kendall 
724  Sharp  Bldg. 

Brown,  John 

412  Lin.  Lib.  Life  Bldg. 
Burby,  John  J. 

800  So.  13th 
Calhoun,  O.  V. 

430  Stuart  Bldg. 

Campbell,  W.  A. 

1321  Sharp  Bldg. 

Carey.  Blaine  P. 

625  Sharp  Bldg. 

Carveth.  W.  W. 

625  Sharp  Bldg. 

Case,  J.  D. 

825  Trust  Bldg. 

Churchill,  I.  W. 

200  Bankers  Life  Bldg. 
Clark.  E.  E. 

908  Trust  Bldg. 

Clothier,  John  G. 

Veterans  Hospital 
Coleman,  F.  D. 

936  Stuart  Bldg. 

Covey.  Geo.  W. 

805  Sharp  Bldg. 

Curry.  John  R. 

943  Stuart  Bldg. 

Cummings,  Clara  Mae 
4723  Prescott 
Davies.  L.  T. 

816  Sharp  Bldg. 

Deppen.  E.  N. 

526  Trust  Bldg. 

DeOgny.  P.  A. 

(Seward  Co.) 

2323  Sumner 
Edwards.  C.  B. 

(Buffalo  Co.) 

V.A.,  12th  & ‘‘O’* 

Elliott.  C.  K. 

939  Stuart  Bldg. 

Emerson.  Clarence 
1700  So.  24th  St. 

Emery,  A.  L. 

Waverly,  Nebraska 
Fahnestock,  C.  L. 

( Honorary) 

1812  So.  26th 
Fechner,  A.  H. 

Bethesda,  Md. 

Ferciot,  C.  F. 

1104  Sharp  Bldg. 

Finkle,  B.  A. 

1419  Sharp  Bldg. 

Finney,  L.  E. 

323  So.  14th  St. 
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Flanagan.  M.  L. 

5515  So.  Street 
Flansburg.  H.  E. 

502  Bankers  Life  Bldg. 
Frazer,  M.  D. 

1037  Stuart  Bldg. 
Fuenning,  S.  I. 

University  of  Nebraska 
Furgason.  A.  P.  (Honorary) 
303  Richards  Blk. 
Garlinghouse,  R.  E. 

723  Sharp  Bldg. 
Garlinghouse,  R.  O. 

921  Stuart  Bldg. 

Gibson.  L.  V. 

903  Trust  Bldg. 

Goetowski,  Paul 
2301  So.  13th 
Hancock.  E.  W. 

823  Sharp  Bldg. 

Hanigan,  J.  J. 

Hallam.  Nebr. 

Hanson.  Curtis  M. 

1104  Sharp  Bldg. 

Harms.  C.  W. 

1401  Sharp  Bldg. 

Harvey.  H.  E. 

723  Sharp  Bldg. 

Hathaway.  F.  H. 

900  So.  31st  St. 

Heidrich.  Paul  J. 

905  Stuart  Bldg. 

Hervert,  J.  Wm. 

801  Fed.  Sec.  Bldg. 
Hickman.  C.  C. 

1028  Stuart  Bldg. 

Hillyer,  R.  A. 

641  Stuart  Bldg. 

Hilton,  Hiram  D. 

1037  Stuart  Bldg. 

Hobbs,  E.  T. 

3825  “A”  St. 

Hohlen.  K.  S.  J. 

914  Fed.  Sec.  Bldg. 

Hompes.  J.  J. 

702  Sharp  Bldg. 

Hummel.  R.  O. 

2435  Bradfield  Drive 
Johnson.  F.  B.  (Honorary) 
1110  Sharp  Bldg. 

Jones.  T.  K. 

Lincoln  State  Hospital 
Kleitsch.  W.  P. 

Veterans  Hospital 
Kucera,  L.  J. 

Veterans  Hospital 
Lamb.  W.  E. 

3761  Mohawk  St. 

Lehnhoff.  H.  J.  (Honorary) 
1037  Stuart  Bldg. 

Lewis,  G.  E. 

332  Natl.  Bank  Com.  Bldg. 
Lewis.  Letteer  G.  H. 

943  Stuart  Bldg. 

Long,  Fred  P. 

City-Co.  Health  Dept. 
Loveland.  Grace 
909  Sharp  Bldg. 

Loudon,  John  R. 

1110  Sharp  Bldg. 

Lyman,  R.  A.  (Honorary) 
Tucson,  Arizona 
McCarthy,  T.  F. 

5 Nebr.  Theatre  Bldg. 
McGinnis.  Kenneth  T. 

1037  Stuart  Bldg. 

McGreer.  John  T.,  Jr. 

924  Sharp  Bldg. 

McLeay,  H.  L. 

State  Hospital 
Marx,  L.  E. 

901  Fed.  Sec.  Bldg. 

Marx,  Paul  D. 

901  Fed.  Sec.  Bldg. 
Matheny,  Z.  E.  (Honorary) 
(Butler  Co.) 

1026  So.  14th 
Matson.  Guy  M. 

2730  No.  48th  St. 

Maxwell,  Paul  J. 

707  Fed.  Sec.  Bldg. 

Miller,  N.  R. 

914  Fed.  Sec.  Bldg. 

Miller.  S.  D. 

5515  South  St. 

Misko,  G.  H. 

308  First  Natl.  Bank  Bldg. 
Morgan.  H.  S. 

935  Stuart  Bldg. 


Morton,  H.  B. 

1037  Stuart  Bldg. 

Mueller.  R.  F. 

800  So.  13th  St. 

Mullin,  R.  F. 

Veterans  Hospital 
Munger.  A.  D. 

1015  Sharp  Bldg. 

Munger.  Horace  V. 

1015  Sharp  Bldg. 

Munger.  I.  C. 

916  Sharp  Bldg. 

Mitchell,  Howard  E. 

309  Sharp  Bldg. 

Neely.  J.  Marshall 
924  Sharp  Bldg. 

Neely,  Orvis  A. 

924  Sharp  Bldg. 

Olney,  R.  C. 

800  So.  13th 
Orr.  H.  W. 

309  Sharp  Bldg. 

Owen,  L.  J. 

957  Stuart  Bldg. 

Palmer,  Janet  Forbes 
1335  So.  24th 
Paul.  James  R. 

343  Stuart  Bldg. 

Paulson,  H.  O. 

1001  Sharp  Bldg. 

Petty.  W.  S. 

State  Capitol  Bldg. 
Pelikan,  C.  C. 

6125  Havelock  Ave. 
Peterson,  J.  C. 

702  Sharp  Bldg. 

Peterson,  Paul  L. 

702  Sharp  Bldg. 

Pfeifer.  La  Verne  F. 

903  Sharp  Bldg. 

Place.  Geo.  E. 

4825  St.  Paul 
Podlesak.  J.  I. 

612-614  Trust  Bldg. 
Purvis,  Donald  F. 

430  Stuart  Bldg. 

Rausten.  David  S. 

4723  Prescott 
Reed.  E.  B. 

1037  Stuart  Bldg. 

Rees.  Barney  B. 

315  First  Natl.  Bank 
Reese,  S.  O. 

816  Sharp  Bldg. 

Reinhard,  O.  A. 

(Decesaed  2-12-49) 

Rider.  E.  E.  (Honorary) 
Santa  Barbara,  Calif. 
Rider,  Larry  D. 

Denver,  Colo. 

Ritter,  Jerome 

1107  Fed.  Sec.  Bldg. 
Rogers.  E.  A. 

(Saunders  Co.) 

1635  So.  26th 
Rogers.  F.  L. 

805  Sharp  Bldg. 

Rose.  Forrest  I. 

916  Sharp  Bldg. 

Rose,  Kenneth  D. 

1614  "N'’  Street 
Rosenbaum,  C.  L. 

Veterans  Hospital 
Rowe,  E.  W. 

1037  Stuart  Bldg. 

Royal.  P.  A. 

5515  South  Street 
Sanderson,  D.  D. 

914  Stuart  Bldg. 

Scott.  H.  A. 

600  So.  74th 
Sharrar,  Lynn 
719  Sharp  Bldg. 

Sheldon.  Keith  W. 

4435  Pioneer  Blvd.,  Rt.  8 
Sherfey.  Carl 
(Hall  Co.) 

1029  Sumner  St. 

Smith,  A.  L. 

1001  Fed.  Sec.  Bldg. 

Smith.  A.  L.,  Jr. 

1001  Fed.  Sec.  Bldg. 

Smith,  Russel  T. 

4203  So.  48th  St. 

Spieler,  F.  B. 

2675  Colonial  Drive 
Spradling,  F.  L. 

State  Hospital 


Squires.  Robert  S. 

826  Sharp  Bldg. 

Stafford.  G.  E. 

923  Sharp  Bldg. 

Stapleton.  H.  B. 

Hickman.  Nebr. 

Stein.  Robert  J. 

343  Stuart  Bldg. 

Stover.  Lee 

1037  Stuart  Bldg. 

Strader.  R.  M. 

343  Stuart  Bldg. 

Streeter,  Chas.  T. 

315  First  Natl.  Bank  Bldg. 
Taborsky,  A.  F. 

324  First  Natl.  Bank  Bldg. 
Tanner,  Frank  H. 

2929  So.  29th 
Taylor,  H.  A. 

4728  St.  Paul 
Taylor,  J.  D. 

4728  St.  Paul 
Teal.  F.  F.  (Honorary) 

910  Sharp  Bldg. 

Teal,  Fritz,  Jr. 

309  Sharp  Bldg. 

Thierstein.  Samuel  T. 

1326  Sharp  Bldg. 

Thompson,  J.  C. 

707  Fed.  Sec.  Bldg. 
Thomson.  J.  E.  M. 

1108  Sharp  Bldg. 

Thorough.  Paul 
1025  Sharp  Bldg. 
Underwood,  G.  R. 

805  Sharp  Bldg. 

Walker.  G.  H. 

412  Lincoln  Liberty 
Life  Bldg. 

Walsh.  John  S. 

Veterans  Hospital 
Webb.  A.  H. 

1614  "N’  St. 

Wegner,  E.  S. 

724  Sharp  Bldg. 

Welch.  J.  S. 

1037  Stuart  Bldg. 

Whitham.  Roy  H. 

921  Stuart  Bldg. 

Whitlock,  H.  H. 

805  Sharp  Bldg. 

Wiedman,  E.  V. 

315  First  Natl.  Bank  Bldg. 
Williams,  J.  B. 

1226  “C”  St. 

Wilson,  Nat  J. 

Veterans  Hospital 
Wilson,  R.  B. 

University  of  Nebraska 
Wolters.  S.  L. 

935  Stuart  Bldg. 

Wood.  Mavnard  A. 

1037  Stuart  Bldg. 
Woodward,  J.  M. 

910  Sharp  Bldg. 

Wright.  F.  T. 

943  Stuart  Bldg. 
Youngman.  R.  A. 

1037  Stuart  Bldg. 

Zemer,  S.  G. 

949  Stuart  Bldg. 

Zinneman.  Helmut 
805  Sharp  Bldg. 


CASS 

AVOCA— 

Brendel,  J.  W. 

ELMWOOD— 

Liston,  Howard  E. 
Liston,  O.  E. 

LOUISVILLE— 
Worthman,  H.  W. 

MURRAY— 

Tyson,  R.  W. 

NEHAWKA — 
Anderson,  R.  R. 

PLATTSMOUTH— 
Brendel,  R.  F. 

Pucelik,  L.  S. 

WEEPING  WATER— 
Kunkel,  L.  N. 
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OTOE 

NEBRASKA  CITY— 
Burbridge,  Glenn  E. 
Ewing,  Ben  E. 


GAGE 

ADAMS— 

Waggener,  J.  T. 

BEATRICE— 

Bradley.  C.  A.  (Honorary) 
(Deceased  9-21-49) 

Brott,  Clarence  R. 

Brown,  H.  R. 

Brown,  R. 

Bryant,  A.  R. 

Buchanan.  Rea 
Buckley,  F.  W.  (Honorary) 
(Deceased  4-23-49) 

Elias,  H.  F. 

Hepperlen,  H.  M.,  Jr. 
McCleery.  D.  P. 

McGirr,  J.  I.  (Honorary) 
Penner,  Donald 
Penner,  Elmer  L. 

Penner,  H.  G. 

Rathbun.  Sanford  M. 


MADISON  SIX- 
COUNTY 

MADISON 

BATTLE  CREEK 

Rudloff,  F.  X. 

MADISON— 

Palmateer,  H.  R. 

Garner,  F.  L. 

NEWMAN  GROVE— 
Frink,  F.  L.  I Honorary) 
(Deceased  6-6-49) 
NORFOLK— 

Barnes,  P.  L. 

Barry,  A.  C. 

Brauer,  S.  H. 

Brush,  E.  L. 

Charlton,  Geo.  E. 
Conwell,  G.  D. 

Cornish,  J.  A. 

Farner,  B.  R. 

Howley,  A.  N. 

Ingham,  Chas.  G. 
Johnson,  L.  A. 

Pollack,  F.  A. 

Pollack,  John  D. 

Salter,  Geo.  B. 

Sandritter,  G.  L. 
Schwedhelm.  A.  J. 
Slaughter,  Earl  C. 
Slaughter.  Guy  P. 
Stewart,  Geo.  J. 

Surber,  E.  G. 

Verges,  C.  J. 

Verges,  Val  C. 

Warner,  Ruth 
(Lancaster  Co.) 


DODGE 

DODGE— 

Srb,  G.  J. 

FREMONT— 

Buchanan,  A.  E. 
Byers,  R.  C. 

Byers,  Robert  C.,  Jr. 
Fasser,  A.  O. 

Harvey,  Andrew 
Haslam.  G.  A. 

Heine,  L.  H. 

Heine,  W.  H. 

Hill,  W.  H, 

Jakeman,  Harry  A. 
Malloy,  E.  F. 

Merrick,  A.  J. 

Moore,  C.  G. 


Gilligan,  J.  P. 

Kenner,  W.  C. 
Melllece,  Raymond  C. 
Ramacciotti,  W.  S. 
Stonecypher,  D.  D. 


Weeks,  T.  L. 

SYRACUSE— 
Dieter,  L.  D. 
Formanack,  C.  J. 


THIRD  DISTRICT 

J.  C.  WADDELL.  Councilor 


Rush,  W .A. 

Taylor,  R.  W. 

Waddell,  J.  C. 

Waddell,  W.  W. 

Wilhaber,  Wm.  T. 
FILLEY— 

Hodam,  J.  A.  (Honorary) 
LIBERTY— 

Bachle,  E.  P. 

ODELL— 

Rice,  C.  E. 

WYMORE— 

Elias,  Francis 
Nelson,  J.  C. 

Thomas,  C.  W. 

PAWNEE 

PAWNEE  CITY— 

Anderson,  A.  B.,  Jr. 
Harmon.  L.  D. 

Lowe.  DeWitt  S. 

Colo.  Springs,  Colo. 


Stewart,  H.  C. 

TABLE  ROCK— 

McCrea.  E.  L.  (Honorary) 

NEMAHA 

AUBURN— 

Cline,  Edgar 
Fenstermacher,  R.  C. 
Irvin,  I.  W. 

Krampert.  F.  L. 

Scott,  Paul  M. 

Tushla,  F.  M. 

PERU— 

Pollard,  Chas.  W. 

(Omaha-Douglas  Co.) 
FALLS  CITY— 
Brennan,  Louis  V. 

Cowan,  S.  D. 

Gillispie,  J.  C. 

Hustead.  C.  L. 

Ketter,  W.  D. 


FOURTH  DISTRICT 

W.  E.  Wright,  Councilor 


TILDEN— 

Barr,  Carl  C. 

Barr.  Robert  E. 

Salaburg,  H.  E. 

CUMING 

BANCROFT— 

Francis,  H.  W.  (Honorary) 
Hughes.  W.  T. 

WEST  POINT— 
Anderson,  A.  W. 

Scherer.  Robt.  H. 
Thompson,  I.  L. 

Vincent,  J.  W. 

WISNER— 

Hansen,  Warren  D. 

PIERCE 

OSMOND— 

Mailliard,  A.  E. 

PIERCE— 

Calvert,  John  H. 

Devers,  W.  I. 

PLAINVIEW— 

Johnson,  M.  A. 

KNOX 

CREIGHTON— 

Wright,  W.  E. 

BLOOMFIELD— 

Carrig,  M.  H. 

Kohtz,  R.  H. 

NIOBRARA— 

Neil,  Stanley  Roy 


WAUSA— 

Johnson,  R.  E. 

STANTON 

PILGER— 

Reid.  J.  D. 

STANTON— 

Allen,  S.  G. 

Tennant,  H.  S. 

ANTELOPE 

CLEARWATER— 

Bennie,  J.  W. 

ELGIN— 

Graham,  W.  W. 

NELIGH— 

Curtis,  E.  E. 

Harrison,  U.  S. 

ORCHARD— 

Fletcher,  D.  L. 

Fletcher,  W.  G. 

FIVE  COUNTY 
CEDAR 

COLERIDGE— 

Dewey,  F.  G. 

HARTINGTON— 

Dorsey,  F.  P.,  Jr. 

Dorsey,  F.  P.,  Sr.  (Honorary) 
Kovar,  J.  D. 

LAUREL— 

Carroll,  John  J. 

Carroll,  R.  P. 

RANDOLPH— 

Cook,  A.  E.  (Honorary) 
Peters,  G.  E. 


FIFTH  DISTRICT 

R.  T.  VAN  METRE,  Councilor 


Morrow.  H.  H. 

Morrow.  H.  N. 

Reeder,  Grant 
Reeder.  Robert  C. 

(Holt  and  N.W.) 
Seiver,  Charlotte 
Van  Metre.  R.  T. 
Wengert,  D.  B. 

HOOPER— 

Heine,  C.  D. 

SCRIBNER— 

Stehl,  C.  H.  L. 

WASHINGTON 

ARLINGTON— 

Bloch,  D.  M. 

(Dodge  Co.) 


Davies,  R.  A. 

(Dodge  Co.) 
BLAIR— 

Goehring,  W.  E. 
Howard,  C.  D. 

Nielsen,  Morris 
Pedersen,  A.  M. 
Seivers,  Rudolph 

MERRICK 

CENTRAL  CITY— 
Brown.  A.  D. 

Fouts,  F. 

Holmes,  Lee  C. 
Zikmond,  E.  T. 

CLARKS— 

Douglas,  R.  R. 


Gately,  H.  S. 
Williams,  C.  R. 

TALMAGE— 

Zastera,  J.  R. 


Lennemann,  Ernest 
Miner,  H.  R. 

Shepherd,  Wm. 

HUMBOLDT— 

Hein,  H.  S. 

Stappenbeck,  A.  P. 

SHUBERT— 

Shook,  W.  E. 

WADSWORTH,  KANSAS 
Hinkle,  Warren  I. 

Vet.  Adm.  Center 

JOHNSON 

STERLING— 

Turner,  J.  W.  (Honorary) 
TECUMSEH — 

Lanspa,  J.  A. 

Van  Ackeren,  Eugene  G. 
Chadek,  Leonard  J. 

VESTA— 

Zeigler,  Chas.  H.  (Honorary) 


DIXON 

PONCA— 

Bray,  R.  E. 
WAKEFIELD— 

Coe,  C.  M. 

THURSTON 

PENDER— 

Buhl,  C.  E. 

Pierson,  C.  A. 

WALTHILL— 

Boughn,  J.  K. 

Graham,  J.  R. 

WINNEBAGO— 

Kantor,  Lester  J. 

Kioma  Hospital 
Lawton,  Okla. 

Levey,  J.  W. 

Barber,  H.  G. 

DAKOTA 

SO.  SIOUX  CITY— 
Dean.  G.  W. 

Gathman.  L.  T. 

Larsen,  A.  A. 

WAYNE 

WAYNE— 

Benthack,  Walter 
Benthaek,  Robert  B. 
Ingham,  C.  T.  (Honorary) 
107  So.  Chapel  Ave. 
Alhambra,  Calif. 

Matson,  Roy  M. 
WINSIDE— 

Craig.  D.  O. 


PALMER— 

Racines,  J.  Y. 
(Howard  Co.) 

COLFAX 

CLARKSON— 
Brown,  James  M. 

Aurora,  Colo. 
Kavan,  W.  J. 

HOWELLS— 

Myers,  H.  Dey 
SCHUYLER— 
Kavan,  Lucien  Cyril 
Kolouch.  F.  G. 

Myers,  H.  Dey,  Jr. 
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BOONE 

ALBION— 

Davis.  J.  E. 

McNeil.  John  S. 
Smith,  J.  W.  B. 
Sydow.  Henry 

i Omaha-Douglas) 
Dickson.  Donald  G. 

CEDAR  RAPIDS— 

Reeder,  W.  J. 

ST.  EDWARD— 
Sullivan.  G.  W. 
(Deceased  7-5-49) 


BUTLER 

DAVID  CITY 

Burdick.  D.  E. 

Ekeler,  Louis  J. 

Greene.  Daniel  E. 

RISING  CITY— 

Longacre.  O.  E. 

SEWARD 

BEAVER  CROSSING— 
Hille,  C.  F. 

MILFORD— 

Hill,  W Ray 

SEWARD— 

CaiT.  J.  W. 

Clarke.  H.  D. 

Morrow.  B.  E. 

Morrow,  J.  (Honorary) 


SALINE 

CRETE— 

Forney,  L.  W. 
Homan.  Richard  W. 
Huber,  Paul  J. 
Stejskal,  F.  J. 

DE  WITT— 

Runty,  H.  D. 

(Gage  Co.) 

FRIEND— 
Hamilton,  F.  T. 
Johnson.  R.  K. 
Zimmer,  Clarence 

TOBIAS— 

Blattspieler,  A.  C. 
Blattspieler.  L.  H. 

WILBUR— 

Travnicek,  F.  G. 

THAYER 

ALEXANDRIA— 

Tucker,  J.  Guy 


SHERIDAN 

GORDON— 

Wanek.  Frank 
Wolf.  W.  K. 

HAY  SPRINGS — 
Winter,  Lewis  S..  Jr. 

RUSHVILLE 

Crum,  H.  V. 

Hook.  R.  L. 


BURT 

CRAIG— 

Allen,  J.  G. 

DECATUR— 
Williams.  Harry  G. 

LYONS  — 

Hayes,  C.  B. 

OAKLAND— 
Benson.  H.  W. 
Tibbels.  R.  H. 

TEKAMAH— 
Lukens,  I. 

Morrow.  L. 

Sauer.  L.  E. 

Wood,  M. 


PLATTE 

COLUMBUS— 
Allenburger,  C.  A. 
Anderson.  R.  C. 
Brillhart,  E.  G. 
Campbell.  C.  H. 
James,  M.  C. 
Johnson,  F.  G. 
Koebbe,  E.  E. 

Kuper,  H.  D. 
McGowan,  P.  H. 
Martyn,  D.  T. 

Meyer,  J.  E. 
Morrow.  F.  H. 
Neumarker.  W.  R. 


SIXTH  DISTRICT 

R.  E.  HARRY,  Councilor 


Smith.  Richard  D. 
Stanard.  John  T. 

STAPLEHURST— 
Herpolsheimer.  R.  W. 
(Platte  Co.) 

SAUNDERS 

ASHLAND— 

Baer.  B.  H. 

Packer,  J.  M. 

Williams,  Martin  P. 

CEDAR  BLUFFS— 
Stuart,  A.  E.  (Honorary) 
CERESCO— 

Noyes,  W.  W. 

MORSE  BLUFF— 
Hubenbecker,  J.  C. 

PRAGUE— 

Kasper,  J.  E. 


WAHOO— 

French.  Ivan  M. 

Kent.  Donald  C. 

Lathrop,  M.  E. 

Lauvetz,  J.  F.  (Honorary) 
(Deceased  7-27-49) 

Pestal.  Joe  (Honorary) 
Way,  Charles 
YUTAN — 

Friesen.  H.  F. 

YORK 

YORK— 

Bell,  H.  O. 

Bell.  James  D. 

Bell.  J.  S. 

Greenberg.  B.  N. 

Hairy,  R.  E. 

Karrer.  Robert  E. 

Kilgore.  W.  S. 

Root,  B.  A. 


SEVENTH  DISTRICT 

A.  A.  ASHBY,  Councilor 


BYRON— 

Decker,  R.  F. 

CARLETON— 
Douglas,  V.  D. 

CHESTER— 
Mullikin,  D.  B. 

DRESHLER— 

Reed,  Paul  A. 

DAVENPORT— 
Mountfold,  F.  A. 

HEBRON— 

Bunting.  L.  G. 

Panter.  Edward  Geo. 
Panter.  S.  G..  Jr. 
Penry,  R.  E. 

Taylor,  G.  R. 

NUCKOLLS 

NELSON— 

Ingram.  J.  E. 

SUPERIOR— 

Christenson,  Paul  F. 


McMahon,  C.  G. 

Mason.  C.  T. 
Trowbridge,  J.  A. 
Webman.  A.  I. 

FILLMORE 

FAIRMONT— 

Ashby,  A.  A. 

Ashby,  Chas.  F. 

GENEVA— 

Hickman.  J.  C. 
Heinricks.  E.  J. 

(Saline  Co.) 

Lynn,  Vincent  S. 

MILLIGAN— 

Smrha,  V.  V. 

ROCK  HILL.  S.  C. 
Albertson.  Miriam  A. 

LUBBOCK.  TEXAS— 
Wegener.  Kafl  F.  E. 

(U.  S.  Vet.  Adm.) 


EIGHTH  DISTRICT 

R.  R.  BRADY,  Councilor 


BOYD 

LYNCH— 

Kriz.  R.  E. 

Wvrens.  D.  E. 

SPENCER— 
Bradley,  E.  B. 

ROCK 

BASSETT— 
Panzer,  H.  J. 


HOLT 

ATKINSON— 
Douglas.  W.  J. 
McKee,  N.  P. 

CHAMBERS— 
Gill,  James  W. 

O’NEILL— 
Brown.  J.  P. 
French.  O.  W. 

STUART— 

Clark.  F.  J. 
Gregory,  S.D. 


DUNCAN— 

Cyphers.  F.  B. 

(Deceased  3-22-49) 
HUMPHREY— 

Abts,  A.  W’. 

PLATTE  CENTER— 
Bald,  A.  A. 

NANCE 

FULLERTON— 

Slavik.  Ed  R. 
GENOA— 

Dalton.  Kenneth  R. 
Davis.  Homer 
Williams,  C.  D. 


HAMILTON 

AURORA— 

Steenburg.  D.  B. 
Steenburg.  E.  K. 
Woodard.  J.  M. 

GILTNER— 

Marvel,  P.  O. 

HAMPTON— 
Troester,  O.  M. 

POLK 

OSCEOLA— 

Eklund.  H.  S. 

Kelley,  D.  T. 

SHELBY— 

Delfs,  Richard  C. 

STROMSBURG— 
Anderson.  C.  L. 

Blome.  W.  N. 

Long  Island,  N.Y. 


JEFFERSON 

DAYKIN— 

Humphrey,  H.  H. 

FAIRBURY— 

Cassel,  R.  L. 

Hughes,  D.  O. 

Kantor,  D.  B. 

Luce.  R.  P. 

Lynch.  Geo.  M. 

Lynch.  J.  H. 

Powell.  M.  J. 

Yoachim.  W.  P. 

DENVER.  COLO.— 
Peterson.  Wendell  C. 

V.  A.  Regional  Office 

CLAY 

SUTTON— 

McGlothen.  G.  E. 

(Adams  Co.) 

Nuss.  H.  V. 

DENVER.  COLO.— 
Nutzman.  C.  L. 

1042  Locust  St. 


BROWN 

AINSWORTH— 

Brady.  R.  R. 

Lear.  W.  D. 

CHERRY 

VALENTINE— 

Compton.  A.  N.  (Honorary) 
Deakin,  Thos  W. 

Farner.  John 
Johnson.  Wilber  Ed 
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HALL 

GRAND  ISLAND— 

Anderson,  H.  C. 

Anderson,  John  S. 
Arrasmith,  W.  J. 
Bartholomew,  W.  S. 

(SW  Nebr.  Co.  Society) 
Brugh,  E.  A. 

Campbell,  John  F. 

DeMay,  G.  H. 

Easley,  John  H. 
Farnsworth,  Earle 
Geer,  Frank 
Geer,  Robert  R. 

Hombach,  W.  H. 

Hombach.  W.  H.,  Jr. 
Johnson,  Earle  G. 
McDermott,  K.  F. 
McGrath,  Wilmer  D. 
McGrath,  Wm.  M. 
Maggorie,  Carl  H. 

Martin,  R.  D. 

Mongeau,  D.  C. 

Phelan,  L.  D.  (Honorary) 
(Deceased  12-17-48) 
Reilly,  John  V. 

Ryder,  Frank 
Synhorst,  A.  P. 

Watson,  Donald 
Watson,  E.  A. 

Woodin,  J.  G. 

Woodruff,  Bradley 
WOOD  RIVER— 

King,  F.  Ervin 
(Phelps  Co.) 

BUFFALO 

ELM  CREEK— 
Laughlin,  J.  W. 


ADAMS 

HASTINGS— 

Anderson,  H.  F. 

Boren,  A.  J.  (Honorary) 
Okla.  City,  Okla. 
Cha,rlton,  Geo.  Paul 
DeBacker,  L.  J. 

Egen,  L.  F. 

Feese,  J.  P. 

Foote,  C.  M. 

Foote,  D.  B. 

Foote,  E.  C. 

Guildner,  C.  W. 
Harrington,  A.  E. 
Kingsley,  D.  W. 

Kostal,  O.  A. 

Mace.  John  L. 

McMillon,  John  A. 
Morrow,  C.  W. 

Pinney,  Geo.  L. 

Rork,  L.  W. 

Shaw,  W.  L. 

Reseda,  Calif. 

Smith,  A.  A. 

Uridil,  C.  F. 

Uridil,  J.  E. 

Weber,  C.  R. 

Wegman,  Wm.  M. 

INGLESIDE— 

Anderson.  Milton 
Barnes,  Marian 
Davies,  D.  M. 

McWhorter,  Stewart 
Neilsen,  J.  C. 

O'Donnell,  H.  J. 

KENESAW— 

Nowers,  W.  E. 

FRANKLIN 

BLOOMINGTON— 

Sparks,  M.  L.  (Honorary) 


LINCOLN 

BRADY— 

Schneider,  A.  L. 


MEMBERSHIP  ROSTER 
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NINTH  DISTRICT 

C.  H.  SHEETS,  Councilor 


GIBBON— 
Rodman,  H.  H. 
KEARNEY— 

Bancroft,  B.  R. 
Elliott,  Thos.  S. 
Enos,  A.  A. 

Gibbons,  C.  K. 
Hansen,  H.  C. 
Harrison,  Merle  A. 

(Madison  Six  Co.) 
Jester,  R.  F. 
Johnson,  O.  D. 
Johnston,  R.  S. 
Lane,  L.  Dean 
Nutzman,  Wm. 

Nye,  Dan  A. 

Pierson,  Kenneth 
Richards,  F.  L. 

Rose,  W.  E. 

Smith.  Harold  V. 
Staley,  Sanford  O. 
Wilcox,  M.  B. 

RAVENNA— 
Dickinson,  L.  E.,  Sr. 
Ehlers,  O.  C. 

CUSTER 

ANSELMO— 

Spivey,  C.  D. 

ARNOLD— 

Dunn,  J.  E. 

Reeves,  E.  Howard 

BROKEN  BOW— 
Blair,  R.  L. 

Bowman,  C.  L. 
Carothers,  P.  H.  J. 
Erickson,  G.  T. 
Koefoot,  Theo. 


Koefoot.  Theo.,  Jr. 
Wilcox,  C.  W. 

CALLAWAY— 
Bryson,  R.  D. 
Chaloupka,  M.  L. 

SARGENT— 
McDaniel,  V.  C. 

DAWSON 

COZAD — 

Fochtman,  L.  H. 
Hranac,  Chas.  Eugene 
Sheets,  C.  H. 

EDDYVILLE— 

Kile,  J.  B. 

GOTHENBURG— 
Ayres,  Maurice  J. 
Harvey,  H.  M. 

Pyle,  B.  W. 

Perry,  S.  H. 

LEXINGTON— 
Anderson,  A.  W. 
Dorwart,  T.  Y. 

(Deceased  6-20-49) 
Norall,  V.  D. 

Olsson,  P.  Bryant 
Wycoff,  R.  S. 

HOOKER 

MULLEN— 

Walker.  D.  A. 

(Lincoln  Co.) 

HOWARD 

ST.  PAUL— 

Arnold,  M.  O. 

Hanisch,  E.  C. 
Hanisch,  Robert 


GREELEY 

SCOTIA— 

Lewis,  James  E. 
(Howard  Co.) 
SPALDING— 

Mutz,  A.  E. 

Sullivan,  M.  M. 

WOLBACH— 

Holm,  A.  H. 

(Howard  Co.) 

VALLEY 

ORD— 

Barta,  F.  A. 

Miller,  C.  J. 

Weeks,  C.  W. 

GARFIELD 

BURWELL— 

Cram,  Roy  S. 

Smith,  E.  J. 

SHERMAN 

LITCHFIELD— 

Rydberg,  C.  A. 

(Custer  Co.) 

LOUP  CITY— 
Amick,  C.  G. 

(Custer  Co.) 

Crouse,  Murray  H. 

(Custer  Co.) 

Miller.  Burdette  L. 
(Custer  Co.) 

GRANT 

HYANNIS— 

Howell,  W.  L. 

(Box  Butte  Co.) 


TENTH  DISTRICT 

E.  F.  LEININGER,  Councilor 


CAMPBELL— 

McNeill,  L..  S. 

FRANKLIN— 
Rosenberg,  D.  S. 

Smith,  Hal  C.  (Honorary) 
Spokane,  Wash. 
ALMA— 

Bartlett,  W.  C. 

Ekart,  Paul  I. 

(Phelps  Co.) 

Kerr,  R.  H. 

ORLEANS— 

McGrew,  K.  G. 

WEBSTER 

BLUE  HILL— 

O'Neill,  S.  H. 

GUIDE  ROCK— 

Reed,  H.  S. 

RED  CLOUD— 

Bennett,  Wilbur  Keith 
Obert,  Francis 

RED  WILLOW 

McCOOK 
Batty,  John  L. 

DeMay,  G.  A. 

Dickinson,  L.  E.,  Jr. 
Donaldson,  J.  H. 

James,  L.  D. 

Jones,  R.  T. 

Karrer,  F.  M. 

Leininger,  E.  F. 

Shank,  F.  W. 

Morgan,  D.  H. 

Willis,  J.  M. 

DUNDY 

BENKELMAN— 

Morehouse,  G.  A. 


Premer,  J.  F. 

Wright,  D.  W. 

CHASE 

IMPERIAL — 

Day,  Robert  Jerome 
(Deceased  4-14-49) 
Hoffmeister,  Geo.  (Honorary) 
Smith,  Fay 
Yaw,  Elwood 
WAUNETA— 

Carlson,  C.  R. 

HITCHCOCK 

STRATTON— 

Brown,  L.  B. 

(Deceased  6-21-49) 

Haase,  D.  D. 

(Five  Co.) 

TRENTON— 

Prest,  J.  E. 

(Deceased  7-5-49) 

FRONTIER 

CURTIS— 

Magill,  Van  H. 

EUSTIS — 

Rosenau,  O.  P. 

(Dawson  Co.) 

MAYWOOD 
Mills,  B.  I. 

(Deceased  5-5-49) 

KEARNEY 

MINDEN— 

Abbott,  C.  E. 

(Adams  Co.) 

Abbott.  Hodson  A. 

(Buffalo  Co.) 


Andrews,  H.  S„ 

(Adams  Co.) 

Chappell,  Eliott  R. 

(Adams  Co.) 

Peck,  Willard  R. 

(Buffalo  Co.) 

FURNAS 

ARAPAHOE— 

Chick,  Nicholas 
BEAVER  CITY— 

Lull,  C.  C. 

CAMBRIDGE— 

Minnick,  Clarence 
Stearns,  H.  L. 

OXFORD— 

Evans,  C.  D.,  Jr. 

Smith,  A.  J. 

(Phelps  Co.) 

GOSPER 

ELWOOD— 

Clark,  G.  A. 

(Dawson  Co.) 

PHELPS 

HOLDREGE— 

Best,  Robert 
Brewster,  Donald  E. 
Brewster,  F.  A. 

Brewster,  F.  W. 

Jones,  Donald  W. 
McConahay,  H.  A. 

Qrwall,  H.  S. 

Peterson.  Theo.  A. 

Reiner,  Walter  M. 

Shreck,  W.  A.  (Honorary) 
TWIN  FALLS,  IDAHO— 
Feusner,  Henry  D. 

Twin  Falls  Clinic 


ELEVENTH  DISTRICT 

HARVEYY  L.  CLARKE,  Councilor 

NORTH  PLATTE  Callaghan,  A.  J. 

Anderson,  G.  T.  Clarke,  H.  D. 

Anderson,  Joel  Dent,  T.  E. 


Drasky,  Stanley 
Fetter,  E.  W. 
Flebbe,  Richard 


434 


SOCIETIES  — DEATHS 


Nebr.  S.  M.  Jour. 
December,  1949 


Heider.  C.  F. 

Kerr,  T.  J. 
Kreymborg,  0.  C. 
McDonald,  H.  A. 
Neihus,  Wm.  B. 
Redfield,  J.  B. 
Reeves,  A.  E. 
Shaughnessy,  E.  J. 
Stevenson,  Edward 
Takenaga,  R.  T. 
Valentine,  L.  F. 


Walker,  H.  H. 
Waltemath,  G.  F. 

SUTHERLAND— 
Moore,  Harlan  E. 

SINTON.  TEXAS— 
Selby,  C.  A. 

GARDEN 

LEWELLEN— 
Downing,  Lloyd  L. 

Winters,  Texas 
Vesely,  Francis  V. 


OSHKOSH— 

Seng,  W.  G. 

LOGAN 

STAPLETON— 

Carr,  E.  F. 

(Lincoln  Co.) 

KEITH 

OGALLALA— 

Harvey,  E.  A. 


McFee,  John  L. 
Weyer,  S.  M. 

DEUEL 

CHAPPELL— 

Colman,  A.  C. 

Baker,  Howard 

PERKINS 

GRANT— 

Bell.  F.  M. 

Colglazier,  E.  E. 


TWELFTH  DISTRICT 

TED  RIDDELL,  Councilor 


SCOTTS  BLUFF 

GERING— 

Gentry,  W.  Max 
Gentry,  W.  J. 

Harvey,  W.  C. 

Harvey,  W.  C..  Jr. 
Holmes.  Wm.  E. 

Wiley,  Stuart  Paul 
MIN AT ARE — 

Karrer,  R.  W. 

MITCHELL — 

Loeffel,  Edwin  J. 

Ohme,  Kenneth 
Watson,  C.  R. 

MORRILL — 

Prentice,  O.  D. 

SCOTTSBLUFF 
Baker,  Ellis  E. 

Baker,  Paul  Q. 

Campbell,  Stuart  Douglas 
Cutler,  John  L. 

Frank.  Carl  L. 

Franklin.  W.  S. 


Gridley,  L.  J. 

Hanna.  Joe  T. 

Heinke,  John  P. 

Herhahn,  Frank  T. 
Hodnett,  W.  P. 

Hudgel,  L.  E. 

Krieg,  Jacob,  Jr. 

Lovett,  Ivan  C. 

Plehn,  F.  W.  (Honorary) 
Pugsley,  Geo.  W. 
Rasmussen.  N.  H. 

Riddell,  Ted  E. 

Schlock,  J.  B. 

Stoops,  J.  N. 

BOX  BUTTE 

ALLIANCE— 

Broz,  J.  S. 

Burnham,  A.  G. 
Johnston,  G.  F. 

Kennedy.  J.  F. 

Kuncl,  Joseph  K. 

Morgan,  R.  J. 

Seng,  0.  L. 


Slagle.  C.  E.  (Honorary) 
Sucgang,  F.  P. 
Whitehead,  E.  I. 

HEMINGFORD— 

Christensen,  Gilbert 

DAWES 

CHADRON— 

Courshon,  A.  J. 

DeFlon,  Eric  G. 

Griot,  A .J. 

Hoevet,  L.  H. 

McDowell.  M.  B. 

Pierce,  C.  M. 

Sinclair,  Roy  D. 

CRAWFORD— 

Ivins,  R.  L. 

KIMBALL 

KIMBALL— 

Core,  Edwin  R. 
Shamberg,  Alfred  H. 


CHEYENNE 

DALTON— 

Pankau,  J.  B. 

SIDNEY— 

Babbitt,  C.  H. 

Bitner,  C.  U. 

Cook,  Hull  A. 

Dorwart,  Clinton  B. 

Grimm,  B.  H. 

Roche,  Jason  B. 

Roche,  R.  E. 

MORRILL 

BAYARD— 

Doher,  T.  L. 

(Scotts  Bluff  Co.) 
BRIDGEPORT— 

Blackstone,  H.  A. 

(Scotts  Bluff  Co.) 

Peterson,  Byron  D. 

(Garden-Keith-Perkins  Co.) 
Spradling,  R.  L. 

(Scotts  Bluff  Co.) 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
Mezzanine  No.  3,  Medical  Arts  Building,  Omaha. 


The  Tenth  Councillor  District  met  at  McCook  Oc- 
tober 15,  dinner  at  six.  The  scientific  program  con- 
sisted of  a panel  on,  “Revaluation  of  our  Knowledge 
on  Nutrition.”  Speakers  were  Drs.  Herbert  Davis, 
Meyer  Beber,  and  Herman  Jahr  all  of  the  faculty  of 
the  University  of  Nebraska  Medical  College.  About 
forty  members  attended. 


A district  meeting  of  medical  men  trom  six  coun- 
ties adjacent  to  York  was  held  October  10  at  the 
McCloud  Hotel  in  York.  Highlight  of  the  program 
was  a discussion  of  modern  methods  of  anaesthesia 
by  Dr.  Lynn  Thompson  of  Omaha.  Discussion  fol- 
lowed the  address. 

In  a business  session  Dr.  Noyes  of  Ceresco  was 
chosen  president  for  the  current  year  and  Dr.  Jas. 
Bell  of  York  secretary-treasurer. 

Dinner  preceded  the  business.  Many  wives  came 
with  their  husbands  and  were  guests  in  a separate 
meeting  in  the  hotel  dining  room. 


Dr.  J.  H.  Randall,  professor  of  obstetrics  and  gy- 
necology at  the  University  of  Iowa  at  Iowa  City, 
spoke  at  a meeting  of  the  Lancaster  County  Medi- 
cal society  October  19  at  the  Lincoln  Hotel. 

Dr.  Randall  was  the  guest  of  Dr.  H.  E.  Harvey 
of  Lincoln,  president  of  the  society,  who  presided. 
Approximately  50  members  attended. 


DEATHS 

J.  H.  Johnson,  M.  D.,  born  in  New  York  State, 
1881,  graduated  Hahnemann  Medical  College  1910, 
practiced  for  some  time  in  Ft.  Worth,  Texas  and 
Detroit  until  1917  when  he  joined  the  medical  corps 
in  the  U.  S.  Army,  first  world  war.  In  1927  Dr. 
Johnson  located  in  Grant.  Died  in  the  veteran’s 
hospital  in  Cheyenne,  Wyoming,  October  18,  1949. 
Surviving  are  the  widow,  a son  and  a daughter. 


Milton  B.  McDowell,  M.  D.,  Chadron.  Born  in  1875, 
graduate  of  Omaha  Medical  College  in  1901.  Died 
in  a Lincoln  hospital  November  11,  1949.  Surviv- 
ing are  his  wife,  a son  and  a daughter. 


George  Craggs  Winterson,  M.  D.,  Omaha.  Born  in 
Baltimore,  Md.,  in  1878,  graduate  University  of 
Maryland,  Baltimore,  in  1902;  practiced  in  Mary- 
land from  l302  to  1909,  when  he  came  to  Omaha. 
Dr.  Winterson  was  medical  director  of  the  Wood- 
man Circle  for  many  years.  He  was  a member  of 
the  Omaha-Douglas  County  Medical  Society  from 
1927  until  his  retirement  in  1939.  He  died  at  his 
home,  October  31,  1949.  Survivors  are  a son  and 
daughter. 


Dr.  W.  S.  Bartholomew,  resident  physician  at  the 
Nebr.  Soldiers  & Sailors  Home  died  October  26,  1949. 
Born  January  4,  1877.  Graduated  from  the  Lincoln 
Medical  College  in  1907.  Practiced  at  Marion,  Nebr., 
Manzanola,  Colo,  and  Lebanon,  Nebraska  before 
coming  to  the  Soldiers  & Sailors  Home  at  Grand 
Island.  Served  in  World  War  one.  Surviving  are 
the  widow,  one  daughter  and  three  sons. 
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HUMAN  INTEREST  TALES 

Communication*  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal.  Mezzanine  No.  3.  Medical  Arts  Build- 
ing. Omaha. 


A celebration  was  held  in  honor  of  Dr.  J.  W.  Ben- 
nie of  Clearwater.  Dr.  Bennie  located  in  Clearwater 
in  1912  and  has  served  the  community  ever  since. 

A “Dr.  Bell  Day”  was  held  in  Grant,  November 
14,  sponsored  by  the  local  Chamber  of  Commerce. 

Dr.  Charles  W.  Way,  formerly  of  Wahoo  is  now 
with  Veterans  Administration  in  Omaha. 

Dr.  and  Mrs.  Glenn  Whitcomb  of  Omaha,  spent 
a week-end  early  in  November,  in  Chicago. 

Dr.  J.  R.  Schenken  of  Omaha,  has  been  appointed 
a governor  of  the  American  College  of  Pathologists. 

Dr.  Oliver  C.  Nickum  of  Omaha  has  been  made 
a Fellow  of  the  American  College  of  Chest  Phy- 
sicians. 

Dr.  Roy  Fouts  addressed  the  Insurance  Institute 
at  the  Omaha  University  on  compulsory  health  in- 
surance, on  October  25. 

Dr.  R.  J.  Dietz,  a graduate  of  Creighton  Uni- 
versity School  of  Medicine  and  a veteran  of  World 
War  II,  has  located  at  Plattsmouth. 

Dr.  Juul  C.  Nielsen  of  Hastings  State  Hospital, 
attended  a Mental  Hospital  Institute  meeting  of  the 
American  Psychiatric  Association,  in  November. 

Dr.  Walter  J.  Holden,  formerly  of  Elkhorn,  fol- 
lowing a residency  at  Mayo  Clinic,  has  located  in 
Omaha,  practice  limited  to  obstetrics  and  gynecolo- 
gy- 

Dr.  J.  D.  McCarthy,  president  of  our  Association, 
was  a guest  speaker  at  the  Annual  Conference  of 
State  Secretaries  and  Editors,  in  Chicago,  Novem- 
ber 4. 

In  Hebron,  “Dr.  Taylor  Day’  was  celebrated  on 
October  30.  The  celebration  was  the  result  of  a 
proclamation  by  the  Mayor  of  the  city,  signed  by 
the  Councilmen. 

Dr.  John  Thompson  of  Lincoln,  and  Dr.  H.  J. 
Lehnhoff,  Jr.,  of  Omaha,  attended  a meeting  of  the 
Central  Society  for  Clinical  Investigation  in  Chi- 
cago, in  November. 

Dr.  E.  L.  MacQuiddy,  Omaha,  addressed  the  San 
Diego  County  Medical  Society,  at  San  Diego,  Calif., 
on  November  15,  on  “Some  Diagnostic  Problems  in 
Digestive  Disorders.” 

Drs.  Richard  Young,  John  A.  Aita  and  Wilbur  A. 
Muehlig,  all  of  Omaha,  recently  attended  the  an- 
nual meeting  of  the  Central  Neuropsychiatric  As- 
sociation in  St.  Louis. 

Dr.  Ted  E.  Riddell  of  Scottsbluff,  Dr.  Joseph 
Kuncl  of  Alliance,  and  Dr.  W.  J.  Arrasmith  of  Grand 
Island,  attended  a regional  meeting  of  the  Ameri- 
can College  of  Surgeons  in  Chicago,  in  October. 

Dr.  R.  L.  Blair,  who  for  a short  time  practiced  in 
Broken  Bow,  has  moved  to  Yakima,  Washington. 
Dr.  Blair’s  office  has  been  taken  over  by  Dr.  John 
A.  Meier,  a graduate  of  the  University  of  Nebraska 
College  of  Medicine,  and  a veteran  of  two  years 
in  the  navy. 


Three  Nebraska  physicians  received  community 
honors  in  November,  for  devoted  service.  Dr.  F.  J. 
Stejskal,  of  Crete,  was  the  honored  guest  at  Sokol 
Hall  to  be  greeted  by  more  than  1,200  persons,  many 
of  whom  had  been  delivered  by  the  doctor  as  far 
back  as  42  years  ago  when  he  came  to  Crete. 

Ten  physicians  attended  the  Last  Man’s  Club  of 
the  American  Legion  in  Lincoln  Friday  night,  No- 
vember 12. 

The  original  group  of  20  medical  men  who  served 
in  World  War  I elected  Dr.  A.  D.  Munger  president. 
Others  are  Drs.  J.  J.  Hompes,  C.  C.  Hickman,  H. 
Winnett  Orr,  George  Walker,  Harry  Flansburg, 
George  Covey,  Stanley  Zemer,  Edward  W.  Rowe, 
J.  E.  M.  Thomson. 

The  Cook  County  Graduate  School  of  Medicine, 
427  South  Honore  Street,  Chicago,  Illinois,  is  pleased 
to  announce  the  addition  to  its  staff  of  John  W.  Neal, 
who  will  serve  as  Comptroller  and  Assistant  Regis- 
trar. 

Mr.  Neal  is  a graduate  of  Northwestern  Univer- 
sity School  of  Law  and  has  been  engaged  in  prac- 
tice in  Chicago  for  the  past  eleven  years.  He  is  a 
member  of  the  Chicago,  The  Illinois  State  and  the 
American  Bar  Associations.  He  is  associated  with 
the  Illinois  State  Medical  Society  as  General  Coun- 
sel and  as  Executive  Secretary  of  its  Committee  on 
Medical  Service  and  Public  Relations. 

Mr.  Neal  is  the  son  of  the  late  John  R.  Neal,  M.D., 
who  was  Dean  of  the  Cook  County  Graduate  School 
of  Medicine  at  the  time  of  his  death. 


“MEDICINE  OF  THE  YEAR” 

Readers  of  this  Journal  will  recall  that 
early  in  1948  Dr.  John  D.  Youmans,  Dean  of 
the  Medical  College,  University  of  Illinois, 
proposed  to  edit  the  outstanding  medical 
papers  of  the  year.  Members  were  asked  to 
subscribe  to  this  project  at  the  rate  of  $2.00. 
Originally  the  plan  was  to  include  the  re- 
views in  the  December  issue  of  The  Journal. 
However,  these  plans  were  subsequently 
changed  and  “Medicine  of  the  Year”  was 
published  as  a 143  page  book  edited  by  Dr. 
Youmans.  The  volume  deserves  recognition, 
it  is  beautifully  made  up,  the  subjects  well 
arranged  and  printed  on  excellent  stock. 

Dr.  Youmans  informs  us  that  for  the  com- 
ing year  the  plan  may  be  changed  again  with 
a possibility  of  our  readers  receiving  a re- 
duction in  the  original  price  when  the  1950 
volume  is  off  the  press.  The  1949  volume 
sells  for  $5.00.  There  will  be  more  on  this 
in  a subsequent  issue. 


Tubereifcfes  jjs  bstr  acts 

As  thfc*  inoifa’llty  from  tuberculosis  continues  its 
downward  trend  the  question  of  whether  or  rot  it 
will  finally  be  eradicated  becomes  less  speculative 
and  jnore  practical.  This  question  was  asked  and 
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answered  by  Wade  Hampton  Frost  in  1937  and  his 
answer  now  has  been  reviewed  with  the  added  ex- 
perience of  the  last  ten  eventful  years. 

IS  AREA  ERADICATION  OF  TUBERCULOSIS 
POSSIBLE? 

Wade  Hampton  Frost  in  1937  presented  a thought- 
ful appraisal  of  the  question  “How  Much  Control  of 
Tuberculosis?”  After  marshalling  the  available 
evidence,  he  concluded  that  in  this  countiy  we  had 
already  reached  a stage  at  which  the  biological 
balance  was  against  the  survival  of  the  tubercle 
bacillus  and  that  eventually  this  disease  would  dis- 
appear. 

A British  opinion  of  the  same  year  was:  “It  is 
idle  to  speak  of  the  conquest  of  tuberculosis;  tuber- 
culosis has  not  been  and  so  far  as  one  can  see  never 
will  be  conquered.”  This  opinion  was  endorsed  re- 
cently by  Medlar  who  found  many  tuberculous 
pulmonary  lesions  unrecognized  during  life  in  per- 
sons in  the  older  age  groups  coming  to  autopsy  in 
New  York  City. 

The  question  of  the  validity  of  Frost’s  thesis  is 
of  great  practical  as  well  as  theoretical  importance. 
His  reasoning  was  briefly  this:  There  were  many 
and  sound  reasons  for  doubting  that  the  rapid  de- 
cline in  tuberculosis  in  the  preceding  half  century 
had  been  due  principally  to  the  measures  which  had 
been  taken  for  the  purpose  of  preventing  infection. 
Without  question  the  factors  lumped  together  un- 
der the  terms  “advancing  civilization  and  better 
living  conditions”  had  played  an  important  role. 
There  was  reason  to  believe,  however,  that  the  de- 
cline was  due  in  some  pail  to  the  efforts  made  to 
control  the  disease. 

The  direct  attack  has  proved  to  be  a more  for- 
midable undertaking  than  was  at  first  realized, 
but  in  Frost’s  words:  “If  the  effective  control  of 

tuberculosis  required  complete  isolation  of  all  open 
cases,  . . . the  present  (i.e.,  1937)  status  could  not 
be  considered  encouraging,  for  . . . (many)  such 
cases  are  discovered  in  a fairly  advanced  stage, 
and  the  isolation  even  of  cases  known  to  the  au- 
thorities is  probably  less  than  50  per  cent  complete. 
However,  for  the  eventual  eradication  of  tuber- 
culosis, it  is  not  necessary  that  transmission  be  im- 
mediately and  completely  prevented  but  only  that 
the  rate  of  transmission  be  held  permanently  be- 
low the  level  at  which  a given  number  of  infection- 
spreading cases  succeed  in  establishing  an  equiva- 
lent number  (of  ‘open’  cases)  to  carry  on  the  suc- 
cession. If  the  number  of  infectious  hosts  is  con- 
tinuously reduced,  the  end  result  . . . must  be  ex- 
termination of  the  tubercle  bacillus.” 

He  placed  a single  qualification  upon  his  con- 
clusion that  “As  to  the  maintenance  of  this  balance, 
favorable  to  us,  unfavorable  to  the  tubercle  bacil- 
lus, there  are,  of  course,  elements  of  uncertainty 
as  to  the  stability  of  our  civilization.” 

Only  12  years  have  passed  — too  short  a period 
upon  which  to  base  inferences  in  regard  to  long- 
time trends  — during  which  'the  very  existence  of 
civilization  has  been  ■ threatened. • The. .world  has 
undergone  pne  of  the  greatest  military,  .social,  and 
economic  - upheavals  in  history.  It  is,  therefore, 
pertinent  to  review  the  experience  of  this1  decade 
and  inquire  whether  the  Frost  thesis  is  still  tenable. 


Despite  their  limitations,  mortality  rates  provide 
the  best  available  index  of  the  biological  balance 
over  long  periods  of  time.  During  the  war  years, 
mortality  from  tuberculosis  increased  in  most  of  the 
western  Europe  nations  involved  in  the  conflict, 
while  those  countries  that  escaped  the  rigors  of  war 
were  little  affected.  In  western  Germany  the  rate 
is  still  higher  than  in  1938.  In  Belgium  and  the 
Netherlands,  as  in  England  and  France,  the  rate 
rose  during  the  war,  but  by  1946  was  already  down 
to  or  below  the  1938  level.  In  Denmark,  Sweden, 
Switzerland  and  the  United  States,  mortality  con- 
tinued downward  during  the  war. 

It  appears,  therefore,  that  the  disturbances  due 
to  the  war  have  been  insufficient  to  effect  more 
than  a temporary  setback  in  declining  death  rates. 
It  would  appear  then  that,  where  civilization  is  rela- 
tively advanced,  the  biological  balance  is  still 
against  survival  of  the  tubercle  bacillus. 

To  what  extent  this  is  due  to  indirect  socio- 
economic causes  or  indirectly  to  control  measures 
is  still  a difficult  question  to  answer.  In  the  United 
States,  progress  has  been  made  toward  more  effec- 
tive measures  of  control  despite  the  war.  In  the 
fjeld  of  specific  therapy  the  most  important  contri- 
bution was,  of  course,  the  discovery  of  streptomy- 
cin which  is  now  receiving  extensive  clinical  trial. 
Experience  with  it  thus  far  gives  hope  that  eventu- 
ally an  antibiotic  may  be  discovered  which  will  sup- 
press growth  of  the  microorganism  in  the  tissues 
and  rapidly  terminate  the  infectious  state  in  pul- 
monary tuberculosis.  With  such  an  agent,  the  seed- 
bed of  the  disease  could  be  more  rapidly  reduced. 

The  search  for  a practical  and  effective  method 
of  artificial  immunization  has  progressed.  The 
techniques  related  to  the  use  of  BCG  vaccine  have 
been  improved  and  its  safety  established.  Critical 
trials  support  the  judgment  that  this  procedure 
affords  some  protection  against  post-primary  tuber- 
culous lesions  for  at  least  a limited  period.  Its  long- 
range  effect  in  reducing  the  incidence  of  pulmonary 
tuberculosis  has  yet  to  be  determined.  In  the 
United  States,  BCG  is  still  under  investigation. 

Thus,  the  past  ten  years  have  brought  forth  no 
really  new  principle  of  prevention.  The  main  ob- 
jective is  still  avoidance  of  exposure,  and  the  strat- 
egy is  still  that  of  a frontal  assault  on  discoverable 
sources  of  infection.  Progress  has  also  been  made 
in  “case  finding”  and  isolation.  The  tools  used  in 
diagnosis  have  undoubtedly  been  sharpened. 

While  there  are  still  manifest  deficiencies  in  the 
preventive  program,  it  is  better  than  it  was  a dec- 
ade ago.  There  are  reasons  for  believing  it  is  pro- 
gressively reducing  the  frequency  of  transmission 
from  infected  to  non-infected  individuals. 

Granting  continuation  or  strengthening  of  con- 
trol efforts  in  addition  to  favorable  socio-economic 
developments  in  a world  at  peace,  it  would  seem 
not  unreasonable  to  expect  that  the  balance,  favor- 
able to  us,  unfavorable  to  the  tubercle  bacillus,  will 
be  maintained  and  that  the  decline  in  mortality 
point  of  disappearance  from  some  areas.  There  is 
point  of  disappearance  from  some  area.  There  is 
nothing  in  the  record  up  to  date  that  is  inconsistent 
with  Frost’s  thesis. 

— Is  Area  Eradication  of  Tuberculosis  Possible?  Editorial, 

American  Journal  of  Public  Health,  June,  1949. 
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after  40,  a woman'  s work  is  never  done... 


Dishes,  dustpans,  a thousand  details . . . the  three  "d's"  of 
household  drudgery. ..  are  challenge  enough  at  any  age, 
but  a stack  of  dinner  dishes  can  look  mountain  high  to  the 
woman  in  the  menopause.  This  is  a disquieting  aspect  of  the 
daily  life  of  such  patients  that  physicians  can  bring  into  proper 
perspective  with  " Premarin ." 

" Premarin " therapy,  it  has  been  found,  has  in  it  a certain  "plus" 
that  produces  a sense  of  well-being  in  most  women.  "Premarin"  quickly 
relieves  the  symptoms  of  the  menopause.  It  is  orally  active,  and  is  rapidly 
absorbed  from  the  intestine. 


ff 

While  sodium  estrone  sulfate  is  the  principal  estrogen 
in  "Premarin,"  other  equine  estrogens ...  estradiol, 
equilin,  equilenin,  hippulin  . . . are  probably  also  pres- 
ent in  varying  amounts  as  water  soluble  conjugates. 


ESTROGENIC  SUBSTANCES  (WATER  SOLUBLE) 
also  known  as  CONJUGATED  ESTROGENS  (equine) 
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Lest  we  forget — we  who  are  of  the  vita- 
a min  D era — severe  rickets  is  not  yet  eradi- 
cated, and  moderate  and  mild  rickets  are 
still  prevalent.  Here  is  a white  child,  sup- 
posedly well  fed,  if  judged  by  weight  alone, 
a farm  child  apparently  living  out  of  doors 

a good  deal.  This  boy  was  reared  in  a state  having  a latitude  be- 
tween 37°  and  42°,  where  the  average  amount  of  fall  and  winter 
sunshine  is  equal  to  that  in  the  major  portion  of  the  United  States.  And 
yet  such  stigmata  of  rickets  as  genu  varum  and  the  quadratic  head 
are  plain  evidence  that  rickets  does  occur  under  these  conditions. 

How  much  more  likely,  then,  that  rickets  will  develop  among 
city-bred  children  who  live  under  a smokepall  for  a large  part  of 
each  year.  True,  vitamin  D is  more  or  less  routinely  prescribed 
nowadays  for  infants.  But  is  the  antiricketic  routinely  admin- 
istered in  the  home?  Does  the  child  refuse  it?  Is  it  given  in  some  un- 
standardized form,  purchased  from  a false  sense  of  economy  because 
the  physician  did  not  specify  the  kind? 


Example  of  severe  rickets  in  a sunny  clime. 


A uniformlv  potent  source  of  vitamin  D such  as  Oleum  Perco- 
morphum,  administered  regularly  in  proper  dosage,  can  do  more 
than  protect  against  the  gross  visible  deformities  of  rickets.  It  may 
prevent  hidden  but  nonetheless  serious  malformations  of  the  chest 
and  the  pelvis  and  will  aid  in  promoting  good  dentition.  Because 
the  dosage  is  measured  in  drops , Oleum  Percomorphum  is  well 
taken  and  well  tolerated  by  infants  and  growing  children. 


OLEUM  PERCOMORPHUM 
WITH  OTHER  FISH-LIVER 
OILS  AND  VIOSTEROL 

Potency,  60,000  vitamin  A units 
and  8,500  vitamin  D units  per 
gram.  Supplied  in  10  cc.  and 
50  cc.  bottles;  and  as  capsules 
in  bottles  containing  50  and  250. 
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a complete  system  of 
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Many  thousands  of  items  are  assembled 
in  a near-by  wholesale  drug  house  con- 
venient to  every  retail  pharmacist.  Your 
patients’  particular  requirements  await 
only  the  signal  of  your  prescription. 

Your  Lilly  medical  service  representa- 
tive’s attention  is  given  to  every  phase  of 
th  is  distributing  system.  This  makes  cer- 
tain that  quality  pharmaceuticals  are 
quickly  supplied  whenever  you  prescribe 
Lilly  products. 
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If  she  is  one 
of  your  patients 


...Your  help  now  may  spell  the  difference  between  unprovided-for  old  age 
and  economic  security. 

Women  in  business  who  are  nervous,  emotionally  unstable  and  generally 
distressed  by  symptoms  of  the  climacteric  almost  inevitably  experience 
a reduction  in  efficiency  as  well  as  earning  power. 

" Premarin " offers  a solution.  Many  thousand  physicians  prescribe  this 
naturally-occurring,  oral  estrogen  because... 

7 . Prompt  symptomatic  improvement  usually  follows  therapy. 

2.  Untoward  side-effects  are  seldom  noted. 

3.  The  sense  of  well-being  so  frequently  reported  tends  to 

quickly  restore  the  patient's  confidence  and  normal  efficiency. 

4.  This  "Plus”  ( the  sense  of  well-being  enjoyed  by  the  patient) 
is  conducive  to  a highly  satisfactory  patient-doctor 
relationship. 

5.  Four  potencies  provide  flexibility  of  dosage:  2.5  mg., 

1 .25  mg.,  0.625  mg.  and  0.3  mg.  tablets;  also  in  liquid 
form,  0.625  mg.  in  each  4 cc.  (1  teaspoonful). 


While  sodium  estrone  sullate  is  the  principal  estrogen 
in  "Premarin,"  other  equine  estrogens ...  estradiol, 
eq uilin,  eq uilenin,  hippulin  . . . are  probably  also  pres- 
ent in  varying  amounts  as  waler-so/ub/e  conjugates. 
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FOR  AN  INDIVIDUALIST 


T)HYSICIANS  concerned  with  infant  feeding 
have  found  that  the  exceptional  flexibil- 
ity-of-use  offered  by  Dextri-Maltose*  is  an 
important  advantage  in  adapting  formulas 
to  the  individual  requirements  of  the  baby. 

By  the  inclusion  of  Dextri-Maltose  in  ap- 
propriate amount,  the  caloric  value  and  car- 
bohydrate content  of  a formula  can  easily  be 
adjusted  to  the  infant’s  special  needs. 

Since  the  physician  has  5 forms  of  Dextri- 
Maltose  available,  an  individual  infant’s  for- 
mula may  be  changed  according  to  various 
clinical  or  physiologic  indications  without 
disturbance  of  his  routine. 

Being  a mixture  of  carbohydrates,  Dextri- 
Maltose  offers  special  qualities  of  digestibil- 
ity and  slowness  of  absorption.  Hence  it  is 
an  ideal  carbohydrate  for  use  in  diarrhea  and 
other  gastrointestinal  disturbances. 
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